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THE FATE OF PATIENTS WHO HAVE HAD 
STONES REMOVED FROM THE KIDNEY. 

Delivered June 23rd, 1916 , 

By Sir JOHN BLAND-SUTTON, F.R.C.S.Eng., 

9UBOEOH TO THE MIDDLESEX HOSPITAL. 

Mr. President and Gentlemen,— The fate of patients 
■who have had stones removed from one or both kidneys 
is an important matter, and one on which little has 
been written. Most of what I have to say on this theme 
is based on my own experience. I saw Morris remove 
a stone from the kidney of a woman in the Middlesex 
Hospital in 1880. The operation is historical; it proved 
that a stone could be removed from the kidney and 
■the patient survive. In the interval operations for renal 
calculi have made amazing progress. The detection of stone 
in the kidney or in the ureter has become aij art. The intro¬ 
duction of radiography improved this branch of surgery. A 
good radiograph indicates the presence of stones ; from their 
shadows the surgeon learns their number, size, and position. 
Cystoscopy furnishes facts about the condition of the ureters. 
Clinical chemistry affords information of the value of the 
renal function ; microscopic and bacteriologic examination 
of the urine completes the clinical picture. 

During the past 25 years surgeons have been intent on 
methods of diagnosis and technique. These are now com¬ 
plete. Errors in diagnosis are so unusual that patients 
willingly submit to surgical interference when it is certain 
that the kidney contains a stone. Many patients ask 
questions concerning the effect on life, and the expectancy 
of life, when a stone is taken out of the kidney. These 
questions are easily answered in terms favourable to the 
patient, but I am anxious for data on which to frame an 
opinion of the probable frequency of bilateral renal calculi; 
and on the expectancy of life when one kidney has been 
removed for calculous disease. 

On People who Live with One Kidney. 

When the removal of a disorganised kidney is recommended 
the patient invariably asks, “How shall I get on with one 
kidney ! ” The answer is simple. Many are born with one 
kidney and lead useful, energetic lives, attain old age, and 
die ignorant of the fact that they had only one kidney. 
Hundreds of men and women are living from whom surgeons 
have removed a kidney on account of stone. Many live 
unsuspicious that one of their kidneys has been insidiously 
destroyed by calculous disease. A man with one healthy 
kidney may live as long as another with two, but often 
his existence is precarious. 

An actor, aged 40, noticed blood in his urine after an 
attack of severe pain in the right loin. An expert radio¬ 
grapher obtained a deep shadow from the left kidney, but 
none from the right. The stone in the left kidney was so 
big that I could feel it through the abdominal wall. The 
kidney being disorganised I concluded that the patient was 
“ living with one kidney ” and suspected, in spite of the 
/radiographer’s negative report, that the pelvis of the right 
i kidney contained a small migratory stone. I decided to remove 
' r >the left kidney through an incision in the linea semilunaris, 
^as this enabled me to examine the right kidney and ureter, 
but failed to feel a stone. I removed the left kidney ; it was 
a thin-walled sac containing pus and a large branched 
calculus. (Fig. 1.) Within a month the patient left the 
nursing home for Margate. Shortly after reaching Margate 
he was seized with acute pain in the right loin and was 
unable to pass water. Four days later he came to London in 
a condition of anuria. A few hours after his arrival I 
exposed the right kidney by an incision in the loin, let out 
much urine, and passed a guide down the ureter to the 
bladder. Next day the patient passed urine naturally ; soon 
he became convalescent, and returned to Margate. An X ray 
examination showed that the guide I passed down the 
ureter had pushed a stone, the shape and size of a cherry¬ 
stone, into the bladder. Whilst at Margate the patient 
nassed the stone during urination and sent it to me in a 
‘ No. 4844. _ . 


pill-box. It is a curious form of retaliation that leads men 
and women to send renal calculi to surgeons in pill-boxes. 

My friend survived the operation six years. As a 
character-actor he won approbation; like Yorick, he was 
“a fellow of infinite jest, of most excellent fancy.” One 
evening, whilst waiting for his cue, he was seized with 
acute abdominal pain and seemed about to die. He was 
conveyed to a hospital hard by the theatre. A duodenal 
ulcer had perforated and a prompt operation failed to save 
him. 

This case illustrates what most surgeons quickly learn 
from experience: a large disorganised kidney stuffed with 
calculi rarely disturbs a patient, but a small migratory 
calculus, no bigger than a cherry-stone, in an otherwise 
normal kidney will render life unendurable by causing 
frequently recurring attacks of colic. Occasionally, the 
ureter of the less disorganised kidney is obstructed by one 
of these troublesome calculi ; the patient becomes anuric 
and is brought, with dramatic suddenness, not only to the 
brink of, but actually into, the grave. The aphorism, 
L'aimrique e*t nn individu qui la veille vivait aveo un rein 
(Legueu), though useful, does not apply to all anurics, for 


















A branched calculus removed from the kidney. Some of the branches, 

broken during removal, were pieced together after the operation. 

This stone caused its owner no pain. 

an individual may have two good kidneys and each harbour a 
stone. By an unusual concatenation of circumstances each 
ureter may be simultaneously blocked by a calculus. Many 
such occurrences have been recorded. Here is another. 

A man, aged 44, weighing nearly 24 st., had suffered from 
attacks of renal colic and passed fragments of stone at 
intervals for 29 years. One night he was suddenly seized 
with acute pain in the right loin and became anuric. On the 
fifth day of the anuria he was admitted to the Middlesex 
Hospital and prepared for operation. When wheeled into 
the theatre he refused to submit to operation, urging 
that as he was now free from pain there could be no 
mischief. I saw him an hour later. He was intently 
reading the third chapter of the Lamentations of Jeremiah, 
in which the Jewish nation is personified as a man lament¬ 
ing his own calamities. The following day he voided blood, 
became alarmed, and submitted to operation. I extracted 
a conical calculus from the upper end of the right ureter. 
Sixteen hours afterwards he had a slow pulse, muscular 
tremors, and contracted pupils. His mind remained clear 
almost to death, which occurred 72 hours after the opera¬ 
tion. At the post-mortem examination the left ureter was 
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found obstructed by a calculus of the same shape and size as 
that removed from the right kidney. This man died from 
simultaneous blocking of both ureters. The pelves of the 
kidney were not much dilated ; there was no sacculation, 
and the renal cortex showed little evidence of disease. 

These two cases illustrate an important feature in regard 
to the “period of tolerance''—that is the time elapsing 
between the onset of anuria and the manifestation of uraemia. 
This is on an average six days. It is an axiom in renal 
surgery : — The earlier operation is undertaken after the ontet of 
anuria, the better the results. Thus the actor who submitted 
to nephrectomy on the fourth day recovered : the vacillating 
student of Jeremiah refused operation until the sixth day, 
and died, although from richness in renal tissue he had the 
better chance. A great danger besets men and women who 
have had a kidney removed for calculous disease. At any 
instant the ureter of the remaining kidney may be blocked 
by a stone. 

In 1890 I removed from a fat cabman, aged 38, the left 
kidney completely disorganised and crammed with stones. 
This man suffered no pain from his calculous kidney in spite 
of the fact that he daily jolted over the stones of London 
on a cab I Twenty-five years later he was readmitted into 
the Middlesex Hospital with anuria of three days standing. 
Though this cabman was very fat, an oval swelling could be 
felt in the right loin. His kidney was exposed by means of 
an incision in the loin and the imprisoned urine released. 
Three days afterwards the patient passed water naturally, 
made a good recovery, resumed his work, and remains in 
good health. 

The cabman and the actor may be usefully compared. 
Each lost a kidney, disorganised by calculous disease, and 
each had been “ living on one kidney," as the phrase goes. 
Each ran risks of dying from anuria, and both were saved 
by a prompt operation, but the actor had his attack within 
two months of the removal of the kidney, whereas for the 
cabman it was delayed a quarter of a century. The cabman 
is the longest survival after nephrectomy in my practice. He 
has been living for 26 years with one kidney, and now 
earns his living with a taxi-cab. 

Anuria is the gravest of the many complications of renal 
calculi. Its sudden onset, in persons apparently in good 
health, is a most impressive feature : in the early days of 
the anuria it is hard for them to realise that they are near 
death. Later, when the signs of anemia appear, surgical 
interference is rarely successful. Spontaneous relief, due to 
the stone being extruded into the bladder, happens in about 
25 per cent. Cystoscopy aids here. A cystoscopic exami¬ 
nation sometimes reveals a calculus in process of extrusion 
through the vesical orifice of the ureter. I have seen such a 
delivery; it occupied two hours. The gradual advance of 
the stone with each pain was very striking. This is perhaps 
the nearest trial a man can have of the “pains of labour.” 
With each “ pain ” the man uttered loud complaints. The 
preceding cases illustrate the varying attitudes of men to 
operative treatment; they vary with the phase of the dis¬ 
order. When Shibli Bagarag rolled his body in the sand 
within sight of the city of Shagpat he exclaimed— 

On different heads misfortunes come ; 

One bears them firm, another faints, 

While this one hangs them like a drum 
Whereon to batter loud complaints. 

A man in agony with a stone stuck in his ureter rolls about 
the bed ; clamours for help—clamours loudly ; shouts, and 
willingly submits to operation. When the colic is replaced 
by anuria, he disdains surgical interference and occasionally 
mocks at his advisers ; but as soon as ursemia stalks anuria 
he passively submits to what is often a useless operation. 
Although the risks of an operation on the kidney with 
ursemia manifest are great, it is useful, like the barber Baba 
Mustapha, to remember the poet’s words : — 

The abyss is worth a leap, however wide, 

When life, sweet life, is on the other side. 

This is the position of a man stricken with unemia, the 
sequence of calculous anuria. 

Bilateral and Recurrent Calculi. 

Having described examples of bilateral renal calculi in 
which the disease was advanced in one kidney and unsus¬ 
pected in the other, we may now consider some in which 
both kidneys were known to be occupied with calculi. This 
is an important matter because surgeons hesitate to remove 


bilateral calculi from fear of inducing urmrnia, but there 
are conditions in which interference is justifiable. Watson 
collected 230 cases of renal calculi reported by six surgeons %. 
he estimated that in 30 per cent, of the patients stones were 
present in both kidneys. Among 100 patients under my 
own care stones were bilateral in ten. At my request Mr. 
W. A. Coldwell looked through his series of radiographs of 
calculous kidneys. Among 68 plates in which calculi were 
clearly shadowed and the stones subsequently removed, in 
eight the shadows were bilateral. 

The risks of recurrence after nephro-lithotomy have never 
been estimated on a large statistical basis. It is difficult for 
a surgeon to calculate the proportion of recurrence even in 
his own practice. Patients have an idea that if a surgeon 
removes a stone from the kidney he is in some measure 
responsible if a new stone forms, and betakes himself to 
another hospital. There is another way in which recurrent 
renal calculi come under observation. A colleague retires, 
the patient comes again to the hospital, and is placed under 
the care of a successor or survivor. Here is an illustration. 
A woman, aged 28, came under my care with stones in a 
disorganised kidney. She had been submitted to nephro¬ 
lithotomy 12 years previously. I removed the kidney; in 
the drawing (Fig. 2) you will see the picture of the stone 
removed at the original lithotomy. 


Fic. 2. 



Kidney in section. Nephro-lithotomy had been performed and a iieiu 
shaped calculus removed in 1889. Twelve years later sho came under 
observation with recurrent calculi. The kidney was removed. 

It is probable that sepsis following nephro-lithotomy is in 
many cases responsible for recurrent calculi. For example : 
A woman had an enlarged kidney which a surgeon exposed 
and incised under the impression that it contained a stone. 
(Fig. 3.) Instead of a stone he found a narrow ureter; to 
remedy this a plastic operation was performed. The woman 
recovered without benefit. Two years later she came under 
my care ; a radiograph showed a curious shadow low in 
the abdomen on a level with the iliac fossa. On 
exposing the kidney, by means of an incision in the 
left linea semilunaris, I found the pelvis distended 
with smooth urinary pebbles. I removed it. With the 
loss of the kidney the patient lost her aches and pains. 
It Is reasonable to believe that the operation on the kidney 
led to infection and the formation of calculi. A renal 
calculus is a heap of crystals held together by cement 
substance. Thus, after the kidney became infected, crystals 
were precipitated from the urine and cemented by inflam¬ 
matory exudate. Gall-stones often contain a central clump 
of bacilli, and have been compared to pearls which frequently 
contain a small worm as a nucleus. Gall-stones, like renal 
calculi, are tokens of pain and misery, but pearls, emblems 
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of beauty and riches, are worn without any regard to the 
pain they may have caused the oysters. I have had many 
renal calculi examined in the expectation of finding a clamp 
of bacilli as a nucleus ; so far without success. Micro¬ 
organisms are excreted hy the kidney, and it is probable 
that the nucleus of a primary renal stone may be 
occasionally a clump of bacilli. Recurrent calculi are 
commonly associated with septic changes in the kidney. 
In the infancy of nephro-lithotomy the operation was not 
carried out with the precautions and ritual which attend it 
to day. A free incision was made in the cortex of the 
kidney ; its pelvis and calyces were explored with a bare 


Fig. 3. 



Hydronephrosis associated with a narrow ureter. The pelvis is occupied 
by urinary pebbles. 

and often septic finger. In many cases a rubber tube was 
introduced into the pelvis of the kidney for drainage ; this 
provided a high road for an invasion by pyogenic organisms. 
Bacillus coli soon colonised the pelvis. When surgeons 
turned their attention to this matter it gradually became 
the habit in suitable cases to remove calculi through an 
incision in the pelvis of the kidney and carefully close the 
opening with sterile sutures. Primary union and speedy 
convalescence often follow with advantage to the patients ; 
they recover quickly, suffer les=, and run less risk of a 
recurrent calculus. We must not lose sight of the fact that 
many calculous kidneys are septic at the time of the primary 
operation. 

Calculi sometimes form in kidneys in enormous numbers 
without the least evidence of sepsis. In 1904, a gardener, 
aged 38, had signs of stone in his right kidney. The radio¬ 
graph showed such a large shadow as to make me doubt its 
accuracy. During the removal of this kidney I had a great 
surprise ; on withdrawing it from the loin the sacculus 
containing the stones burst. In an instant the operation 
area was covered with hundreds of iridescent calculi 
resembling little balls of burnished gold. We tried to pick 
them up, but they ran over the towels, slipped between 
them, dropped on the floor like hail, and were as elusive as 
globules of quicksilver. The collected calculi, tr tie 
number of 40,000, are preserved in the Museum of the Royal 
College of Surgeons. I saw this gardener in good health 
12 years after the operation and still grateful for the relief 
the operation afforded him. The College Museum contains 
a similar specimen; the calculi number 27,000. They are 
of the shape, size, and colour of millet seed. 

Surgical Timidity. 

The conservation of a disorganised and septic kidney 
(Figs. 2 and 3) exposes patients to the risk of future suffering 
from recurrent calculi. This entails repeated operations and. 
finally, removal of the kidney under adverse conditions. 


Endeavours to save such damaged kidneys are not examples 
of cautious surgery, but rather glaring instances of surgical 
timidity. 

We are all more or less influenced by a wholesome respect 
for renal tissue. We know, too well, that some men get on in 
the world with very little brains ; some with none. But no 
man can live without a certain amount of kidney. Some 
push this witticism too far. Many patients suffer much 
discomfort, even misery, from a timid nephrotomy when 
their best interests demand bold removal of the disorganised 
kidney. When a kidney is septic, calculous, and dis¬ 
organised, if its companion is normal the diseased kidney 
should be removed. I have watched many patients, men 
and women, who have led vigorous lives after nephrectomy 
for calculous pyonephrosis. 

It was my habit to give patients the stones I removed 
from their kidneys. A bad habit. The stones serve as 
souvenirs of discomfort and agony. Listen to a sufferer, an 
Italian poet :— 

Other white stones serve to mark happy days. 

But mine do mark days full of pain and gloom. 

To build a palace, or a temple fair, 

Stones Bhould be used; but mine do serve 
To wreck the fleshy temple of my soul. 

Well do I know that death doth whet bis glaive 
Upon these stones, and that the marble white 
That grows in me, is there to form my tomb. 

(Ciri de Pert.) 

These depressing lines represented at the time they were 
written the helpless condition of patients suffering from 
stone in the kidney. The natives of the southern part of 
America, at the time the continent was discovered, wore 
amulets of jade aJ a remedy for renal colic. This is how 
jade got from Spaniards the alternate name of nephrite. 
Fifty years ago in Europe the treatment of stone in the 
kidney had not got beyond the stage of physic. Amulets in 
another form, says the caustic critic. 


ABSTRACT OF 

%\\ Jbbrrss 

ON 

THE PREVENTION AND TREATMENT OF 
CHOLERA. 

Delivered before a Medical Conference in Malta , 

By STAFFORD M. COX, M.D. Ddb., 

MAJOR, ROYAL ARMY MEDICAL CORPS. 


Mr. President and Gentlemen, — If cholera visits 
Malta it will necessaiilv be seaborne. Local conditions 
are not favourable to the disease becoming endemic, 
but infection of the wells would be a serious feature. 

Preventive Measures. 

Of first importance as a general precautionary measure 
is the vaccination against cholera of all troops in or 
passing through Malta. Daring an actual outbreak vac¬ 
cination is associated with greater individual risk owing to 
the increased susceptibility induced for the first few days. 
As to hospital accommodation, a tent hospital for 50 patients 
would probably suffice ; it'should be placed at a point easily 
accessible and yet remote from road traffic. Fly-proof cess¬ 
pits and latrines, open to the sunlight, are essential. Quick¬ 
lime is recommended for these as the best drying and 
disinfecting agent. In choosing a site the possible con¬ 
tamination of existing wells should be remembered. A segre¬ 
gation or detention camp in close relation to the hospital 
will be needed for the isolation and disinfection of contacts. 
Probably a week’sdetention after each fresh case would suffice. 
In addition discharged contacts should have their addresses 
registered, and for another week report daily at the hospital. 
During the detention period each contact should be 
immunised with Wright's prophylactic. Contacts becoming 
cholera suspects should be placed in an observation tent 
line. The same general measures with regard to latrines 
and cesspits should be observed. A special form of 
transport, preferably motor, should be provided foi the 
patients. 
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In the event of an actual outbreak the guard on reservoirs, 
should be strengthened; all wells, ships’ tanks, i:c., should 
be treated with permanganate of potash. Advisory circulars 
should be issued to both the military and civil population 
concerning what to eat and what to avoid. Aerated water 
factories should be officially supervised, and instructions 
issued generally for the regular testing and cleansing of 
filters. In the presence of an epidemic it is questionable 
if filtration alone is sufficient against this water-borne 
disease. A defective filter is worse than none, and in my 
experience 20 per cent, of the portable filter cores marketed 
are defective. Bacteriological examination of the water- 
supply from the reservoirs and wells should be regularly 
made. Freshly isolated bacilli show the most typical 
morphology. Subcultures often show rod and coccoid 
forms due to medium reaction. Cholera red is often 
obtained with difficulty. Pure 24 hours’ subcultures give 
best results. It is by immune reactions cholera is best 
identified. 

Treatment. 

There is little hope of treating the fully developed disease 
by a bactericidal serum. I used the Pasteur serum in the 
intravenous infusion in 1907 in 24 cases, with a mortality 
rate of 33 per cent., as compared with 26 per cent, for 65 
cases where the saline alone was nsed. This was probably 
accidental—the number of cases was too small to indicate 
more than that; exceptional advantages are not to be 
expected from its use. Doubtless bactericidal sera when 
employed in other acute diseases are considerably helped 
by the body cells in the elaboration and neutralisa¬ 
tion of toxins. In the collapse stage of cholera the circu¬ 
latory derangement is so great and the body resources are so 
exhausted that little help can be expected from the patient’s 
tissues. Serum treatment, therefore, would seem to be 
contra-indicated as likely to hasten the breaking-up of the 
vibrios, the evolution of their endotoxins, and a speedier 
intoxication in the absence of assistance from the body cells. 
All attempts to produce a potent antitoxic serum have so far 
failed owing to the difficulty experienced in procuring the 
corresponding circulant toxin. 

The best hope of combating the disease from this point of 
view is therefore in the prophylactic treatment, by inducing 
an active immunity sufficient to destroy the bacteria that 
enter the body before they have time to increase. Mild 
infections will probably be fully met by this means, but 
severe primary infections will still probably show the incom¬ 
pleteness of the immunity given. Three forms of prophy- 
lactio inoculation have been chiefly used. Haffkine uses the 
living cultures in two injections of two strengths, giving 
immunity in ten days. The severe local reaction is the main 
objection to its use. Protection is supposed to be in pro¬ 
portion to the reaction. Strong employs an autolysate. It 
produces no reaction. 2-5 c.c. are usually given, but mass 
doses can be used. Wright's prophylactic inoculation also 
produces no appreciable reaction. 150,000 of the Serbian 
troops have been inoculated by the Royal Army Medical 
Corps with this prophylactic without accident. 

Treatment solely by medicine is admissible only in mild or 
incipient cases. The drugs most in use are intestinal anti¬ 
septics, such as urotropin drinks, permanganate of potash, 
castor oil, and chlorodyne. Cardiac stimulants, such as 
digitalin and pituitary body. , Saline douches are useful. 
Morphia should not be given if the blood pressure is under 
100 mm. 

Treatment of Collapse Stage of Cholera. 

The chief conditions indicating treatment are : (a) Lowered 
blood pressure; normally 120-130 mm. this may fall to 
50 or 60 ram., causing a cessation of kidney function. 
(/>) Concentration of blood. The normal specific gravity 
of 1055 may rise to 1080. This would correspond to a 
loss of about two-thirds of the fluid constituents. The 
blood becomes tarry and circulates with difficulty, (c) Loss 
of vaso-motor control of capillaries, especially in the intes¬ 
tinal canal, attributed to absorption of the endotoxins. A 
drainage of the blood fluid into the intestinal canal is thus 
set up, forming the characteristic rice-water stools and vomit. 

( d ) Cardiac angina and cyanosis, (e) Great loss of body heat. 
The temperature in the axilla or mouth varies from 95° to 
97°F., being usually somewhat higher in the rectum. The 
extremities fall to practically the temperature of the surround¬ 
ings ; the patient is chilled to the bones. The skin becomes as 


plastic as that of a corpse, retaining for some considerable 
time the shape given by pinching it. 

I draw particular attention to this great backward swing 
of the pendulum of body heat, which in the nature of things, 
if the patient recovers, we would expect to be followed by an 
almost equally marked forward oscillation, with all the 
phenomena of returning animation, as is seen in other allied 
conditions of chill. Spontaneous reaction from this extreme 
condition is rare, and if it occurs is associated with pyrexia 
of a more or less continuous type, forming the group of 
symptoms classified as the stage of febrile reaction. Happily, 
intravenous saline transfusion produces an adequate reac¬ 
tion w-ithout these features. It is found that when about 
5 pints of fluid have been infused the patient—who has then 
lost his cramps, has had his pulse restored, and perhaps 
shows a temperature of 100 °—invariably develops a rigor 
proportionate in severity to the degree of collapse; the 
patient's teeth rattle like castanets, be is seemingly 
extremely ill, and an inexpert attendant would probably 
stop the transfusion. 

To divert for a moment, Rogers, in his most excellent 
work on cholera, rallies me for the use of hot-water bottles 
in cholera, and states he has banished them from his wards. 
His statement is quite correct. I use hot-water bottles and 
even extra blankets, but only for the ten minutes occupied 
by this stage of transfusion rigor, through which all patients 
adequately treated with saline must pass. I have most 
carefully read his work on cholera and can find no descrip¬ 
tion whatever of his patients having “transfusion rigors.” 
If they have no rigors I can understand their not needing 
hot-water bottles. I regard this condition as all essential, 
and should it, as sometimes happens, be delayed through 
the solution running cold or a kink in the tube stopping the 
flow impaired results must be expected. The average 
amount of saline transfused by Rogers is 4 pints, in 
exceptional cases 5 pints; this just falls short of the 
amount which produces the reaction rigor, and the pre¬ 
sumption is that Rogers does not carry his transfusion to 
this point, has not seen the reaction rigor, and therefore 
1 does not use hot-water bottles. The comparatively moderate 
results he has obtained using means that practically corre¬ 
spond in kind, but not in degree of use. would seem to 
confirm this explanation. They are as follows: his are 
taken from his work on cholera, using hypertonic saline; 
mine were obtained using isotonic saline. 

India. China. 

Rogers, 1910 and part 1909. Cox, 1909. 

Collapse stage cases only. Collapse stage cases only. 
Number of cases, 103. Number of cases, 666. 

Average amount transfused, Average amount transfused, 

4J pints. 13 pints. 

Mortality, 32 per cent. Mortality, 18-8 per cent. 

In this connexion an interesting point remains to be 
noticed. Rogers strongly denounces the employment of 
opium in any form in cholera and lias never seen any but 
ill-results from it. This, again, seems due to inacquaint¬ 
ance with the transfusion reaction rigor ; the indications 
for its employment are then most manifest. I have found 
severely collapsed cases, once they pass the stage of rigor, 
much benefited by j grain each of morphia and belladonna 
extract. The blood pressure is then rising rapidly and 
interference wdth the kidney function has never been seen to 
result. Apart from its use in this respect I am quite in 
agreement with this high authority that it is contra-indicated. 

The proportionately greater loss of body chlorides in the 
stools of severely collapsed cases pointed out by Rogers 
induced me in 1913 and 1914 to use hypertonic strength with 
a proportionate decrease in the amount of fluid. In some 
45 cases I used an average of 81 pints of hypertonic solntion 
with good results. I found that this procedure lessened the 
tendency to relapse. Hypertonic strength should therefore 
be used in preference to isotonic until an average amount of 
7 to 8 pints for adults has been introduced; after that, if 
more fluid is required, isotonic should be used. The fluid 
necessary is estimated by the blood pressure and specific 
gravity. 

Working Notes. 

Few medical procedures show a more striking correspond¬ 
ence between the care exercised and the result attained than 
intravenous infusion in cholera, and this is the only apology 
offered for the perhaps over-elaboration of details which 
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follow. As the collapse stage is the most important phase 
of the disease and the only one requiring this treatment, 
that stage only will be dealt with. 

My acquaintance with the disease was gained at Shanghai, 
where since 1907 I had charge of the Chinese cholera 
hospital, and have treated over 2000 cases. I used an 
apparatus devised by R. H. Cox, F.R.C.S., by which a 
solution of saline in boiled water is led to the vein through 
a filter placed in circuit, and is maintained at the tempera¬ 
ture desired by an adjustable heat-regulating mechanism. 
Sir Leonard Rogers uses an apparatus consisting of a 
cistern, tubing, and a stopcock for regulating the flow, 
through which he introduces 4-5 pints of hypertonic saline 
in distilled water in 20 minutes. The chief disadvantage in 
this method lies in the difficulty in procuring freshly dis¬ 
tilled water, except in times of peace or at a base. Apart 
from this, the rate of flow indicated is too quick per minute, 
except in the first two pints, in severely collapsed patients. 
The quantity (4-5 pints) is also insufficient to induce the 
reaction rigor. 

The advantages of the method of continuous intravenous 
saline infusion are : 1 A regulated flow at a constant tempera¬ 
ture can be maintained. 2. Boiled water, an easily procurable 
commodity, is used. 3. A considerable number of cases can be 
maintained running at the same time ; the apparatus being 
self-regulating requires little attention. 4. The rate of flow 
is more gradual than that used by Sir Leonard Rogers 
(approximately 2 ounces per minute) and the transfusion 
lasts (approximately) 1^ hours. Less bodily disturbances 
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Earlier form of transfusion apparatus, taken from a Report on an 
Outbreak of Asiatic Cholera in Shanghai during the Summer of 1907 
by Stafford M. Cox. M.D. (Methodist Publishing House, Shanghai. 
1908.) a. Glass cistern, b. Metal stand consisting of two compart¬ 
ments— c. a chamber for the spirit lamp, and, d, water-bath for cistern. 
c. Spirit lamp. I, Reservoir of saline, m. Feed tube from reservoir to 
cistern. 

and a more permanent condition of reaction result. 5. The 
reaction rigor is obtained. A detailed description of the 
apparatus is omitted, as apart from the sets (40) provided for 
the use of the writer it is not available. The illustrations 
given (Figs. 1 and 2) depict an earlier form of the apparatus, 
but the essential features apart from the heat-regulating 
apparatus can be readily improvised, and the procedure and 
requirements for doing so will now be detailed. 


Requirements. 

1. A Berkefeld filter candle (the type used in the Berke- 
feld travelling pump). Efficient English substitutes of 
similar size are now procurable. 2. A wide-mouthed 
jar (preferably of glass) as a reservoir with a capacity 
of 4-5 pints. 3. 2J yards of rubber tubing—viz., an upper 
length of 1 yard and a lower of 14 yards, joined either 
by a piece of glass tubing which will serve as an observa¬ 
tion tube for bubbles or a glass bubble-catcher. 4. A glass 
cannula made with a bulbous neck giving secure invagination 
in veins of different calibre, and with a fine point to facilitate 


Fig. 2. 



The glass cistern on a larger scale. /, it, Temperature regulating 

mechanism, i, Berkefeld' filter core. Position of glass bubble- 

catcher or of observation tube. Jfc, Glass cannula for Insertion Into vein. 

entry. ThiB can readily be drawn in a spirit flame. 5. A 
bath thermometer taken from its wooden case and allowed to 
float in the reservoir. 6. Some 10 12 bottles (peroxide of 
hydrogen type) with glass stoppers and wire fittings, to be 
ready filled with hypertonic saline (1-33 per cent.), 6 with 
hot and 6 with cold saline. 7. A Berkefeld travelling 
pump (similar sized English can now be obtained). 8. If a 
bubble-catcher is used it will replace the observation tube 
joining the rubber lengths. It can easily be made from a 
small glass syringe by removing the piston and replacing it 
with a cork (preferably of rubber) pierced with a piece of 
glass tubing 4 inches long with au equal inside and outside 
projection. The bubble-catcher must be held in a vertical 
position by strapping during infusion. 

Nos. 7 and 8 are recommended if available, but are not 
essential. At least 20 per cent, of candles show faulty. In 
the absence of a bacteriological examination of filtrate the 
candle should be tested by blowing through a short rubber 
attachment into the emptied and damped chamber whilst 
submerged in water. Small faults, shown by a stream of 
bubbles, can be closed with cement or plaster-of-Paris. 

Sterilising often causes faults and should be started at 
a moderate temperature, using a tray. A good effective 
sterilisation can be made by placing the candle in a Berkefeld 
travelling pump and driving a solution of hot permanganate 
of potash through. If a steriliser or pump is not available 
the candle should be repeatedly filled and emptied with the 
same solution. 

Causes of ineffective flow are :—1. Deposit of salt crystals. 
Treatment: Light brushing, running through with Berke¬ 
feld pump in hot water. 2. Lessening of filtration area, 
from the presence of air in the inverted chamber. Treat¬ 
ment: Remove the cannula, restore the candle to erect 
position in the reservoir, dislodge the air, reinvert, and 
return cannula to the vein. 

The rubber tubing is best disinfected by boiling or syringing 
through with boiling solution of permanganate. The con¬ 
nexion should be secured with soft silk. 
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For a delivery into the vein at 99 , -100° with summer heat 
conditions using a tubing 24 yards long, a cistern elevation 
from the vein of 3 feet, and a cannula with a bore which 
gives 2 ounces of saline per minute in a jet 3-4 inches high ; 
the temperature at which the cistern saline will require to 
be maintained will be fouud to be between 106^-108°. 

As to the procedure for infusion, the filter candle (scrubbed, 
tested, and sterilised; is filled by hanging on the side of the 
elevated cistern (filled with saline at the appropriate tem¬ 
perature), the rubber tubiug is then attached in situ, and the 
tube is milked till a current is established. All contained 
air is then removed by placing the candle slantwise bodily 
in the container and raising the tubing to form an upward 
curve, using both hands. As the right hand progresses with 
the air along the tube the left depresses the tubing emptied 
of air to prevent its return, and this procedure is continued 
till the uptilted cannula is reached. The candle is then 
inverted in the cistern and the apparatus is ready for use; if 
a bubble-catcher is used inversion is not necessary. 

Intravenous Infusion. 

An adequate reaction proportionate to the degree of 
collapse must be looked for and assisted. This condition is 
never attained until the infusion reaction rigor (which occurs 
approximately when 5 pints have been infused) is well 
passed. The continuance of the saline infusion after the 
occurrence of the reaction rigor up to 8-10 pints will 
procure the following benefits: 1. Dilution of the blood. 
2. Elevation of the blood pressure, with re-establishment of 
suppressed renal flow. 3. Elimination of the endotoxins 
from the blood and later from the stools, thus obviating the 
onset of the febrile reaction stage of cholera, the remainder 
of the illness being usually apyrexial. No apprehension need 
be felt at a rise of temperature to 103° during the infusion ; 
in fact, this degree of temperature oscillation I consider 
the most favourable for cessation of infusion, provided that 
more than 6 pints have passed in. If pyrexia of 103° 
is associated with the infusion of less than 6 pints, the 
temperature of the saline in the cistern should be lowered 
and the infusion continued. 

Where the stools are sanious (a condition usually asso¬ 
ciated with a high rectal temperature) the saline should 
be infused at 98° or less, and 5 or 6 pints used. Such 
cases need a specially careful treatment, the associated 
dysenteric condition being only benefited indirectly by the 
relief of the collapse. 

Strangely enough, I have found marked collapse when it 
is due solely to the loss of blood fluids a favourable index 
in prognosis as showing an absence of febrile complications, 
and such cases, however profoundly collapsed, give excellent 
results. In such instances where the pulse is absent and 
death seems imminent, the rate of flow should be started at 
4 ounces per minute, until the pulse returns. If delivery 
of saline to this extent cannot be obtained by elevating 
the cistern and using a caunula of a wider bore a vein on the 
opposite side should be opened and fed from an additional 
candle which may be placed in the same container. On the 
return of the pnlse to the wrist, one apparatus will be found 
sufficient to ensure reaction. 

The associated conditions in this form of collapse are: 
(1) Marked plasticity of the skin ; (2) great backward swing 
of the body heat, as evidenced by icy chilliness of the 
extremities, an oral temperature of 95°-96° and a rectal 
somewhat higher ; (3) an unrecordable blood pressure; (4) a 
blood specific gravity in the neighbourhood of 1080 ; and 
(5) usually intense cramps. In such cases a marked rigor 
must be expected and hot-water bottles and blankets held 
in readiness, usually also a 1/40 grain of morphia with 
1/100 grain of atropine hypodermically will be found useful, 
after the rigor is passed. 

The preparation of the vein selected is carried out in the 
usual way, no ansesthetic is necessary; the cannula is fixed in 
position by adhesive strapping, the arm placed on a splint and 
secured to a bedstead in anticipation of the muscular move¬ 
ments caused by the reaction rigor. Straw palliasses and 
tin floor-trays are advisable. If the hospital has a more or 
less permanent character a tin-floored transfusion-room is 
recommended. 

That the reaction induced by saline transfusion may, to 
some extent, be due to a toxiemia induced by the endo¬ 
toxins of water-borne bacilli used in the infusion is possible ; 
that it entirely accounts for the reaction rigor 1 do not 
believe. In any case, it will be interesting to see to what 
extent the phenomena of the infusion reaction will be 
modified by filtration previous to boiling. 


REMARKS ON THE 

CAUSE AND NATURE OP THE CHANGES 
WHICH OCCUR IN MUSCLE AFTER 
NERVE SECTION. 

By J. N. LANGLEY. Sc.D., F.R.S., 

PROFESSOR OF PHYSIOLOGY, CAMBRIDGE. 

Two theories have been put forward to account for the 
obvious fact that section of a nerve causes trophic—i.e., 
nutritive —changes in the muscle it supplies. One is that 
there are special nervous impulses affecting nutrition 
different from those causing contraction. {Since there is no 
independent evidence of the existence of such impulses, 
this theory has received little support. The other is that the 
maintenance of the nutritive condition of the muscle depends 
upon its contracting at intervals, so that when the 
normally occurring contractions are prevented by nerve 
section the nutritive condition of the muscle suffers, and it 
gradually loses weight and decreases in irritability. This 
theory has in its favour the fact that normally the size of 
muscles is, within certain limits, dependent upon exercise. 
In accordance with it the wasting of denervated muscle is 
spoken of as “disuse atrophy,” and largely on the basis of 
this theory it is a common practice to induce contraction in 
paralysed muscles by stimulating them with condenser or 
galvanic currents. If this theory were true, a certain degree 
of contraction brought about by electrical stimulation would 
keep the denervated muscles in a normal condition. It 
need hardly be said that this never occurs in clinical 
practice. In man the degree to which electrical stimula¬ 
tion prevents wasting of the muscles cannot be deter¬ 
mined with any accuracy. A few experiments on this 
point were recently made on rabbits by Professor Kato and 
myself. 1 The tibial or peroneal nerves were cut on both sides 
and the paralysed muscles stimulated on one side with con¬ 
denser currents. Taking the weight of the muscles on the 
unstimulated 9ide as a standard, the percentage gain in 
weight on the stimulated side in the four experiments made 
was: 18 days, 0; 28 days, 22 9 per cent. ; 36 days, 
9 8 per cent. ; 71 days, 10-3 per cent. These experiments, 
whilst suggesting that contraction delayed the wasting of the 
muscles, were not definitely in favour of the theory of “disuse 
atrophy, "for in each experiment great wasting of the muscles 
occurred and the sluggish response to electrical stimulation 
characteristic of denervated muscle was not prevented. 
Further, the difference in weight on the two 9ides might 
possibly be due to individual variation, and I have since 
found variations np to about 7 per cent, in the weight 
of the muscles on the two sides in normal rabbits. 3 In the 
experiments mentioned above, the extent of daily stimulation 
was not the same in the several experiments : it varied from 
less than, to about that usually applied in cases of man. The 
absence of decisive delay of atrophy might then be due to the 
degree of stimulation being insufficient. I have in consequence 
made two further experiments on rabbits, in one stimulating 
for about 2\ hours a day for rather more than three weeks 
and in the other extending and flexing the limb for a 
like period. In neither case was there any certain delay in 
the wasting of the muscles. 

Since, then, contraction of the muscles neither for a 
short daily period nor for a long daily period prevents 
the wasting of the muscles nor the occurrence of sluggish 
contraction, I conclude that the changes which take 
place in muscles after nerve sections are not due to 
absence of contraction, and that the term “disuse 
atrophy ” is a misnomer. In this case we have to look 
for some other cause of the atrophic and other degenera¬ 
tive changes. It was noticed by Professor Kato and myself 
that muscles from about the fourth day after section of 
their nerves are in a state of continuous fibrillation—i.e., 
the separate muscle fibres contract rhythmically, but with 
different rhythms ; the muscles present a shimmering appear¬ 
ance when viewed by light reflected from their surface. The 
contractions cause no movement of the muscle as a whole, 

1 Journal of Physiology, xlix.. p. 432. 1915. 

2 It may be mentioned that It Is necessary to examine the muscles and 
bones for signs of previous injuries. Thus in one case in which the 
tibial nerve on one side was cut. the gastrocnemius on the denervated 
side was heavier than that on the side with nerve intact, hut on 
examination of thebones on this side aUrce callus was found Indicating 
| that the lower leg had at some time been broken, and that the muscles 
in consequence had not obtained their proper size. 
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and are easily overlooked ; possibly they could be shown in 
man by the use of the string galvanometer. As each fibre 
contracts many times a minute the total expenditure of 
energy in the day must be considerable. It is, then, I 
think, reasonable to suppose that this continued activity of 
the muscle fibres must cause fatigue, and that the atrophy of 
muscle is due to too great rather than to too little functional 
activity. The changes in reaction which occur in denervated 
muscle are, in fact, like those caused by fatigue. I have, 
however, not found any definite evidence that the stimulation is 
harmful. With regard to this, it has to be borne in mind 
that contraction drives on lymph and tends to prevent the 
accumulation of metabolic products. It may also cause an 
after-increase of the blood Sow, and in the later stages of 
paralysis at any rate when the blood-vessels have recovered 
tone, this would no doubt be beneficial. But on the whole 
it appears to me probable that it would be better to obtain 
these accessory results of contraction without the contraction 
itself. And in the recent discussion on Dr. F. Hernaman- 
Johnson’s paper on the use of condensers in the treatment of 
nerve lesions 3 * 5 Dr. E. P. Cumberbatch states that he has 
obtained good results by the use of sinusoidal alternating 
currents not causing contraction. 

There are two points I would comment on with regard to 
the reaction of denervated muscle to electrical stimulation. 

1. Cases were early noticed in man in which, after nerve 
severance, voluntary power may return before the response 
to faradic currents, and in the recent use of condenser 
currents it has been found that voluntary power may return 
without a return of response to condenser shocks of short 
duration. 

It has long been known that in the early stage of 
regeneration, tetanising currents applied above the point 
where the ends of the severed nerve were united will 
cause contraction whilst similar currents applied below 
it have no, or less, effect. Some instances of this in the 
limb nerves are given by Howell and Huber,* together with 
earlier references, and I have found a similar condition aftei 
joining the vagus to the cervical sympathetic. 6 The result 
has been spoken of as showing that nerve fibres in regenera¬ 
tion recover conductivity before irritability. The difference 
is probably one of difference of response to currents of 
different duration, and to this may be attributed the return 
of voluntary power before return of response to currents of 
short duration. 

2. The fact that faradic currents as applied in testing 
the reaction of muscles in man cease to cause contraction 
four to seven days after nerve severance, whilst recognised 
as partly due to the disappearance of nerve irritability, is 
often taken as showing that the muscle fibres themselves 
have lost their irritability to faradic currents. In support 
of this view it has been urged that in animals the effect of 
the nerves may be abolished by curari, without abolishing 
the faradic irritability of the muscles, so that in man the 
disappearance of the latter must be due to a change in the 
muscles. But several observers have noted response to 
faradic stimulation in the exposed muscles of animals several 
weeks, at any rate, after denervation, and I have obtained 
it in the exposed muscles of the rabbit at all times up to 
10 weeks, the longest period I have tried. In consequence 
I should attribute the absence of response which occurs in 
man to the currents employed being too weak. 

I have not made sufficient experiments to be certain of the 
progress of decrease of irritahility to induced currents in 
denervated muscle, but, so far as my experiments go, it is 
slow and gradual. In lower vertebrates the irritability of 
muscle fibres is greater in the region neai the nerve-ending— 
the neural region—than in other parts of the fibre, and no 
doubt the same is the case in the mammal. In this case the 
extent of the contraction on stimulating the denervated 
muscle directly will depend on the position of the electrode 
with regard to the neural regions of the muscle fibres. In 
general, most of the neural regions lie in an oblique band 
somewhere near the middle of the muscle, and are absent in 
the end portions. 

It is possible that a sudden drop of irritability occurs in 
the neural region in the later stages of denervation ; I have 
not noticed this in my experiments, but some recent observa¬ 
tions of Professor Noel Paton and Dr. L. Findlaysuggest its 
occurrence when galvanic currents are used. 

3 Proc. Roy. Soc. Med.. Surgical Sect.. 1916, p. 1; The Liscrt, 

Feb. 12th. 1916, p. 351. ‘ Journal of Poyelology, xlli.. p. 364, 1892. 

5 Ibid., xxiif,, p. 251, 1899. « Ibid., 1 , p. 193, 1916. 
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Cancer of the stomach is from several points of view one 
of the most important conditions which claim our attention. 
It is important from its frequency. The stomach comes 
next to the uterus as the seat of cancer. Cancer of the 
stomach accounts for 15 percent, of all deaths occurring 
in hospital practice. It is important because early diagnosis 
is often a matter of extreme difficulty, and also of the 
greatest importance, if operative intervention is to have any 
fair prospect of success. It is important, finally, because to 
suggest to a patient an unfounded suspicion of cancer is one 
of the most serious and unfortunate of errors. 

During the last 14 years 40 cases of cancer of the stomach 
have occurred in my practice at the Royal Victoria Hospital. 
I am much indebted to my assistant, Dr. S. I. Turkington, 
for the careful manner in which he has collected and 
collated this material for me. I shall confine myself to 
the diagnostic problem, leaving the question of operative 
measures in the very capable hands of Mr. A. B. Mitchell. 

1. Aye of patients. —No case occurred under 30 years of 
age. Fourth decade, 5 cases, 12] per cent. ; fifth decade, 
7 cases, 17i per cent. ; sixth decade, 19 cases, 47] per 
cent. ; seventh decade, 8 cases, 20 per cent. ; over 70, 
1 case, 2] per cent. These figures are in accord with 
general experience. The disease falls mainly upon the fifth, 
sixth, and seventh decades of life, with a slight preponder¬ 
ance in the sixth decade. Cases are not unknown in earlier 
life. The disease is not rare at advanced ages. 

2. Sex. —Males, 23 ; females, 17. Most observers report a 
preponderance in the male sex. The proportion is usually 
given as 5 to 4, which is in close correspondence with my own 
figures. Some authorities report a considerably higher pro¬ 
portion of males, while Fenwick thinks that the sexes suffer 
equally. The Registrar-General’s Reports for England and 
Wales (1901-1909) show that in males cancer of the stomach 
accounts for 21 4 per cent, of all deaths from cancer, but in 
females the figure is only 14 2. 

3 Family history. —There was a clear family history of 
cancer in 4 cases—i.e., in 10 per cent. In a fifth case there 
was a history of doubtful "gastric disease.” One woman 
stated that her husband had died of cancer. In the remaining 
34 cases the family history was unimportant. 

4. Personal history. —A history of previous gastric ulcer 
was obtained in only 5 cases—i.e., 12£ per cent. There is a 
curious, almost disconcerting, discrepancy between physicians 
and surgeons as to the frequency with which simple gastric 
ulcer precedes gastric cancer. Habershon found this sequence 
in only 5 cases out of 340. Fenwick puts the proportion at 
3 per cent. Osier found the sequence in 4 cases out of 150. 
On the other hand, Mayo puts the proportion at 54 per cent, 
and Moynihan at 72 per cent. This is a very important 
matter from several points of view. If the higher figures are 
correct we shall be compelled to regard the remote dangers 
of gastric ulcer much more seriously than we have hitherto 
done. Further, physicians have been in the habit of regard¬ 
ing the comparatively abrupt development of painful dys¬ 
pepsia after the age of 40 as one of the most significant 
indications of commencing gastric cancer. It is evident 
that if simple ulcer is a common antecedent of gastric 
cancer this rule will fail us. It is not easy to reconcile the 
higher figures with the preponderance of cancer in the male 
sex, nor with the marked contrast between the results of the 
examination of the gastric contents in the two conditions. 
My figures support the views of Habershon, Fenwick, and 
Osier. 

Four patients gave a history of alcoholic excess. Osier 
found this history in 8 cases out of 150. There is no reason 
to conclude that alcoholism is a factor in the causation of 
gastric cancer. 

In 26 out of my 40 cases the previous digestion of the 
patients was reported to be good. 

5. Mode of onset and initial symptoms. — " Signal symp'.om 

1 Introduction to a recent discussion at the Ulster Medical Society. 
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or symptoms” — i.e., symptom 
attracted the patient’s attention. 

or symptoms 

which first 

(a) Painful dyspepsia. 

... 15 cases ... 

371 per cent. 

(b) Vomiting ami pyrosis . 

... 9 . 

221 .. 

(c) Loss of weight... .. 

... 6 . 

IS 

( d) Progressive weakness and ansomia 

... 4 . 

10 

(e) Haematemesis . 

... 3 . 

71 „ 

(/) Anorexia. ... 

... 2 . 

5 

( g) Mel.-ena ... 

... 1 . 

21 ., 

This table is important, as in 

practically every case of 


gastric cancer symptoms precede signs, and early diagnosis 
is dependent mainly upon symptoms. 

Painful dyspepsia was the earliest initial symptom in the 
largest group of cases, and this is in accord with general 
experience. The pain is less severe than in simple ulcer ; it 
is less definitely referred to the epigastrium or the back; 
it tends to radiate towards the hypochondria ; its relation 
to the ingestion of food is less close; local tenderness is, 
upon the whole, less marked and less definitely localised • if 
vomiting ensues the relief of pain is less complete than in 
simple ulcer. Hale White’s rule is valuable—“Painful 
dyspepsia arising for the first time in a patient over 40 
should lead to inquiry for gastric cancer.” Constipation is 
the almost invariable rule in these cases. 

Vomiting and pyrosis marked the onset in the next 
largest group of cases—9 cases out of 40. When occurring 
early in the disease, these symptoms may depend upon 
gastric catarrh ; when occurring later they suggest inter¬ 
ference with gastric motility, and their time-relation to the 
ingestion of food depends upon the seat of the growth, being 
earlier in cancer of the cardia, later in pyloric growths. 
The vomited matter may be mucous, watery, rarely bilious, 
often offensive. Blood is present in the vomit in 42 per 
cent, of cases, according to Brunton. It may take the form 
of “ occult blood.” 

In 6 cases out of the series the first symptom to attract 
attention was an unexplained loss of weight. Careful 
weighing is a matter of the first importance when the 
presence of gastric cancer is suspected. The weights on 
admission in my series of cases were as follows : Under 
6 st., 3 cases ; 6 to 7 st., 5; 7 to 8 st., 8 ; 8 to 9 st., 8; 
9 to 10 st., 8 ; 10 to 11 st., 2 ; over 11 st., 1 ; no record, 5. 
Of the 6 cases where loss of weight was the “ signal 
symptom,”2 had lost3st., lhad lost2st., and the remaining 
3 had lost smaller amounts. Sixteen cases gained weight 
while under treatment, of whom 5 gained 1 lb., 4 gained 
21b., 1 gained 31b., 3 gained 41b., 2 gained 61b., and 

1 gained 10 lb. 

In 4 cases—10 per cent.—the earliest symptoms were 
progressive weakness and anaemia. This is an important 
group, as in it the difficulties of diagnosis are often at a 
maximum. Pronounced blood changes are usually late in 
the disease, but in an important minority of cases anaemia 
may be early and marked. The red cells may fall to one 
and a half millions or less, poikilocytosis may be pronounced, 
and microblasts and megaloblasts may be present. The 
distinction from pernicious anmmia may be difficult, or even 
for a time impossible. 

In 3 cases—i.e., in 75 per cent.—haematemesis was the 
first symptom to attract attention. This is unusual, but, as 
already stated, its occurrence at some stage of the disease is 
common. Brunton says 42 per cent. ; Boas 36 per cent. 
The amount of blood lost is rarely large. A free haemor¬ 
rhage speaks for ulcer rather than for cancer. 

Anorexia was noted as the “signal symptom” in only 

2 cases of the series. It is probable that the hospital records 
or the memory of the patients was in error on this point. 
General experience testifies that a somewhat abrupt failure 
of appetite, especially for flesh foods, is common in gastric 
cancer, and that its diagnostic importance is considerable. 
It is, of course, important to exclude other possible explana¬ 
tions of the anorexia, of which alcoholism, avowed or secret, 
is one of the most common. 

In only 1 case in the series was the patient’s attention 
first arrested by an attack of melmna. It is probably 
quite rare as an initial symptom. Later in the disease 
melsena, often in the form of “ occult blood,” is common. 

6. Pyrexia. —Some rise of temperature was noted in no 
less than 19 cases of the series—i.e., in nearly one-half. In 
11 cases the temperature did not exceed 100° F., in 4 cases 
it ranged from 100° to 101° ; in 3 cases from 101° to 102° ; 
in 1 case it exceeded 102°. Osier noted pyrexia in 74 cases 


out of 150—a proportion similar to my own. Boas reports 
a series in which pyrexia was present in 24' 6 per cent. 
Fenwick found that two-thirds of his cases were afebrile. 
Habershon thinks that a subnormal temperature is the rule. 

7. Examination of the gastric contents. —In a well-estab¬ 
lished case of gastric cancer the gastric findings when a test- 
meal is given, if not absolutely pathognomonic, are often 
characteristic and suggestive. The usual picture is as 
follows: (a) Evidence of gastric stasis, food being present 
in the stomach six or seven hours after the last meal; 
(A) free HC1 absent or much reduced ; ( e ) lactic, butyric and 
valerianic acids often present; ( d) occult blood present in 
the stomach washings; and (e) the Oppler-Boas bacillus 
present. 

We need further information as to the gastric findings in 
early cases of gastric cancer. Too much reliance must not 
be placed upon the presence or absence of free HC1. Its 
absence or marked reduction is the rule, but the exceptions 
are numerous. In a series of 343 cases collected by 
Moynihan free HC1 was absent in 89 7 per cent. Osier 
records its absence in 84 cases in a series of 94. Dieulafoy 
attaches much importance to this sign, but gives no figures. 
In my own series free HC1 was absent in 71 per cent, of 
cases tested. It must be borne in mind that free HC1 is 
absent in many other conditions—e.g., chronic gastritis, 
gastric fibrosis, pernicious anemia, and Addison’s disease. 
Free HC1 is said to be more frequently present in cases of 
gastric cancer where simple ulcer has been an antecedent 
than in cases where this history is wanting. The presence 
of lactic, butyric, and valerianic acid, and of the Oppler-Boas 
bacillus is evidence of fermentation, but has not necessarily 
any further signifiance. Dieulafoy is of opinion that the 
anachlorhydria of gastric cancer and of chronic gastritis can 
be distinguished by testing the ferments. Total disappearance 
of the pepsin and the rennin points to gastritis ; disappear¬ 
ance of the pepsin alone points to cancer. The presence of 
cancer cells in the stomach washings has been reported, but 
this is unusual, and is improbable in early cases. 

8. Presence of tumour. —A tumour was detected in 15 
cases of my series—37£ per cent. Osier found a tumour in 
115 cases out of 150. Brunton held that a tumour could be 
detected in 80 per cent, of cases at some stage of the disease. 
Taylor says that a tumour is rarely to be detected during the 
first three or four months. Its value as a “ signal symptom ” 
is not great. Some good authorities hold that when a tumour 
can be detected the growth is no longer local, and that the 
time for a radical operation is past. This view is contested 
by Kocher and by Moynihan. 

The seat of the tumour in gastric cancer is variable. It 
may be felt in the epigastric region, the umbilical region, or 
in either hypochondrium. It is usually hard, tender, movable, 
and often nodular. Its mobility varies with its seat. Pyloric 
tumours are the most movable. The tumour is occasionally 
visible on inspection. 

9. Complications. —Enlargement of the liver was noted in 
9 cases of the series. Enlargement of the supraclavicular 
glands was noted in only 1 case. Some observers attach 
much importance to this sign, and find the enlargement 
much more frequent on the left side than on the right. Four 
patients in my series had albumin in the urine. One patient 
had pyuria. These features were probably accidental. No 
case of phlegmasia was recorded. Trousseau attached much 
weight to this complication as a help to diagnosis, and 
Dieulafoy agrees with this view. Jaundice was not noted in 
any of my cases. It is rare at an early stage, but may 
arise when the liver or the pancreas has become involved 
secondarily. 

Let us now consider the general question of the diagnosis 
of gastric cancer in its earlier stages. The following are the 
chief points which will repay attention. 

A. History. —The most usual history, as we have seen, is 
that of painful dyspepsia setting in sometimes rather abruptly, 
and without assignable cause, in a patient over 40 years 
of age whose digestion in most cases has been previously 
good. In the next most frequent group the early symptoms 
are those of gastric catarrh. In the third group in point of 
frequency the early symptoms are those of gradual failure of 
health, progressive asthenia, loss of weight, with or without 
important blood changes. Exceptionally, the blood changes 
arise early and may simulate pernicious anaemia. In a 
fourth group the history is that of a chronic gastric ulcer 
which has resisted treatment. 
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B. Early symptoms. —Loss of appetite may be early and 
marked, and may be the first symptom to attract attention. 
Oftener it develops gradually. It is usually a prominent 
feature in established cases, but I have known the appetite 
to remain good until three months before death. The 
dyspepsia of gastric cancer has the following features. It 
is attended by discomfort and pain, sense of fullness in 
the epigastrium, nausea, sickness, eructations of offensive 
gases, and in most cases vomiting. These symptoms are at 
first related to the ingestion of food, but at a later stage 
they become more or less constant. The vomit is grumous, 
offensive, and often contains blood, usually in small 
quantity. The nature of the gastric findings has been 
already considered. Definite melmua is rare, but “occult 
blood ” is often found in the fieces. In the later stages 
the dyspepsia is conditioned by disturbance of the gastric 
motility. 

C. Physical examination. —In most early cases the results 
of physical examination will be negative. Tumour and signs 
of ga3trio thickening or dilatation belong to the developed 
disease. 

D. Differential diagnosis. —In a case of doubt or difficulty 
the following conditions may require to be differentiated 
from gastric cancer : (a) Chronic gastritis ; ( b ) non-raalignant 
gastric ulcer ; (c) non-malignant pyloric growth ; (d) per¬ 
nicious anaemia; (e)phthisis. 

(a) Chronic gastritis. —Here the symptoms will probably 
be of longer duration than in gastric cancer. Some cause 
for the symptoms, such as dietetic error or alcoholism, will 
usually be discovered. The loss of weight and the failure of 
the general health will probably be less marked ; anaemia 
will be absent or slight. Treatment will usually effect 
speedy improvement. 

(b) Non-malignant gastrio nicer. —This is more common in- 
youth and in the female sex. Pain is more violent, and has 
a closer relation to the ingestion of food than in gastric 
cancer. Haemorrhage is often free ; vomiting gives com¬ 
plete temporary relief to pain ; hyperchlorhydria is the rule ; 
localised tenderness in the epigastrium is common; the 
anaemia present is of the chlorotic type. Treatment will 
bring about speedy improvement. 

( 0 ) Non-malignant pyloric growth. —History, symptoms, 
constitutional condition, blood conditions, and an examina¬ 
tion of the gastric contents may clear these cases up ; but, 
as exploration is now practically free from danger, it may be 
freely resorted to when an exact diagnosis is urgent. 

(d) Pernicious anamia. —In those exceptional cases of 
gastric cancer where a profound amcmia of pernicious type 
overshadows the gastric symptoms the difficulty of differential 
diagnosis may be great. The blood examination may be 
indecisive, though a red blood-count of less than 2 , 000,000 is 
rare in gastric cancer, common in pernioious antemia. None 
of the figured elements are absolutely pathognomonic of 
pernicious ansemia. The lemon tint of skin, so charac¬ 
teristic of pernicious anaemia, is not unknown in gastric 
cancer. Wasting is more marked and more rapid in gastric 
cancer than in pernicious antemia. Dyspeptic symptoms 
will probably be less marked in the latter disease, and a 
course of arsenic will usually effect marked temporary 
improvement. It is a useful clinical rule not to make a final 
diagnosis of pernicious atuemia until we have weighed the 
possibility of gastric cancer. 

( e ) Phthisis. —Very exceptionally, difficulty may arise in 
the differentiation of incipient phthisis and early gastric 
cancer. Both diseases may set in with a vague failure of 
the general health, loss of weight, anosmia, and asthenia, 
without definite localising symptoms. Dyspepsia is occa¬ 
sionally a prominent feature of incipient phthisis. A mild 
continuous pyrexia may be present in either disease. But 
the distinction is rarely difficult. Cough is not long delayed 
in commencing phthisis; there is usually decided accelera¬ 
tion of the pulse ; night sweating or hemoptysis may super¬ 
vene ; a careful examination of the chest may reveal 
characteristic signs; family history may give a hint. None 
of the various tuberculin tests can be relied upon in a 
doubtful case. 

There is no royal road to the diagnosis of early gastric 
cancer. The difficulties are often great. But a careful 
review of all the facts of the case, history and symptoms 
being accorded much weight, and the full utilisation of all 
modern methods of inquiry will usually enable us to arrive 


at a sound opinion. Time and the negative results of treat¬ 
ment are the final test. 

One interesting question remains for consideration—Is 
cancer of the stomach on the increase The Registrar- 
General’s returns show that in 1897 the deaths from cancer 
of the stomach were : Males, 135 per 1,000,000 ; females, 
123 per 1,000,000. In 1910 the figures were: Males, 
185 per 1,000.000 ; females, 155 per 1,000,000. This 
represents an enormous increase, but it is a question bow 
far it is real, how far only statistical. The problem of the 
increase of cancer, like that of the increase of insanity, is 
very complicated. How far more accurate diagnosis accounts 
for the increase in the cancer figures, how far the diminished 
mortality from tuberculosis, and the higher average of 
longevity react upon the incidence of cancer are questions 
of great interest upon which we should welcome further 
information. 

Belfast. _ 
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Even before the war the preparation of a standard broth 
for bacteriological purposes was a matter of considerable 
difficulty, since different samples of Witte’s and other pep¬ 
tones exhibited such marked variations when employed in 
nutrient media that the cultural features of an organism 
were apt to vary with each sample used. Since the cessation 
of the supply from Germany this trouble has been accen¬ 
tuated, and in work that we have been doing for the 
Medical Research Committee on the differentiation of the 
members of the colon-typhoid group we have felt it acutely, 
because the results obtained when a given sample of peptome 
is used cannot be repeated with certainty with another 
sample. This is, in truth, readily explained. “ Peptone ” 
is no more than a name which may stand for widely varying 
substances. Usually it consists of a mixture of proteoses, 
peptones, and polypeptides which differ enormously both in 
complexity and amount according to the materials employed, 
the length of digestion allowed, and the exact method of 
preparation followed. 

Now it is probable that non-proteolytic organisms cannot 
utilise the higher proteins as food substances and that even 
the proteolytic organisms grow more readily at first in media 
which contain an adequate supply of immediately available 
food material. The nitrogenous substances used by the 
growing organism are in all probability mainly free amino- 
acids, together with small amounts of other substances that 
have not as yet been determined. 

In the work that we are conducting we have found a 
sharp criterion for a standard nutrient medium. If a 
medium containing a fermentable carbohydrate be sown 
with a specific organism a definite final hydrogen-ion con¬ 
centration is reached. This is dependent in a remarkable 
degree upon the constitution of the fluid, a very slight 
change in which may cause a considerable variation in 
acidity. This effect is most clearly seen if more than one 
organism be employed. In fact, we have often noticed that 
the degrees of acidity produced by two organisms may 
actually be inverted. 

With these views and facts before us experiments were 
made with various media containing an abundant supply of 
these amino-acids. The growth on such media of a large 
number of pathogenic organisms is so rapid compared with 
their growth on the recognised standard media that we thiDk 
it desirable to publish the method of preparation in the hope 
that it may be of general value as a cheap and effective sub¬ 
stitute for peptone and nutrient broths. We also describe a 
simple method of standardising the reaction of media, the 
A 2 
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usual laboratory practice of titrating against litmus or 
phenolphthalein being extremely unsatisfactory. 

The supply of free amino-acids is best obtained by the 
tryptic digestion of casein, and to procure uniform results a 
pancreatic extract is used, prepared by a method that has 
for some time been employed in our laboratory, and which 
follows a formula given by Mellanby and Woolley. It is true 
that this preparation is not a standard one, because the pro¬ 
teolytic activity varies in a way that cannot be controlled. 
We have thought it undesirable to complicate the technique 
by a preliminary standardisation of the tryptic value of the 
extract, but with the amounts of ferment and the length of 
digestion used we think that a sufficient degree of hydrolysis 
is reached to give practically uniform results. 

The details of the preparation of the pancreatic extract, 
the tryptic broth, and the method of standardisation are a9 
follows :— 

Pancreatic extract.— Obtain the fresh pancreas of a pig, 
free it from fat as far as possible, and weigh. Mince it finely 
and add three times its weight of distilled water and its own 
weight of strong alcohol. Shake well in a large bottle and 
allow it to stand for three days at room temperature, shaking 
the bottle occasionally. Strain through muslin and filter 
through a large folded paper. The filtrate, which comes 
through very slowly, is measured and treated with 1 c.c. of 
concentrated hydrochloric acid for every litre. This causes 
the appearance of a cloudy precipitate which settles in a 
few days and can be filtered off. The fluid keeps for an 
indefinite period if stoppered, without any additional anti¬ 
septic. If desired at once the extract may be used before 
adding the hydrochloric acid, the function of which is to 
retard the slow auto-destruction of the trypsin. 

Digestion of the casein. —We have tried various commercial 
preparations, and have finally decided to employ a product 
made by “ Casein, Limited.” 1 * " This is prepared by a standard 
method yielding a product which in our experience is practi¬ 
cally uniform and remarkably free from carbohydrates and 
free alkali. The firm has consented to supply the material 
under the name of “ Laitproto, No. 6 , for bacteriological 
purposes.” To 1 litre of tap-water add 20 gm. of anhydrous 
sodium carbonate and boil in a 2 -litre flask or large evapo¬ 
rating basin. When boiling transfer the vessel to a boiling 
water-bath and gradually add 200 gm. of the casein. This 
must be ” dusted ” in carefully and well stirred to avoid the 
formation of lumps. Transfer to a Winchester quart and 
wash out the mixing vessel with a litre of cold tap-water, 
which is also transferred to the bottle. If necessary, allow 
the temperature to fall to 40 C. and add 50 c.c. of the 
pancreatic extract and 15 c.c. of chloroform. Shake well, 
stopper with a loose cork, and incubate at a temperature of 
37° to 40° C., shaking the bottle vigorously each day to break 
up any lumps. After five days’ digestion add another 50 c.c. 
of the paucreatic extract and allow the mixture to stand for 
another 10 days—that is, not less than 15 days’ digestion in all. 

Preparation of the stock broth.— The warm mixture is well 
shaken to break up any crusts of tyrosine that may have 
formed, and is transferred to a large (3-Iitre) flask, treated 
with 400 c.c. of normal HC1 (or 40 c.c. of pure concentrated 
HC1 diluted with 360 c.c. of water) shaken, steamed for 
30 minutes, and filtered. The filtrate is treated with 120 c.c. 
of normal sodium hydroxide and the reaction adjusted. 

Preparation of tryptic broth. —The stock broth is diluted 
with twice its volume of 0 5 per cent, sodium chloride dis¬ 
solved in tap-water and the reaction is adjusted. 

Adjustment of the reaction. —It is now well known that the 
most significant point in the standardisation of media is a 
.constancy in the hydrogen-ion concentration. This cannot 
be obtained by the ordinary methods of titration. It may 
be found accurately by “ electric titration,” but this method 
is too complicated for routine work. A very close approxi¬ 
mation is reached by following Sorenson’s procedure of 
colorimetric comparison. The principle of this method is 
that when a given amount of a suitable indicator is added 
to a given volume of two fluids, the colours produced are 
identical if the hydrogen-ion concentration of these two fluids 
is the same. This is subject to certain qualifications, since 
the colour produced with some indicators is affected by the 
constituents of the fluid. 

For standardisation of the broth a hydrogen-ion concentra¬ 
tion was chosen of about = 7 35 (i.e., a concentration of 

hydrogen ions per litre of 10 or 4 47 x 1CT ), This is a 
reaction very near to that of blood serum and also near the 
optimum for the growth of most pathogenic organisms. 

Our method of standardisation is based on Walpole’s - prin¬ 
ciple of eliminating the colour of the broth by use of a special 
tintometer. This procedure was modified by Hurwitz. Meyer, 
and Ostenberg . 3 We think we have improved upon their 

1 Casein, Limited, Culvert Works, Battersea, S.W. 

- Walpole: Biochemical Journal, vol. v., p. 207. 

3 Bulletin of the Johns Hopkins Hospital, Baltimore, vol. xxvil.. 
No. 299. p. 16 (January. 1916)' 


technique and find that our results can be repeated by labora¬ 
tory assistants having no previous knowledge of the method. 
Our modification consists in treating two phosphate solutions 
of a definite hydrogen-ion concentration of Py = 7*3 and 7-4 
respectively with 1/10 of their volume of a 001 per cent, 
solution of phenol-sulphone-phthalein (the indicator used 
by the American workers). 5 c.c. of the broth are also 
treated with 0*5 c.c. of the indicator solution and are then 
titrated with staudard acid or alkali (containing the correct 
proportion of indicator) until the colour of the broth is inter¬ 
mediate between that of the two standard solutions. Since 
the broth itself is coloured this has to be compensated for by 
observing the standard tubes through a layer of broth. We 
have designed a special holder for the tubes which is shown 
in the figure. By the use of two standard tubes we find that 
we can adjust the reaction more exactly than by comparison 
with the single standard employed by Hnrwitz, Meyer, and 
Ostenberg. Test-tubes of thin clear glass are used, having 
an external diameter of five-eighths of an inch. These can 
lie obtained from Messrs. Baird and Tatlock, 14. Cross-street, 
Hatton-garden, London, E.C. (“tubes for colorimetric com 

f arison ”). The tube-holder is supplied by Mr. C. H. Nicholl, 

, Mackenzie-road, Cambridge. 

The following solutions are required :— 

A. The indicator. —0T gm. of phenol-sulphone-phthalein 
(which may be obtained from Martindale, 10, New Cavendish- 
street, London, W.) is transferred to a litre measuring flask 
and treated with 10 c.c. of N/10 sodium hydroxide and about 
500 c.c. of distilled water (previously boiled and cooled). 
10 c.c. of N/10 hydrochloric acid are* then added and the 
volume made up to 1 litre with distilled water. 

B. Phosphate mixture Pj£=7 m 3. — Dissolve 9’085 gm. of 

pure di-sodium phosphate (NftgHPOi, 2HaO) and 2*133 gm. 
of pure mouo-potassium phosphate (KH^POi, 2HaO) in 
distilled water and make up the volume to 1000 c.c. with 
freshly boiled distilled water. To 100 c.c. of the phosphate 
solution add lOc.c.of solution A, stopper, and keep in the 
dark. 

C .Phosphate mixture P ^ = 7’4. — Dissolve 9 - 596 gm. of 
di-sodium phosphate and 1*743 gm. of mono-potassium 
phosphate in distilled water and make up the volume to 
1000 c.c. with freshly boiled distilled water. To 100 c.c. of 
the phosphate solution add 10 c.c. of solution A. stopper, and 
keep in the dark. 

D. N/20 hydrochloric acid. —To 1000 c.c. of N/10 HC1 (or 
100 c.c N.HC1) add 182 c.c. of solution A, and distilled water 
to make the volume up to 2000 c.c. Keep in the dark. 

E. N/20 sodium hydroxide. —To 1000 c.c. N/10 NaOH (or 
100 c.c of N.NaOH) add 182 c.c. of solution A, and distilled 
water to make the volume up to 2000 c.c. Keep in the dark. 

Six tubes are placed in the holes of the box and to them are 
added the following solutions(2) and ( 6 ) Some of the broth. 



Stand to hold six tost-tubes tor colorimetric estimation. 

(4) Distilled water. (1) Some of solution B. (5) Some of solu- 
tionC. (3) 5 c.c. of the broth (accurately measured)and exactly 
0 5 c.c. of solution A. (It is essential that the broth for this 
tube should be boiled for half a minute in a test-tube and 
well^cooled under the tap before it is measured, because 
subsequent sterilisation causes a change of Pjj.) The box 
is then held up to the light and the tubes examined by 
looking through the slots X, Y, Z. It will then be noticed 
that Z is redder than X. It is necessary to adjust the 
reaction of the broth in 3 so that Y appears to be intermediate 
in colour between X and Z. If it is redder than Z it must 
be titrated with the acid solution D. If it is yellower than 
X it must be titrated with the alkaline solution E. 

For the titration microburettes arc employed containing 
2 c.c. graduated in 1/50 c.c. so that they can be read to 
1/100 c.c. The acid or alkali is slowly added to Tube 3 until 
its colour is judged to be intermediate between the two 
standard tubes when they are viewed through the box. Should 
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the titration be performed with the acid solution, allowance 
has to be made for the change in reaction that occurs from 
the loss of COa in the subsequent sterilisations. A rough 
method of overcoming this difficulty is to boil the contents of 
Tube 3 for 15 seconds, cool thoroughly, and add more acid 
until the reaction is again correct. This may have to be 
repeated more than once. Normal hydrochloric and normal 
sodium hydroxide (and N/10 HC1 and N/10 NaOH if the total 
amount required is expressed in more than two decimal 
places) is then added to the bulk of the broth, depending on 
whether acid or alkali was used for the original titration. 
For every OT c.c. of N/20acid or alkali required for the titra¬ 
tion of 5 c.c., 1 c.c. of normal acid or alkali is added to each 
litre of the tryptic broth. If special accuracy is required the 
bulk of the media can be re-standardised after steaming. 
Sterilisation by steaming on three consecutive days is prefer¬ 
able to autoclaving. The medium is now ready for distribu¬ 
tion and use. 

We think we can substantiate the following claims for 
this broth :— 

1. It is very much cheaper than peptone and is at present 
about one-fifth the price of 2 per cent, peptone water, not 
costing more than l*5rf. per litre, including the cost of the 
pancreatic extract, &c., used. 

2. It is sufficiently constant in composition to.yield uniform 
results. 

3. The reaction is constant and can readily be brought to 
any desired hydrogen-ion concentration, though we suggest 
that the reaction we have chosen be adopted as a standard 
suitable for most purposes. 

4. On it a luxuriance of growth can be obtained with 
a rapidity that we have not approached with any 
nutrient peptone. With the colon-typhoid group a very 
distinct growth can usually be seen in four hours. 


paratyphosus A on glucose. Often in cases when no gas is 
produced on glucose-peptone water the same organism grown 
in glucose-tryptic broth shows an appreciable amount in 
about 24 hours, as is clear from the accompanying table. 
Tryptic broth diluted as above and 2 per cent, peptone water 
both containing 1 per cent, glucose and litmus as an 
indicator were the media compared ; for gas production 
small Durham tubes of uniform diameter were employed and 
the amount of gas in them was measured in millimetres. 

Among other sugars investigated were dulcite, mannite, 
and lmvulose, but the above results obtained with glucose are 
almost identical with those obtained with the other sugars, 
except that dulcite ferments the slowest. 

It was found advisable to dilute the tryptic broth with an 
equal volume of sodium chloride, because at this dilution acid 
and gas are more readily produced than in a higher concentra¬ 
tion. Our previous work on the final hydrogen-ion concentra¬ 
tion reached in glucose solutions leads us to believe that 
organisms in media containing an abundant supply of nutrient 
substances will not attack the carbohydrate contained as 
readily as they will in a medium which is deficient in these 
substances. A curious fact, however, has been noticed. In 
the undiluted digest (“ stock broth ”) acid and gas are pro¬ 
duced some time later than in the diluted tryptic broth, yet 
at the end of about 14 hours the amount of gas formed in the 
stock broth equals that in the dilute broth, and subsequently 
the gas in the undiluted broth increases out of all proportion 
, to that in other dilutions. 

7. The broth is an excellent medium for the preparation of 
agar, the requisite amount of agar being added to the tryptic 
broth prepared and standardised as above. 

1 8. Its standard composition also renders it admirably suited 

to special media, such as Endo, &c. 


Table shou'ing Acid ami (las Production on Trgptic /troth and Standard Peptone I Voter. 


Organism. 

Broth. 

5 hours. 

7£ hours. 

| 84 hours. 

J 10 hours. 

j 12 hours. 

24 hours. 

48 hours. 

Acid. 

1 Gas. 

Acid. 

' Gas. 

Acid. 

Gas. 

| Add. 

Gas. 

1 Add. 1 

Gsb. | 

Acid. 

Gas. | 

Acid. 1 

Gas. 

B. paratyphosus A 16 ... -| 

Tryptic. 

Standard. 

- j 

1 0 

0 

+ 

0 

0 

4-4- 

0 

0 i 

4-4*4- 

4- 

0 ; 
o 

+ + + l 
+ + + , 

3 

o 

+ + + 

+ ++ | 

20 | 
0 | 

+++ 

Trace 

B. paratyphosus A 17 ... -j 

Tryptic. 

Standard. 

- 

0 I 
0 ! 

+ 

0 

0 

4-4- 

■ ° 

0 

44-4- 
+ : 

0 

1 0 

+ + + : 
+ + + j 

i | 

0 

+ + + 

+ + + 

20 1 
o 

+ + + 

0 

Trace 

B. paratyphosus A 48 ...>| 

Tryptic. 

Standard. 

; + 

o : 
0 

++ 

0 

0 

4-4- 

0 

0 1 

+ 4-4- 
+ 

1 

0 

+ + + 1 

+ 4 + 

•2 

0 

+ + + 

+ + + 

34 1 
0 

+ + + 

B. paratyphosus B 54 ... -j 

Tryptic. 

Standard. 

+ 

0 

o | 

0 

0 

+_+ 

0 

0 

4 + + 

1 

0 , 

\tix\ 

4 

1 i 

+ + + ! 

+ 4 + 

11 

1 1 

+ ++ 1 
+ + + 1 

23 1 
1 



B. typhosus 40.•! 

Tryptic. 
Standard. ; 

: 

+ 

0 

0 j 

4-4-4- 

0 

+ j + 

0 

0 

+ + + j 

+ 4+ | 

0 

0 





B. coli communis 23 ... -j 

Tryptic. 1 
Standard. 

+ ! 

0 

0 

+ + 4- j 

+ + + 

+ + + 1 

5 1 
3 ! 

4-4-4- | 
4-4-4- 

5 

5 

+ 4 + 
+ + + 

12 

10 

44-+ 1 
+ + + | 

19 

18 ' 





B. coil communior 50 ... -J j 

Tryptic. 

Standard. 

- 1 

o 

0 

4 

0 

4-4-4- 

4-4-4- 

6 

7 

+ + + 

+ + + 

16 

13 1 

+++ 

22 

21 






- indicates no change of reaction. + indicates faint acidity. + + indicates marked acidity. + + + indicates full acidity. 

The figures indicate the amount of gas in the Durham tubes, measured in millimetres—e.g., + + , 0 marked acidity, no gas. 


This luxuriance has not only been observed with the above 
group but also with B. diphtheria and meningococcus (stock 
cultures). It is at present being tested with B. tuberculosis, 
gonococcus and other “ delicate” organisms. These results, 
together with those on toxin production, will be published 
shortly should they prove to be of any value. 

5. It is of the utmost use for testing indol formation 
owing to its richness in free tryptophane, the precursor of 
indol. The indol reaction can be obtained in five hours with 
B. coli, and after 12 hours a culture of typical strains of such 
an organism smells strongly of indol. We can recommend the 
indol test devised by V. E. Nelson, 1 which depends on the 
orange colour produced by indol in the presence of vanillin 
and concentrated hydrochloric acid. 

6 . When diluted with its own volume of 0 5 per cent, 
sodium chloride it proves an excellent medium for the 
detection of acid and gas formation. At this dilution it is 
much superior to the ordinary standard medium (2 per cent, 
peptone water). It is true that the effect is not so marked 
with organisms that produce acid and gas readily, but it is 
very evident with those that ferment slowly. For example, 
we find that we have entirely overcome the difficulty so 
often experienced in obtaining gas from many strains of 

:x Journal of Biological Chemistry, vol. xxiv., No. 4, April, 1916, 
p. 527. 


9. There are indications that the restraining power of 
brilliant green on B. coli is especially selective in this broth, 
and we hope that the standard properties of the broth will 
make it possible to adjust it to any given sample of brilliant 
green once and for all, thus avoiding the necessity of 
re-standardising for each sample of peptone. This and other 
points are, however, still under investigation, but we hope to 
publish the results shortly. 


Literary Intelligence.— Dr. T. W. Eden and 
Dr. C. Lockyer, obstetric physicians to Charing Cross 
Hospital, have just seen through the press a book 
entitled “Gynaecology for Students and Practitioners.” The 
illustrations, to the number of 500, have been drawn, in 
most cases, from originals in the Lockyer collection in the 
museum of the Charing Cross Hospital Medical School. The 
volume will be published in July by Messrs. J. and A. 
Churchill.—An anthology, entitled “ The Book of Sorrow,” 
compiled by Captain Andrew Macphail, of the Canadian 
Army Medical Corps, is announced for early publication by 
the Oxford University Press. In the preface, written in 
Flanders, Captain Macphail explains that there is ample 
warrant for completing now a task begun in times of 
peace, ‘‘and offering as a comfort to other hearts what 
in the outset was designed for private luxury.” The 
volume will be uniform in style with the “Oxford Book of 
English Verse.” 
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THE SHOCKLESS OPERATION. 

By P. LOCKHART-MUMMERY, F.R.C.S. Eng., 

SENIOR SURGEON TO ST. MARK'S HOSPITAL, CITY-ROAD, E.C., AND TO THE 
QUEEN'S HOSPITAL FOR CHILDREN ; HONORARY SURGEON TO KINS 
EDWARD VII.'S HOSPITAL FOR OFFICERS ; AND SPECIAL 
CONSULTING SURGEON TO THE CITY OF LONDON 
AND FULHAM MILITARY HOSPITALS. 


Surgery has at last succeeded in achieving the truly 
shockless operation, and it has become possible to perform 
a long and serious operation upon a patient with the 
certainty that shock will not complicate the procedure. 
This is a great advance in the history of surgery, one 
comparable to the achievement of the aseptic operation as 
the result of Lister’s discoveries, although not so important 
as the latter, since shock is not so dreaded or so common a 
complication as was sepsis before the discovery of anti¬ 
septics. Like the discovery of antisepsis, it is the direct 
result of the application of principles worked out in the 
scientific laboratory and subsequently applied in the 
operating theatre. It is a brilliant result of the applica¬ 
tion of experimental science to operative surgery—the only 
trne method of progress. Like the discovery of antisepsis, 
it opens up all sorts of possibilities in the future and removes 
yet another of the barriers in the way of surgical enterprise. 
It has now become possible to perform a serious and 
prolonged operation—such, for instance, as complete excision 
of the rectum or the removal of a large tumour from the 
abdominal cavity—without any fear of producing shock, 
and, in fact, without any disturbance to the patient’s general 
condition, without even increasing the pulse-rate. Further, 
it is now possible to perform serious operations upon quite 
elderly people and upon what the insurance companies call 
“bad risks” with a very considerable degree of confidence. 

The ideal method of repairing the haman body, were it 
possible to treat it as a machine, would be to remove the 
damaged part, such as an eye, a foot, or a hand, repair it 
under the best and most advantageous conditions, and then 
reattach it to the body to which it belonged, in the same 
way as we should do in the case of a motor-car or any other 
man-made machine. By such a process, repairing the part 
would not cause any injury or inconvenience to the human 
body to which it belonged beyond that incidental to the 
body’s being deprived temporarily of the part to be repaired. 
Unfortunately, this method can never be possible in dealing 
with the human body, but the shockless operation is the same 
in principle. The damaged part is isolated from the rest of 
the human body by local and regional amesthesia while it is 
being repaired, and at the same time the patient is kept in a 
condition of artificial sleep, so that the body, through the 
brain and special senses, will not be damaged from the 
psychological influences incidental to the operation which is 
necessary to repair the damaged part. 

In a shockless operation the area of the operation is shut 
off from the sensorium by means of local amesthesia. This 
amesthesia must be so complete that if the patient were 
conscious no pain would be felt. Every sensitive tissue is 
injected with a solution of 1 in 500 novooaine before being 
divided, or what is better, if it can be done, the main sensory 
nerve-trunks are injected so as similarly to shut off the desired 
area. 

The operation itself is performed in such a manner as to 
cause the least possible trauma—that is to say, with light 
handling and sharp cutting, tearing and blunt dissection 
being inadmissible. Meanwhile the patient is kept in a con¬ 
dition of artificial sleep by a suitable combination of anes¬ 
thetics. First of all, a preliminary injection of morphia (or 
morphine and scopolamine) is given, the dose of which varies 
according to the type of patient, and is roughly from 1/8 to 
1/3 gr. This should be given an hour before operation, so that 
the full effects are felt at the time of induction of anesthesia. 
Secondly, a general anesthetic is administered in order to 
keep the patient quite unconscious. The object of the 
general anesthetic, however, is only to produce unconscious¬ 
ness. and not relaxation or even anesthesia. The method of 
combining several forms of anesthesia was first suggested 
by Dr. G. W. Crile, who called it “ anoci-association" 1 
anesthesia because its object was to cut off from the 
patient’s central nervous system all “ noci ” (or harmful) 
impressions. This name, while it may have advantages 

1 Crile anti Lower: Anocl-Assoclation, 1914. Crile: Surgical Shock. 
1897. 


from a purely scientific point of view, is rather clumsy 
and has little to recommend it. Nor does there seem any 
necessity to label this method with a name. It is simply 
an improved technique by which the shockless operation can 
be attained. 

The best general amesthetic, in my opinion, is gas and 
oxygen, ether or chloroform being added if necessary, but 
only used in very small quantities and for a few minutes at 
a time, as, for instance to help during the induction of 
anmsthesia in a very muscular or alcoholic subject, or to 
tide over a period during which it is necessary to handle 
some part of the abdominal contents which cannot be pro¬ 
perly isolated by local amesthesia. The form of gas and 
oxygen anmsthesia which appears to me to give the best 
results is by re-breathing into a large bag, oxygen and fresh 
N.jO gas being added as occasion demands. This is the 
method used by Mr. J. H. Chaldecott, who has given the 
amesthetic for most of my cases, and the one with which I 
have certainly obtained the best results. 2 The total amount 
of gas used is very small; in one case only three-quarters 
of a 100-gallon cylinder of nitrous-oxide gas was used in 
1 hour and 50 minutes. The patient is kept under the 
amesthetic until he is back in bed, and in most eases is 
conscious in three or four minutes after the mask is removed. 

The important point about the general amesthetic is that 
instead of the gas or drug being used, as hitherto, to produce 
amesthesia, it is only given in sufficient quantity to produce 
unconsciousness, sometimes hardly that. The ideal condi¬ 
tion is the one in which the patient will react to stimuli, 
will answer if spoken to loudly, or move if hurt. I always 
ask the aniesthetist to let me know if he sees any sign of 
stimulation, as this is evidence that the local and regional 
anmsthesia is not efficient. 

Many factors have to be considered before successful 
results can be obtained. Not the least important is the 
technique of the surgeon. Those surgeons who tear and 
separate the tissues with their fingers, and who perform 
most of the operation by what is called “ blunt dissection ” 
can never hope to attain to the really shockless operation. 
There are some surgeons whose only use for a knife is to cut 
through the skin, and who perform most of the operation 
with their hands assisted by blunt instruments. They point, 
often with pride, to the speed with which they can work and 
to the small amount of bleeding—advantages, it is true, but 
obtained at a heavy cost in other respects. 

The shockless method of operating involves a somewhat 
more elaborate technique, and, at first at any rate, takes 
longer than if a general amesthetic alone is used. With 
increased experience in the method the only extra time 
added on to the operation is that taken up in injecting the 
local amesthetic, and should not amount to more than five or 
ten minutes in a long operation. On the other hand, the 
shockless method of performing an operation makes the 
length of time occupied in performing an operation of much 
less importance, since the amount of general amesthetic used 
is relatively much less and shock cannot occur. So far I have 
seen no harmful results from the injection of novocaine, even 
though I have often in a big operation used as much as 4 or 
5 ounces of a 1 500 solution. No difference can be seen in 
the tissues at the end of the operation, and the healing of the 
wound is in no way altered or delayed. The only contra¬ 
indications to the method that there would seem to be are in 
some septic cases where there might be danger of spreading 
the infection by the injections, and in some cases of cancer 
where there might be a similar danger of spreading cancer 
cells. The latter should seldom occur, as no operation for the 
removal of cancer should ever involve catting through tissues 
infected with cancer cells. In any case these objections do 
not apply if the nerve-trunks are anmsthetised by regional 
anaesthesia. 

The use of urea quinine hydrochloride has certain dis¬ 
advantages. It may cause an oedema lasting several days, 
though I believe this is due to the use of too large and toe 
concentrated solutions. Personally, I do not like to inject 
it into the immediate neighbourhood of the wound. 

The advantages of the shockless method of operating are 
much lighter anmsthesia with, consequently, less probability 
of subsequent sickness, almost complete absence of post¬ 
operative pain, absence of rigidity, and, most important of 
all, complete absence of shock even after severe and prolonged 
operations. 

3 J. H. Chaldecott and C. W. (I Bryan: The Value of Anocl- 
Assoclatlon, The Lancet, Sept. 6th, 1913, p. 721. 
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The great advantages are more particularly seen in serious 
operations upon elderly or feeble subjects, and where an 
operation has to be performed upon an individual who is 
especially liable to have post operative vomiting. In any 
case, the advantages from the patient’s point of view are not 
inconsiderable, and seem to me to be well worth the 
additional trouble involved in the operative technique. The 
absence of post-operative vomiting is a very great advantage, 
as it is impossible to estimate the amount of damage which 
must often result in abdominal cases from the straining 
which necessarily accompanies vomiting. Surgeons have 
become so used to post-anaesthetic vomiting as a necessary 
evil after operations that they do not worry about it; but 
they will all agree that it is a most undesirable complication 
after any abdominal operation. It tends to start hemorrhage 
afresh, it makes the stitches cut into the skin, it causes 
severe pain in the wound, it prevents sleep, it stops diges¬ 
tion, and, in fact, it would be hard to find any other 
complication which could cause as much damage to the 
surgeon’s handiwork as vomiting. Complete rest for the 
abdominal cavity is what every surgeon desires for some 
hours after he has performed a laparotomy, but this is 
exactly the opposite of what occurs if there is vomiting. 
Allowing the patient to walk about immediately after an 
abdominal section would be considered little less than 
criminal, and yet it could not possibly do as much damage 
as vomiting. 

The following cases are quoted as showing the advantages 
of this method in special cases 

Case 1.—A fragile woman, aged 71, was sent to me by her 
medical attendant on account of a large tumour in the left 
side of the abdomen which was causing her acute pain. 
This pain was not relieved effectually by drugs, and she was 
very anxious to have something done. The tumour, which 
proved to be a chronic tubercular kidney, occupied the 
whole of the left side of the abdomen, and after removal 
was found to weigh nearly 7 lb. The operation was per¬ 
formed by the shockless method, 1/8 gr. of morphia being 
given before the operation and continuous gas and oxygen 
used with local and regional anrosthesia. The operation of 
removing the kidney ocoupied 50 minutes, for as it was very 
much fixed by adhesions its removal was quite a difficult 
matter. Three minutes after cessation of the antesthetic 
the patient was quite conscious. She was not sick at all, she 
had no after-pain, and she was able to liavo her ordinary tea 
at 4.30 in the afternoon. Her pulse-rate never altered at all 
as the result of the operation, and she appeared to suffer no 
inconvenience in consequence of the operation. 

Case 2.—I first saw the patient, a woman aged 75, with her 
family physician on account of a large carcinomatous growth 
situated at the junction of the rectum and sigmoid. She 
was exceedingly anxious to have this removed if there was 
any chance of a successful result. A preliminary colotomy 
was performed, and ten days later the operation was carried 
out in the same way as in the previous case. The entire 
rectum, anus, and surrounding skin were removed, together 
with some inches of the sigmoid flexure. The peritoneal 
cavity was extensively opened up, and 8 inches of bowel 
were removed. The operation took 1 hour 50 minutes. 
The patient was conscious in less than five minutes after 
being back in bed, and her pulse-rate was only 84. She 
never caused the slightest anxiety or showed any signs of 
distress as the result of the operation. She was not sick and 
did not lose her appetite. She was able to return home in 
less than a month after the operation. 

Case 3.—A hospital patient, aged 62, was admitted to 
St. Mark’s Hospital with a large growth at the upper end of 
the rectum, involving the posterior vaginal wall. She was a 
very fat and flabby subject, and appeared to be a very 
unsuitable individual for a serious operation. She was 
operated upon by the same method, the operation taking 
nearly two hours. She left the operating table with a pulse 
of 86 , was not sick, showed no signs of shock, and caused 
no anxiety. She was out of bed three weeks after the 
operation. 

Case 4.—An army officer, aged 52, was sent back to 
England from a military hospital suffering from carcinoma 
of the upper part of the rectum, and having just recovered 
from a serious attack of dysentery. He appeared to be. in 
the ordinary way, rather a'bad risk for an operation. Tho 
operation was performed by the shockless method and took 
about two hours. The pulse-rate was not at all increased, 
the patient was conscious a few minutes after the operation, 
and two hours later was propped up in bed reading the news¬ 
paper. It was difficult, in fact, to believe that he had under¬ 
gone a serious operation. 

Case 5.—The patient, a woman aged 73, was operated 
upon for chronic intestinal obstruction. The operation took 
1 nour 15 minutes, and was performed under gas and novo- 
caine anaesthesia. A thorough searoh of the abdominal 
cavity was necessary to find the obstruction, which proved 


to be a band of adhesions (there was considerable distension 
of all the intestines!. The uterus and bladder were stitched 
up to the anterior abdominal wall to rectify a prolapse. The 
pulse-rate never went over 84. The patient was not sick, 
and she recovered without causing u moment’s anxiety. 

It is my belief that these patients could not have been 
operated upon successfully in the ordinary way, or at any 
rate that the risk would have been so great that one would 
have hesitated to attempt the operation. By the shockless 
method, however, they were not only able to get through 
the operation satisfactorily, but they never caused the 
slightest anxiety, and there was nothing in their general 
condition a few hours after the operation to indicate that 
they had undergone an operation. All of them were not 
only hungry but able to digest their food within 24 hoars of 
the operation. 

It must not be supposed that the shockless operation is 
just a new method which can easily be adopted. It is not so 
much a method as a series of principles by the careful 
coordination and cooperation of which the desired result can 
alone be obtained. The surgeon who wishes to achieve 
success with the shockless operation must have much 
patience and take a great deal of trouble to acquire the 
necessary technique ; and he must have an anaesthetist, an 
assistant, and nurses who understand and are capable of 
applying the necessary principles. 

The credit for the discovery of the shockless operation is 
due almost entirely to Dr. Crile. Although for more than 
12 years I have been working in the same experimental and 
clinical field I have not had his opportunities, as in this 
country every difficulty is placed in the way of experimental 
work instead of its being encouraged as it is in America. 
In my Hunterian lecture on the Physiology and Treatment 
of Surgical Shock , 3 published in 1905.1 predicted the coming 
of the truly shockless operation, and Dr. Crile’s investiga¬ 
tions have now rendered this an actual fact. From 1905 to 
about 1908 Mr. W. L. Symes and I carried out a number of 
experiments 1 at tho University of LondoD, the object of 
which was to ascertain what were the important factors in 
abdominal operations tending to produce shock, and how 
they might best be combated or avoided. Briefly, we proved 
that there was a great difference in the shock-producing 
effects of different kinds of wounds. Whereas wounds 
made with sharp instruments and accompanied by gentle 
manipulation, even if extensive, produced very little 
shock, the exact reverse was found to be the case 
with wounds produced by blunt dissection and accompanied 
by rough handling of the tissues. Further, we found 
that preliminary injection of morphia tended markedly to 
prevent shock. Our conclusions were never published. 
Fortunately, similar but much better and more exhaustive 
experiments on the same lines have been performed by Dr. 
Crile in America, and his results have been published. It is 
satisfactory to note that his conclusions are the same as those 
at which we have arrived, although he has carried his proofs 
much further than we were able to do. Another result of 
our experiments was the discovery of the value of extract of 
the infundibular portion of the pituitary gland in combating 
shock. Since then this extract has been to some extent 
standardised, and is one of the most valuable drugs we possess 
for its effect upon the unstriped muscle-fibre. 

My chief excuse for this paper is that the shockless opera¬ 
tion does not seem to have received the attention from 
English surgeons that it deserves. Very few surgeons in 
this country appear to be using the method at present. Sir 
Berkeley Moynihan * advocates it as a routine method, but 
still apparently uses ether as the main general anaesthetic. 
Colonel H. M. W. Gray has also adopted this method, and 
has advocated it in a recent paper . 8 The present war has 
interfered very seriously with all advances in surgery which 
have not a direct bearing upon the treatment of the 
wounded, and a somewhat elaborate technique, such as is 
here involved, is doubtless very difficult of application on the 
field. This is to be regretted, as the condition of seriously 
wounded men requiring immediate operation is one par¬ 
ticularly predisposing to shock. 

Hyde Park-place. W. 

» Lockhart-Mummery: The Physiology and Treatment of Surgical 
Shock and Collapse, The Lahcet, vol. i., 1905. pp. 696, 776. 846. 

* Lockhart-Mummery and Symes: Some Points in the Experimental 
Production .and Control of the Vascular Atony of Surgical Shock, 
Brit. Bffed. Jour.. Sept. 19th, 1908. 

3 Movnihan: Abdominal Operations, 1914. 

6 Gray: General Treatment of Infected Gunshot Wounds, Brit. Med. 
Jour., Jan. 1st, 1916. 
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Following up the investigation of the action of excretory 
toxins on the neuro-muscular mechanism of the heart, I have 
tried to ascertain approximately the level at which the 
alimentary toxin begins to be formed. 

As in the previous experiments, the toad’s heart was 
perfused through the inferior vena cava, using the intestinal 
contents, which were mixed with Ringer’s solution in a 
mortar, and the solution rapidly filtered with the aid of a 
water-pump. Too much filtration with long exposure to the 
air diminishes rapidly the toxicity of the extract. Dogs and 
cats which were used for class demonstrations provided the 
material An attempt was made to remove the toxin by 
dialysis in a collodion dialyser as recommended by Bigelow,' 
but the dialysate was almost inactive. Most of the cats 
received in this laboratory suffer from nematode worms, and 
in these cases, if we get over the difficulty of finding a 
sufficient quantity of material—the small intestine is almost 
empty—-the toxic effect is slight. The worms, plus the 
contents got by gentle scraping of the gut in these cases, 
were pounded in a mortar with Ringer’s solution. 

The effects on the blood pressure and heart beat of intra¬ 
venous injection of the intestinal contents of the animals 
themselves were also investigated. A glass tube was tied 
into the external jugular vein and about 5 c.c. of the extract 
allowed to run into the circulation, after previous warming 
to a temperature of 37° C. Prolonged warming, even at low 
temperatures, diminishes the toxic action. 

It is well known that the mucous membrane of the intes¬ 
tine contains depressor substances, extracts made in the 
preparation of secretin, for instance, showing their 
presence. Light superficial scraping, however, does not 
extract them. In the present experiments where the 
contents were abundant no scraping was necessary, but it 
was employed very lightly when the contents were sparsely 
found. Injections of light scrapings have been practised in 
the investigation of hormones affecting the secretion of 
intestinal juice, but without marked blood-pressure changes. 

Method. 

The method employed was to subdivide the small intes¬ 
tine into upper, middle, and lower thirds, of which the 
contents were mixed with Ringer’s solution, 5 gm. in 50 c.c., 
filtered and neutralised. In the text these extracts are 
numbered 1, 2, and 3 respectively from above down. The 
contents of the ciecum were also used and this mixture is 
numbered 4. In each case the animal is specified, “2 cat," 
for instance, meaning the contents of the middle third of the 
cat’s intestine. 

AH the extracts were acid to phenol phthalein and were 
made neutral by the addition of standard alkali and certain 
indicators. With these indicators it was estimated, accord¬ 
ing to the table given by Bayliss,- that the H concentration 
was between 1 x 10 ~ and 1 x 10 “" in all extracts used. 
With phenolphthalein the hydrogen ion concentration is 

_ a 

1 x 10 “ when the colourless solution just changes to pink. 
A definite pink colour was allowed to develop in the extracts 
with this indicator by dropping in the alkali, and this was 
then just dispersed by careful addition of further extract. 
The solution then gives a faint orange tint with neutral red, 
and pure red with Congo red. 

The glass cannula used in the former experiments was 
discarded in the present series for a junctional piece con¬ 
sisting of vulcanite. This is of crucial form, the bore being 
one millimetre throughout. It was made for me by Messrs. 
Hawksley and Sons. One limb of the junctional piece is 
attached by rubber tubing to a small glass cannula of which 
the bore does not exceed one millimetre. The other three 
limbs are connected with perfusion bottles. This arrange¬ 
ment facilitates washing out and changing of the fluid 
in one or more bottles without removing the cannula from 
the vein. The dead space in the combination is almost 
negligible. The rate of flow was regulated in the manner 


described in a previous paper. 1 One perfusion bottle always 
contains Ringer's solution and the other two the material 
to be examined for toxic effects. The aortas were cut across 
to give free exit to the fluid. All the records read from 
left to right. Tracings of the auricle (upper) and ventricle 
(lower) are given. Most of the extracts show a toxic action 
on the muscle or nerves, an effect which is slight in the 
upper portions of the gut and increases as we proceed 
downwards. Speaking generally, the varying effects can be 
interpreted in terms of degree or intensity of action. The 
most marked action is on the ventricle or on the auriculo- 
ventricular bundle. 

A simple and uniform loss of power in the contractions 
without change of rhythm (Fig. 1) is sometimes seen, but it 

FIG. 1. 
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Record of auricular (i) and ventricular (V) contractions of a 
toad’s heart perfused with extract (1) of cat s intestine for 
the period between the crosses. At the thick line the drum 
was stopped and Ringer's solution perfused. The record 
reads from left to right. 

is not usual, irregularity of the ventricular beat being one of 
the most common and prominent features. In the first 
tracing, 1 (cat), it will be seen that the ventricle fades off in 
force some time before the auricle is affected and the rhythm 
is maintained. At the thick line the drum was stopped for a 
few minutes, during which perfusion with Ringer’s solution 
was carried out. This fully restored the beat, but the rate 
on recovery was somewhat slower than previously. The 
accelerator fibres to the heart undergo depression in these 
cases, as is shown by a stimulus applied to the crescent, 
which before perfusion gives initial acceleration, but sub¬ 
sequently to perfusion gives none. There is no increased 
tone, rather the reverse, and the action has to be described 
as an enfeebling one, especially on the ventricle, with no 
appearance of block. Further perfusion with the same 
extract gave similar results. A general consistency of action 
has been noticed for a particular extract, allowing for the 
fact that the toxicity tends to disappear with time. 

A more common result from No. 1 toxin is a change of 
rhythm. (Fig. 2.) In the first part of this tracing, 1 (dog). 

Fig. 2. 
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Toad's heart perfused with extract (1) of dog’s intestine. Note 
the 2:1 rhythm. At the point marked with a cross the 
drum was stopped and extract 2 (dog) substituted. Complete 
heart-block follows. 

only every other beat of the auricles succeeded in sending: 
over an effective stimulus to the ventricles—that is, a 2 to 1 
rhythm. At the point marked with a cross the drum was 
stopped for about half a minute, during which perfusion 

a The Lancet, May 22nd, 1915, p. 1070. 


1 Bigelow and Gemberling, Jour. Amer Chem. Soc., 1907, p. 1576. 
a Principles of General Physiology, 1915, p. 189. 
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with No. 2 from the same source (dog) was carried out. The 
effect of this is seen in complete block of four auricular 
stimuli. The last few beats of the ventricle before the drum 
resumed its movement were very feeble. On recovery the 
previous 2 to 1 rhythm is shown. This is a true example 
of block and must be due to lowered conductivity of the 
a.-v. muscle. 

No. 3 extract from this source first caused change of 
normal rhythm to 2 to 1. On continued perfusion for a few 
minutes it caused tone changes and tremor of the ventricle 
with slowing of,the auricle (ventricle rate). It is only after 
somewhat prolonged action that the auricular muscle (or 
nerves) shows any marked effects. Perfusion with Ringer’s 
solution for about one minute (drum stopped) gradually 
restored the beat, but for some time it remained at 2 to 1. 

The effects af No. 4 (dog) mixture were somewhat more 
pronounced. (Fig. 3.) There is marked increase of tone 
in the auricles, slight increase in ventricle tone at first, and 
subsequently block. The arrest is purely ventricular, the 
auricular contractions, though small in the record, being 
distinct. The perfusion was stopped when the ventricle was 
arrested. The quiescent ventricle, of course, tended to keep 


Fig. 3. 
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preceded the operations; consequently the amount of 
material to hand in the upper portions of the gut was small, 
yielding no more than 5 c.c. of a 10 per cent, extract. This 
was the quantity used throughout. 

The records given are from the dog. The blood pressure 
was recorded by a mercury manometer, either alone (Fig. 4) 
or in conjunction with a Hurthle tambour (Fig. 5). The 
advantage of using a Hurthle or some form of sphygmoscope 
is that it facilitates counting the heart beats, the mercury 
manometer being unreliable for this. The upper tracing 
is that of the mercury manometer. A cannula was inserted 
into the left common carotid artery and made to communi¬ 
cate through a Y-shaped piece with the manometer and 


Fig. 4. 



Blood-pressure record of a dog taken with a mercury mano¬ 
meter. At the mark on the horizontal line an intravenous 
injection of its own extract (2) was given. 


Hurthle tambour. The pressure was first raised in these 
after expelling air to about 150 mm. Hg. The breathing is 
recorded by tambours in Fig. 5. It will be seen that the 
principal change is a fall in blood pressure, which is slight 
from the material of the upper and middle reaches of the 
gut (Fig. 4). The drop in B.P. in this latter case was given 
by No. 2. The point of injection is marked on the horizontal 
line ; the time record gives seconds. There is very little 
change in the rate and force of the heart beat. Fig. 5 shows 
the effect of No. 3 extract injected into the vein, the vagi 
being cut. With intact vagi there is a fall of pressure soon 
after the injection at the end of which there is some increase 
of heart rate and gradual recovery. With vagi cut (Fig. 5) 
there is also a fall of pressure which is, however, more 
rapidly recovered from. In this record irregularity of the 
heart-beat is pretty well shown, and this factor apparently 
plays a part in the pressure change. 


Toad's heart perfused with extract (4) of dog’s intestine. 

Perfusion was stopped when the ventricle was arrested. 

the auricular pressure up, but the increased tone is mostly 
independent of mechanical pressure effects, although it is 
relaxed by the relief of pressure with the first few beats 
restored in the ventricle. Slight changes in perfusion 
pressure, even if they occurred, could not of themselves cause 
these effects. 

No. 4 (cat), a weak solution, gave in one case increased 
auricular tone with irregularity which in the ventricle par¬ 
takes of the character of extra systoles without compensatory 
pause. There is no block. An increase in calcium ions in 
the perfusing fluid would cause increased tone changes in 
the muscle. Calcium, mostly in insoluble form, is excreted 
by the large intestine. It cannot affect the results to any 
appreciable extent. 

Where the ventricle is arrested as described its irritability 
and contractility are lost only for a brief period. Except in 
the early phase of quiescence it responds by contraction to 
an electrical stimulus. This contraction is single, or the 
stimulus, if applied late in the quiescent phase, may cause a 
regular sequence of beats, thus anticipating by a few seconds 
the spontaneous resumption of the rhythmic contractions. 
More time is necessary for the recovery of conductivity than 
for the other properties. The oneness of these properties as 
maintained by Hering, 1 Muskens/’ &c., is difficult to credit. 
EngelmannV view of their independence of one another 
because ministered to by independent nerve units (bathmo-, 
ino-, chrono-, and dromotropic filaments) fits in more 
accurately with common observation, especially of the action 
of toxic substances. 

Intravenous injection .—The animals employed for testing 
the effects of injection into the circulation were used subse¬ 
quently for ordinary demonstrations. Complete anaesthesia 
had to be induced, and a fast of some 12 hours or more 

* Arch. f. d. ges. Phys., Band lxxxvi., p. 533. 

’ Amer. Jour, of Phys., vol. i., 189b. 

6 Arch. f. Phys., 1900, p. 315. 
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Blood-pressure record of vagotomieed dog with mercury (M) and 
Hurthle (h) manometer. The respiration (r) is also recorded. 

At the mark extract (3) was injected intravenously. 

There seems little doubt that substances having a dele¬ 
terious action on the heart musculature and nerves are 
formed both in the small and large intestine, even under 
apparently normal circumstances. It is quite conceivable 
that such products, whether of bacterial or ferment action, 
may on occasion exist in excessive quantity and find access 
by absorption to the circulation ; or that certain conditions 
might determine undue absorption when they exist in 
ordinary amounts. It is well known that certain products— 
indol, skatol, &o.—in themselves toxic, are made harmless 
by oxidation, absorbed and excreted as sulphates. I have 
remarked in the experiments that undue exposure, overmuch 
filtering, or delay tends to diminish the action of the in¬ 
testinal toxins, thus suggesting their volatile nature. 

Peptone has a depressing effect on the blood pressure, but 
practically no peptone is shown to exist in those regions of 
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the gut where the toxicity is most marked. If we acidify 
and boil the contents of the lower end of the ileum, filter, 
and add alcohol or tannic acid to the filtrate, it gives no 
appreciable precipitate. 

The results of perfusion of the toad's heart give us a much 
more reliable indication than those of intravenous injection 
in the mammal. In the latter the quantity injected is small 
and the time of action short. It is reasonable to assume 
that prolonged absorption even in minute quantities would 
produce effects on the mammalian heart similar to those 
immediately produced in the toad’s heart by comparatively 
strong concentration. The excised mammalian heart may 
prove suitable for perfusion with more concentrated solutions, 
but the difficulties of technique would not be light. 

Many conditions of irregularity and block observed in the 
human heart in Stokes-Adams and other affections seem to 
fall into line witli the action of these substances. Osier 7 
says that poisons arising in the intestine may cause 
arrhythmia. Flatulence, he says, may cause it reflexly. 
A neurotic group of cases is described where no post-mortem 
lesions are found. In the matter of treatment the same 
author makes brief reference to dieting and the importance 
of avoiding full meals and flatulency. 

A systematic course of treatment of the alimentary canal 
antiseptically and otherwise should be of the greatest service 
in some of these cases. Theoretically there are substantial 
grounds for the adoption of such a course, the arranging of 
the practical details of which is, however, in the province of 
the observant practitioner. 

Cork. 


KALA-4ZAR IN SOLDIERS RETURNING 
FROM MALTA. 

By GORDON R. WARD, M.D.Lond., 

CAPTAIN, R.A.M.C. (S.R.). 


This preliminary note is based on two cases which have 
come under my notice during the last 12 months, and is 
written with the hope of drawing early attention to the 
following facts - 

1. That cases of kala-azar are to be expected among men 
returning from Malta and who have never been farther East 
than that point. 

2. That the diagnosis is likely to be very difficult to those 
unacquainted with tropical diseases. 

3. That the prognosis must not necessarily be regarded as 
hopeless. 

These facts may be well known to those who have had the 
opportunity of studying tropical medicine, but they deal with 
a field of study necessarily almost unknown to the average 
general practitioner, yet it is the general practitioner who is 
now treating the majority of the returned troops, and there 
can be little doubt that he will have to practise, after the 
war, amongst diseases which have hitherto been merely 
names to him. It is hoped that the writer’s experience may 
be of some assistance to others. 

Owing to certain anomalies in the first case and to the 
fact that the second case is now under treatment no attempt 
can be made at present to give a full description. The 
diagnosis and treatment are of first importance, but these 
must be prefaced by a few more general remarks. 

Kala-azar (the “ black fever ”) is well known in India, and 
until the causal parasite—the Leishmania donovani—was 
discovered by the R.A.M.C. officers whose name it bears was 
commonly supposed to be a manifestation of malaria. This 
fate, of course, has been that of most varieties of spleno¬ 
megaly in the tropics and even, at one time, at home. 
Beyond India it has been recognised particularly in the 
Mediterranean, but here it was chiefly met with in children, 
and this peculiarity has led some people to suppose that the 
Mediterranean form is a different disease. However this 
may be, the course of the disease when it attacks adults 
seems to be the same as that of the Indian form. 

The first symptom is either referable to general enfeeble- 
ment or to the splenomegaly and may be weakness, dyspnoea, 
indigestion, and dragging pain. Diarrhoea is a common 
symptom and well-marked pyrexia is characteristic. The 
wasting increases, the skin becomes pigmented, the spleno¬ 
megaly assumes greater prominence, and the patient dies 

7 Text-book of Medicine, 1912, p.774 


from exhaustion or from some intercurrent infective*process. 
The duration of the disease may be anything from a few 
months to some years. 

The diagnostic problem is somewhat as follows : A patient 
presents himself with diarrhoea, continuing weakness, or some 
similar sign which would fit many disease processes. If no 
thorough examination is made and symptomatic treatment 
adopted there will be at the best brief subjective improve¬ 
ment. Eventually examination must be made and will 
disclose a large—probably a very large—spleen. This will 
naturally elicit a question as to whether the patient has been 
abroad and, this being answered in the affirmative, the 
diagnosis of some tropical disease is suggested. This is the 
stage at which my first patient arrived. He was sent for 
examination by his commanding officer with the remark that 
“he had not seemed fit for duty for two or three months, but 
had refused to report sick." He was noted to be very ansemic 
and was admitted to hospital, where the splenomegaly was 
quickly discovered. The medical officer in charge, who held 
the Diploma in Tropical Medicine, brought it to my notice 
with the remark that it was a case of leukiemia. On examina¬ 
tion marked general pigmentation was noted. This is against 
a diagnosis of leukiemia, in which general pigmentation is 
quite uncommon. A blood examination was made forthwith 
and revealed a very low leucocyte count. This excluded 
leukaemia and suggested kala-azar. It did not, however, rule 
out splenic anasmia. A spleen puncture, however, afforded 
abundant evidence of the nature of the disease, very many 
typical parasites being seen. 

It is obvious that the conveniences of blood examination 
and spleen puncture may not always be available, and it is 
therefore pertinent to inquire how far a definite diagnosis 
can be arrived at without them. Absolute diagnosis is not 
possible unless the parasite be found, but the following 
points in a case of massive splenomegaly are most in favour 
of kala-azar—viz., residence abroad, general pigmentation, 
absence of enlarged glands, deafness and failing sight (all of 
which may be found in leukmmia), and the temperature. The 
latter is peculiar in showing two daily rises, and a four-hourly 
chart is necessary to show this. The first maximum is 
reached about noon, the second in the evening. 

My second case was admitted to hospital after three or 
four months of increasing debility. He complained mostly 
of diarrhoea. When only a few days' temperature readings 
were available they closely resembled a somewhat typical 
enteric defervescence. The diarrhoea and splenomegaly were 
held to be consistent with such a diagnosis, although the 
extent of the latter was felt to be unusual and disquieting. 
Major A. Elliot, of the 1st London Field Ambulance, has 
kindly given me details of another case (also contracted in 
Malta) in which the same diagnosis was arrived at. It is 
therefore very important to remember that the splenomegaly 
of enteric is not nearly so marked as in kala-azar and is not 
solid to the feel. A hard, massive spleen extending to the 
umbilicus or to the pubis can never be ascribed to typhoid, 
nor indeed is it likely to be associated with anything like so 
acute a process as any of the enteric group. In the second 
case spleen puncture was performed to place the diagnosis 
beyond doubt, although reasonably definite parasites were 
found in the circulating blood. 

One other point may be mentioned in diagnosis. The idea 
that kala-azar was malarial, amongst other factors, gave rise 
to a very firmly rooted conviction that malaria could produce 
extreme chronic splenomegaly. Whether this is now held to 
be the case the writer does not know, but it is significant 
that Castellani and Chalmers, in their “ Manual of Tropical 
Medicine,” give “ marked enlargement of the spleen ’’ as a 
diagnostic point in favour of kala-azar as against malaria. 
No other authority is immediately available for reference. 

As regards prognosis, the same writers are distinctly 
pessimistic, stating that 70 per cent, die with vigorous 
quinine treatment and 98 per cent, without this. The first 
case mentioned recovered after taking from 60 to 70 grains 
of quinine daily by the mouth for three months. He has been 
on full duty for five months since. The second case is now 
taking 60 grains daily (reached by increments of 6 to 9 grains 
a day) and there is some slight diminution of the spleno¬ 
megaly, but his general condition is not improved. He has 
not been long under observation. 1 Major Elliot informs me 
that the case he saw did not have any large doses of quinine 
and died eventually of cancrum oris. In any case, it is 

1 This patient has since filed. 
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obvious that quinine ought to be pushed as much as possible. 
In neither of my cases did large doses give rise to manifes¬ 
tations of quinine poisoning sufficient to annoy the patient, 
but when this is the case bromides are said to mitigate the 
symptoms. 

More recently Sir Leonard Rogers and others have used 
intravenous injections of 2 per cent, tartar emetic in saline, 
and claim to have better results than by the older methods. 
The details of technique can be found in sundry papers 
published in the medical journals during the last year or two. 

In conclusion, it may be stated that this note will have 
achieved its object if the general practitioner, to whom it is 
addressed, will think of the possibility of kala-azar in the 
presence of splenomegaly in a soldier returned from abroad. 
There can be no doubt that the greatest difficulty in diagnosis 
is the realisation of what the disease may possibly be. Once 
kala-azar is considered as a possibility the diagnosis presents 
no particular difficulty. 

Sevenoaks, Kent. _ 


ABDOMINO-PERINEAL RESECTION OF 
RECTUM BY COFFEY’S MODIFICA¬ 
TION OF THE TWO-STAGE 
OPERATION. 

By LAURENCE C. PANTING, M.D., B.Ch.Oxon., 
M.R.C.P. Lond., F.R.C.S. Eng., 

SURGEON TO THE ROYAL CORNWALL INFIRMARY, TRURO. 


The radical operation for cancer of the rectum as elabo¬ 
rated by Ernest Miles 1 must necessarily be a most serious 
surgical procedure, for even in his very skilled hands it takes 
from an hour and a half to two hours to perform, and the 
mortality reaches 22 per cent., other surgeons admitting a 
much higher figure. Apart from the grave injury necessarily 
inflicted on the tissues, the mere duration of anaesthesia for 
such a prolonged period is serious, and this danger is 
enhanced by the change in position of the patient required 
for the performance of the perineal portion of the operation. 
It is not surprising, therefore, that various plans have been 
suggested for dividing the operation so that it may be per¬ 
formed in two stages, the abdominal portion constituting the 
first and the perineal the second stage. 

W. Mayo 3 expresses the opinion that by operating in two 
stages the mortality may be reduced to one-half of that 
occurring when it is performed in one. He suggests two 
plans for the division : the first to perform a colostomy 
without division of the bowel, followed by Kraske’s sacral 
operation or some modification of it. This has the advantage 
that it can be employed in cases of obstruction and 
allows of cleansing the lower and diseased segment, 
but beyond the fact that it permits exploration for 
raetastases it has none of the advantages of the accepted 
abdomino-perineal operation, but is really a modifica¬ 
tion of Kraske's operation. The second method, of which 
several modifications may here be considered, is that usually 
adopted. It consists of a first stage at which the pelvic 
colon is divided and the ends closed, the lower end of the 
upper segment being brought through the abdominal wall as 
a permanent colostomy, while the lower segment is freed 
from its attachments and left to be removed by a perineal 
operation as a second stage. 

In the treatment of the separated lower segment with its 
attached mesentery and glands several plans have been 
proposed. Mayo, leaving the lateral attachments of the 
rectum in the pelvis intact in order to preserve the middle 
haemorrhoidal arteries, pushes the whole mass into the lower 
part of the pelvis and closes the peritoneum over it, leaving 
it thus until it is removed in the second stage (perineal) 
operation, Bix or seven days later. In one case of Mayo’s 
and in several elsewhere recorded the blood-supply has 
proved insufficient, and perforation of the bowel has led to a 
fatal result. Another method which he has tried is to divide 
the bowel with the cautery between clamps, the lower clamp 
being left in the wound surrounded by a thin rubber 
tube packed with gauze. Alternatively the bowel may 
be divided between ligatures, 3 the end inverted with a 
purse-string suture, and the peritoneum sewn over it 

I E. Miles: British Journal of Surgery, October, 1914 (full description 
of his operation). 

2 W. Mayo: Annals of Surgery, August, 1912. 

3 E. Deanesly: Brit. Med. Jour., vol. 1., 1910, p. 1145. 


to protect the peritoneal cavity. The danger of sepsis 
in thus dividing the gut low down in the pelvis in the 
presence of a sloughing growth is obvious and seems to 
constitute a very serious disadvantage to the plan. As a 
further alternative it has been suggested by Coffey * that the 
lower segment should be inverted through the anus, which 
prevents any danger of sepsis to the peritoneal cavity since 
the bowel is not opened. The peritoneal surfaces which are 
in contact rapidly close the upper end so that when necrosis 
from loss of blood-supply occurs, there is no longer any 
avenue open to the pelvic cavity. With these advantages it 
has, of course, certain limitations ; thus, in the case of a 
large mass of growth it may be technically impossible to 
perform the inversion and get it through the anus. Another 
difficulty occurs where the growth actually involves the region 
of the anterior reflexion of the peritoneum from the rectum, 
but this, if sufficiently extended, must render any two-stage 
operation upon these lines nugatory and that to a greater 
extent in the other modifications than in this. 

As some plan of invagination had for some time seemed to 
me more hopeful than anything previously described, I at 
once adopted Coffey's method in the following case which 
came under my care, and it proved entirely satisfactoiy. 

Mrs.-, aged “19 years, was sent to me in October, 1915, 

with a view to operation for cancer of the rectum. She had 
been suffering for two years from symptoms due chiefly to a 
polypus which came down every time the bowels acted and 
bled fairly freely until it was replaced in the rectum. There 
was also an offensive discharge, but no obstruction and no 

ain which did not seem easily accounted for by the polypus. 

he had not appreciably lost flesh, and when seen she was 
well nourished and not more out of health than might be 
expected from the constant irritation and discharge. On 
examination a polypus of about the size of a plum was found 
attached by a thin pedicle to the anterior wall of the rectum 
jnst inside the anus. Some two inches above the anus a soft 
granular growth was felt, apparently encircling the bowel 
and reaching upwards as far as the finger could reach. The 
lower part was but little raised, while the upper part pro¬ 
truded into the lumen of the bowel. Nowhere could any 
fixation of the rectum be made out; the vagina was norma! 
and the uterus freely movable. The liver was not enlarged, 
and nowhere could anv glandular or metastatic deposit be 
lelt. . . 

As the case seemed suitable for operation the patient weat 
to a nursing home, and on the night of her arrival the 
polypus came down and the opportunity was taken to remove 
it so that the rectum could he better cleared. The first 
operation was performed two days later. An incision was 
made from the umbilicus to the pubes in the middle line, and 
a preliminary examination made which showed the absence of 
recognisable metastasis. The pelvic colon was drawn out of 
the wound and a point selected in its lower part bo that as 
much as possible might remain to form a reservoir forfieces. 
At this point the bowel was crushed and divided with the 
cautery between ligatures, the divided end being turned in 
and closed with a purse-string suture. The mesentery was 
then divided back to the promontory of the sacrum and the 
superior tuemorrhoidai artery ligatured. The peritoneum 
was divided on either side of the rectum down to the base of 
the broad ligament and the whole mass of rectum with the 
soft tissues and glands separated from the sacrum as far as 
the upper end of the coccyx. The anterior reflexion of 
peritoneum from the rectum was divided, and finally the 
lateral attachments of the rectum. The portion of gut 
below the section with its adherent cellular tissue and glands 
had thus been entirely freed down to a point a little below 
the anterior reflexion of the peritoneum. A large rubber 
tube had been prepared, shaped, and stitched so as to form a 
blunt point at one end and open at the other, and to act as a 
pilot for thiB a corresponding glass tube closed and rounded 
at one end. This tube with its pilot in position was now 
passed by an assistant through the anus and up the 
rectum, the end of the tube being guided by the operator’s 
hand in the pelvis. When it was well in the rectum the 
glass tube was withdrawn and the rubber tube pushed on 
until it reached the closed end of the bowel. Here it was 
firmly fixed by stitches passing right through the gut and 
rubber from side to side. The tube was then slowly with¬ 
drawn, invaginating the upper end of the bowel into itself, 
the walls being meanwhile supported by forceps on each 
side. This was continued until the whole of the free 
portion had been invaginated. The cut edges, of the peri¬ 
toneum in the pelvis were drawn together with stitches, 
and in order to form a second peritoneal layer the uterus 
was drawn back and stitched to the peritoneum over the 
sacrum and laterally, the peritoneal floor being thus firmly 
closed. The lower' end of the upper segment was then 

4 R. Coffey : Annals of Surgery, April, 1915. 
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passed through the left rectus by means of a separate 
incision and fixed to form a permanent colostomy, and 
finally the main wound sewn up. 

The operation lasted one and a half hours, but the patient 
bore it extremely well, the pulse not exceeding 100. Next 
day, however, there was a good deal of discomfort from 
distension, which necessitated the opening of the colostomy 
in 48 hours after the operation. After this her recovery was 
rapid, there was no trouble from the necrosed bowel, which 
separated off on the sixth day, the temperature did not 
exceed 100'2° F., and in 14 days she appeared quite fit for the 
second operation, the wound being quite healed and the 
colostomy acting well. 

At the second operation, with the patient in the extreme 
lithotomy position, a lozenge-shaped incision was made 
round the anus and carried backwards to the sacrum. The 
coccyx was removed, the sacro-rectal space opened, and the 
dissection carried upwards until the closed upper end of 
the rectum was reached. Unfortunately the peritoneal 
adhesions at the invagination gave way during this manipu¬ 
lation, and septic material from the interior of the rectum 
escaped into the wound. This was sponged away and the 
opening closed as well as possible with a gauze pad while 
the lateral and anterior connexions of the rectum were 
separated. This was accomplished without much difficulty 
and the rectum and anus removed. There was some oozing 
from the deep part of the wound which caused delay. When 
this had been stopped the edges were sewn together and a 
large tube left in the sacral end of the wound. 

There was a good deal of shock from this operation, which 
lasted one hour, the pulse rising to 132, due in part, no 
doubt, to the oozing above mentioned, but chiefly, it seemed, 
to the amesthetic, which on this occasion the patient took 
very badly. The shock, however, soon passed off, the pulse 
falling to 112 in a few hours, and after this she made a per¬ 
fectly satisfactory and uneventful recovery. The wound, 
though necessarily septic owing to the escape of the contents 
of the rectum, gave no trouble, and almost the whole of the 
anterior part had united when the stitches were removed on 
the seventh day. The posterior portion where the tube had 
been healed more slowly and was not closed until six weeks 
after the second operation, when the patient returned home. 
The colostomy was then acting once a day, and required 
nothing more than a simple pad. The latest information is 
that she is doing extremely well. 

The portion of the bowel removed showed a soft carcino¬ 
matous growth about 4 inches long, commencing 2^ inches 
from the anus, and nearly encircling the rectum. The upper 
limit of the growth was about 5 inch below the level at which 
the invaginated portion had separated off. 

From the satisfactory result obtained in this case it seems 
reasonable to cor elude that Coffey’s suggestion is of distinct 
value and likely to prove useful in suitable cases. 

Truro. _ 


Clinical States: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


ASPHYXIA FROM DEFECTIVE SHIP-BOARD 
VENTILATION. 

By Gilbert E. Brooke, L.R.C.P. & S.Edin, D.P.H., 

PORT HEALTH OFFICER. SINGAPORE. 


Fatal accidents take place from time to time on board 
ship as a result of faulty or imperfect ventilation. Generally 
speaking, these accidents are the result of poisonous and 
explosive gases from consignments of cargo, as, for instance, 
ferro-silicon, which when acted on by moisture evolves phos- 
phoretted hydrogen, often accompanied by arseninretted 
hydrogen. A number of examples of shipping fatalities 
from this cause will be found in a special report on the 
subject issued by the Local Government Board in 1909 
(Cd. 4958). Occasionally, however, in the absence of proper 
ventilation, changes in the normal oxygen and carbon dioxide 
air content, brought about in various ways, may result in 
serious mishaps. As far as my experience goes these 
changes are of two types. A condition may arise in which 
some of the oxygen in a compartment is used up, while the 
normal CO s content is unchanged ; while, on the other hand, 
the amount of CO a may be much increased at the expense of 
the existing oxygen. 


The first of these two types is, of course, the least 
dangerous. The following is a good example of it:— 

An empty oil tank ship arrived in Singapore. Her after¬ 
cofferdam had been filled with Suez u'ater, most of whieJl 
had been used, and the compartment had been battened 
down for about a month. When the compartment was first 
opened several men who attempted to enter became un¬ 
conscious. After being rescued and removed to the fresh air 
they all recovered without further mishap. An analysis of 
air in the compartment showed that there was no petroleum 
vapour and that the C0 2 was normal. The oxygen, however, 
had fallen to 15 4 per cent. The result was therefore merely 
an oxygen starvation, which, if not too long continued, 
could lie easily recovered from. The only reasonable cause 
which could be discovered for the condition was a process of 
rapid oxidation of the bulkhead ironwork (in the presence of 
closure, heat, and moisture), leading to a large abstraction of 
oxygen without other chemical action. 

With regard to the second type mentioned above, two 
cases have come to my notice, both of which were attended 
with fatal results. 

A ship named the Me ra pi arrived from China on April 28tb, 
1908. When her lower holds were opened up for the removal of 
cargo two of the ship’s crew who attempted to enter the hold 
fell down insensible. They were removed after a little time, 
but artificial respiration was tried without success. On 
analysis the air of the hold showed oxygen 8'6 per cent, 
and CO 2 1T8 per cent. I was on leave at the time, and 
could, unfortunately, get no particulars as to the ventilation 
of the compartment nor the composition of the cargo. 

The second case was a still more remarkable one. A 
Dutch steamer, the s.s. Jacob , arrived in Singapore on 
Dec. 22nd, 1915, with general cargo from Amoy and Swatow 
and 1826 ’tween-deck coolie passengers. The passengers 
were all healthy on arrival and were given pratique 
at the quarantine anchorage. The ship then proceeded to 
the inner roads to discharge her cargo. This cargo had been 
battened down in the lower holds for six days of a tropical 
voyage. On opening one of the for’ard holds (No. 2) two of 
the Chinese crew descended, but immediately fell insensible 
on the top of the cargo. All attempts to bring them up were 
unsuccessful, until the hatch cover had been removed for 
some ten minntes. The men were then apparently dead. 
Artificial respiration was continued for some time, but 
without avail. Spaces between cargo-bales enabled me to 
obtain a sample of air from near the limber-boards, which, 
on subsequent analysis, disclosed the following remarkable 
figures: Carbon dioxide, 22 55 per cent.; oxygen, 1'86 percent.; 
marsh gas, 0-30 per cent.; nitrogen, 75-29 percent. When the 
hold had been properly aired after an hour or two I was able to 
go down and make a survey. Theair was hot, slightly aromatic 
but disagreeably acrid. There had been originally two 
ventilators communicating with that hold. The for’ard 
one traversed the ’tween-deck intact and ended as a six-foot 
shaft above the main deck. This shaft was fitted with a 
fixed mushroom top, and could therefore at best only act as 
an uptake, but would have no action at all in the absence of 
other ventilating openings or intakes. The second ventilator 
was situated aft, and, like the first, traversed the ’tween- 
deck intact, but was then diverted in square section through 
some cabins and was supposed to open on the upper boat 
deck. The opening, had, however, been permanently decked 
over, seemingly for a long time. There had therefore been a 
condition of air stasis for six or seven days in a hold three- 
quarters full of cargo, and at a temperature probably- 
increased by ” wild-heat" to over 90 F. 

Under such circumstances the composition of the cargo 
was the important question. A iew sacks of soy beans, 
sugar, and cooked rice comprised the smaller portion. There 
were also 277 baskets of garlic and over 1000 large wooden 
tubs of fresh oranges. The rest of the space was occupied 
with bales of Chinese paper and baskets of fowls eggs. The 
replacement of all the oxygen by carbon dioxide must have 
been brought about by respiration of the oranges and garlic 
in the absence of any ventilation ; and the high temperature 
was probably a contributing factor of importance. 

Stngai>ore. 

A CASE OF ADVANCED INTRA-ABDOMINAL 
PREGNANCY. 

By B. Randall Vickers, M.B., B.S, Lond., 

IN CHARGE WESLEYAN MISSION HOSPITAL, WUCHOW. SOUTH CHINA. 


In view of the rarity of abdominal pregnancy continuing 
to the later months, it is worth while recording the following 
case recently treated in Wuchow, Kwangsi Province, China. 

The patient, a boatwoman, aged 39, appeared at the clinic 
on Nov. 23rd, 1915, complaining of a lump in the abdomen 
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and giving the following history : Fever and chills in the 
fourth moon; swelling of abdomen began a month ago; 
occasional pain in the abdomen; bowels open daily with 
hard stools. Menstrual history : Had had two children, 20 
and 19 years ago; no pregnancy since then. The menses 
were regular until the third moou of this year (April-May), 
then nothing until the sixth moon (July), when the How 
appeared twice. The same happened in the seventh moon, 
since when nothing up to date. Premenstrual pain for about 
a year, no leucorrhcea. 

Abdominal examination .—A visible tumour in the lower 
abdomen, roughly median in position. Faint linea nigra 
present, also a number of cautery marks in the left iliac 
region, which part she said was the most painfnl. The 
tumour came up from the pelvis, was irregular, movable, 
and very hard, manipulation causing more or less pain. 
Percussion dull; splenic area resonant. The upper limit of 
the mass was about at the level of the umbilicus, and an 
“edge " was palpable to the left of this. 

Vaginal examination— Great hypertrophy of lips of cervix, 
which was very soft. There was a knob in Douglas’s pouch, 
very hard, and connected with the abdominal lump. The 
uterine sound passed from 4* to 5 inches. The main mass 
seemed to lie behind the uterus, which was deflected towards 
the right side. 

The patient was admitted to hospital on Nov. 29th, 1915. 
After admission she had a good deal of pain in the tumour, 
and Bix days subsequently began to have a pale bloody dis¬ 
charge from the vagina (? menses). On Dec. 7th she passed 
three fleshy “ clots,” one of which I saw, 1{ in. square and 
Jin. thick, not unlike decidual membrane. On Dec. 8th this 
note was made: “ On examination of the abdomen this 
morning I noticed immediately that the mass was moving 
inside in a manner suggestive of vigorous foetal movements. 
These continued incessantly, and further examination 
showed that the irregularities of the tumour might well be 
foetal small parts. Careful auscultation revealed a foetal 
heart boating at 168 per minute, heard in the left iliac region 
immediately above and external to the innermost of the 
cautery marks. Patient says the tumour has been moving 
for over a month, and the movements are accompanied by 
pain.” Dec. 10th: “Upper part of tumour is to-day well 
above umbilicus. Cannot define it well because of the 
tenderness, and cannot make out the placental mass.” 

On Dec. 10th, with the assistance of Dr. Hayes, I operated, 
Dr. Leavell giving the chloroform. An incision 5 in. long 
was made in the middle line above and below the umbilicus. 
As soon as the peritoneum was incised the intestines and 
omentum presented, and a certain quantity of yellowish 
fluid escaped. The intestines had lost their gloss and 
were studded in parts with little nodules from a chronic 
peritonitis; they were not matted together, though here 
and there flakes of lymph were seen. While the bowel 
was being replaced a loop of umbilical cord extruded 
itself from the lower end of the wound. On holding 
apart the abdominal wall the child was visible and was 
extracted without much difficulty, the head cansing a little 
delay as compared with other parts. The position was 
dorso-anterior, with the feet in the right false pelvis and the 
head up in the direction of the spleen. The child was not 
in any sac, but the head was enclosed in a pouch which 
seemed to grasp its neck and caused a moment’s delay in 
delivery, though there was no definite membrane found. 
The cord, having been clipped and severed, was traced into 
the placenta, which was found to be large and attached to 
the right side of the pelvis and the posterior surface of the 
uterus. In view of the risk of serious hannorrhage from the 
placental sinuses it was decided to remove the uterus and 
appendages en manse with the attached placenta. As the 
uterus had also a myoma this proceeding was less un¬ 
desirable than it might’otberwise have been. Supravaginal 
amputation was therefore performed with the removal of the 
right appendages and left tube, the left ovary being left 
in situ. Considerable hmmorrhage was encountered from the 
placental vessels, as the tissues were more friable than is the 
case with normal intrauterine placenta. As the patient 
had lost a good deal of blood and the general condition was 
dangerous, no attempt was made to unite the opening in the 
posterior parietal peritoneum. This was because the 
previous manipulations in this area had led to much bleed¬ 
ing, and it wa9 feared that the introduction of the needle for 
stitching might restart the trouble. A tube and gauze drain 
were left down to the bare area, and the anterior abdominal 
wall was closed. The operation took exactly three hours, 
and at its close the patient's pulse had recovered somewhat, 
being fairly strong at 116 per minute. The child was covered 
on its back, shoulders, and arms with lanugo, being appa¬ 
rently about eight months old. It was revived after delivery 
and lived a few hours. Sex, female. On examination of the 
extirpated uterus, Ac., it was found that the right tube could 
be traced for a distance of about one inch, and was then lost 
on the placenta. The placental attachments to tho womb’s 
posterior surface were of such a nature that they could have 
been broken down without severe htemorrhage, but previous 
to the removal it was impossible to know this. The uterine 


cavity contained a ragged decidua, and in its anterior wall 
was an interstitial myoma of the size of a walnut. The right 
ovary was enlarged. "It is noteworthy that this child was to 
all intents free in the peritoneum without any enclosing 
sac of amnion and not surrounded by any appreciable amount 
of fluid. 

Thirty-six hours after operation the temperature rose 
to 103-2° F. This was not surprising in view of the 
manipulations and the large bare area. By proctoclysis 
and hypodermoclysis, however, the danger’ was averted, 
and the untoward symptoms gradually disappeared. The 
subsequent progress was good, but complete closure was 
delayed by the infection of some deep ligatures which 
necessitated continued drainage. Ultimately the patient 
left the hospital completely well on Jan. 27th, 1916. (It was 
interesting that on Dec. 24th to 27th the breasts became 
enlarged and knotty, with secretion of a watery milk.) 

Reconstructing the history of this morbid condition, it 
appears that the patient became pregnant about the third 
moon, the pregnancy occurring in the right tube. Amenor- 
rhcea followed, but by the sixth moon the sac had grown 
large enough to require more space, and ruptured the tube ; 
this was accompanied by uterine hiemorrhage. The internal 
haemorrhage was not very severe, and though the sac itself 
was ruptured that part of the chorion which was destined 
to form the placenta was not damaged sufficiently to over¬ 
come its vitality. The embryo continued to grow, the 
placenta forming around the site of rupture. 

The foetus was in the nature of . a foreign body free in the 
peritoneal cavity and set up a chronic low peritonitis, as 
evidenced (1) pathologically, by the granular intestinal 
peritoneum and free peritonitic fluid, and (2) clinically, by 
the tenderness on palpation and pain on foetal movements. 
(There is no reason to suppose that intraperitoneal foetal 
movements, apart from inflammation, would of themselves 
cause pain, any more than the physiological movements of 
intestinal loops cause pain in normal individuals ) 

The irregular haemorrhage in the sixth and seventh 
moons is thus accounted for. The passage of decidua while 
in hospital may not unreasonably be attributed to the 
exploration by sound a few days previously. In fact, it 
seems as if a “labour” had supervened, but that the 
placental circulation had not immediately ceased, as is 
usually the case. 

The question which I have not been able to solve is, Why 
should the fcetal movements have varied so greatly at 
different times ? When I saw the patient in the dispensary 
and again in the hospital abdominal inspection and palpation 
aroused no suspicion, but on Dec. 8th the moment the 
abdomen was uncovered one could not help seeing the 
furious “ kickings ” continually going on; and yet, having 
seen and felt them, the next day in prolonged palpation I 
failed to detect any movement whatever, though the event 
proved that the child was not dead. 

Wuchow, South China. 


Stcbical ffl cictics. 

ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 
Exhibition nr Case and Specimens.—Hematoma of the 
Abdominal Wall.—Abdominal Pregnancy.—Acute Uepatio 
Tuxtemias Complicating Pregnancy and Labour. 

A meeting of this section was held on June 8th, 
Dr M. Handfield-Jones, the President, being in the 
chair. 

Mr. John D. Malcolm showed a case of Strangulation of 
the Uterus by Torsion of the Body on the Cervix. While 
rotation of the whole uterus with an ovarian or uterine 
tumour is not very uncommon, the displacement being at 
most something over half a revolution, Mr. Malcolm stated 
that he had never seen complete arrest of the blood-supply 
from this cause. The patient was a rather frail woman, 
aged 70, married, but never pregnant, who on Nov. 3rd 
complained after dinner of pelvic pain. Next morning she 
was better and took her breakfast in bed as usual. She 
could not get up afterwards because the pain became so 
intense, and it was then accompanied by vomiting. Towards 
evening the temperature rose to 101° F. That night a 
hard, round pelvic tumonr was found median in position, 
and about 4 inches in diameter. Behind this and also in 
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the middle line lay an elongated irregularly-oval mas?, 
measuring apparently about 3£ inches from above downwards 
by 14 inches from side to side. This was fairly soft but of 
uneven consistence. It seemed to be attached to the hard 
mass in front, and there was a soft short cervix uteri below. 
The rectum was firmly compressed, but the abnormal parts 
seemed to be slightly movable as one mass in the pelvis. 
They were very tender and therefore seemed larger and 
more fixed than they really were. It was known that 
a fibromyoma existed before the patient’s menstruation 
ceased, and it was easy to surmise that something had 
twisted. On opening the abdomen a fibromyoma was 
seen attached to the left anterior upper part of the 
uterus. This and the uterine body had revolved one 
full turn on the cervix, the lower end of the body being 
so tightly twisted that the parts above were of a 
deep blue-black colour, and although it was only 16 hours 
after the ptin became severe and about 28 from its first 
onset, the conditions caused a distinctly offensive odour. 
Supracervical hysterectomy was performed, and the left ovary 
and Fallopian tube, which were raised by the new growth 
above the constriction, were taken away. The right ovary 
and the greater part of its tube were below the constriction 
and were not removed. Considerable trouble from flatulent 
distension followed the operation, but otherwise recovery 
was good although slow. The specimen exhibited by Mr. 
Malcolm showed a uterine body as big as that of a woman in 
the prime of life, but enlarged by congestion. The softness 
of its tissue, due to senility, evidently facilitated the 
attenuation necessary to make it sufficiently narrow to 
become strangulated by torsion.—Dr. Cuthbert Lockyer 
referred to the following cases of acute torsion :— 
1. Poth’s case shown in Berlin in May, 1913. The patient 
was aged 56. She had suffered from severe abdominal 
pain for 21 years, and was known to have a large 
abdominal tumour. The abdomen contained blood-stained 
fluid. A pedunculated subserous myoma with a twisted 
pedicle was removed, and then the uterus itself was found 
to be twisted upon its neck through 360 degrees from left 
to right. 2. In August, 1914, Dr. T. W. Eden and Dr. 
Lockyer operated on a case in which a similar condition was 
discovered. The large myomatous uterus was blue-black in 
colour, and both appendages were engorged with blood and 
thrombotic. 3. Steinbuchel’s case, in which severe internal 
hsemorrhage resulted from rupture of one of the vessels which 
was severed during torsion of the pedicle. 4. Grunert’s case, 
where a moderate degree of torsion of the uterine body 
(90 degrees) led to very acute symptoms simulating the acute 
torsion of an ovarian cyst. 5. Jolly’s case, in which a torsioned 
myomatous uterus became impacted in the pelvis and led to 
displacement and blocking of the ureters, double surgical 
kidney, and death from uraemia. Dr. Lockyer thought that 
the causation of torsion of the uterine body was still a subject 
for speculation. When, as in Poth’s case, the pedicle of a 
large myomatous uterus became twisted it was not difficult 
to understand that a small uterine body lying below might 
share in the process, especially since it is acknowledged 
that once torsion has taken place it is apt to be progres¬ 
sive. In a case like Mr. Malcolm’s, where the tumour had a 
wide attachment to the uterus, it must be assumed that in 
trying to rise out of the pelvis it met with resistance, to over¬ 
come which rotation of the tumour and of the uterine body 
was brought into play. The fact that these cases occurred in 
women over 50 years of age was noteworthy. 

Dr. F. J. McCann showed : (1) A specimen of Pregnancy 
in a Large Fibromyomatous Uterus ; and (2) a specimen of 
Soft Fibroma of the Vaginal Wall. 

Dr. H. Russell Andrews read a short communication on 
three cases of Hrematoma of the Abdominal Wall. 1. A 
patient eight months pregnant was admitted to the London 
Hospital very ill, with pulse-rate 135 per minute, tempera¬ 
ture 101° F. at night, respirations 28-36 per minute, with 
severe cough and much dyspnoea. The pregnant uterus was 
felt in the left half of the abdomen, while the right half 
was filled by a large, exquisitely tender, tumour. A prema¬ 
ture stillborn child was born 30 hours after admission. The 
patient's general condition was such as to contra-indicate 
abdominal section until several days after her admission. A 
diagnosis of ovarian cyst, with localised peritonitis, was 
made. At the operation the tumoor was found to be a 
hsematoma containing nearly 2 lb. of blood between the 
right transversalis muscle and the transversalis fascia. 2. A 
patient was sent into the London Hospital with a diagnosis 


of twisted ovarian tumour. For two weeks she had had a 
painful swelling in the left side of the abdomen after carry¬ 
ing a pair of steps upstairs. Dr. Andrews made a diagnosis 
of haemorrhage into, or round, a desmoid tumour in the left 
rectus. The tumour proved to be a hsematoma in the left 
rectus muscle spreading out a short distance between the 
transversalis muscle and the transversalis fascia. 3. A 
patient under the care of the late Dr. Maxwell had a painful 
swelling on the left side of the abdomen, which had appeared 
a week previously with coughing. This swelling was found 
to be a hsematoma, which had apparently originated between 
the left rectus and tracked outwards. Dr. Andrews referred 
to four previously recorded cases of hsematoma of the 
abdominal wall. Four of the seven patients were pregnant, 
and four complained of cough.—The President thought 
that these cases must be very rare, as he had seen only 
one instance during a somewhat long experience.—Mr. 
Malcolm and Dr. Amand Routh had also each seen one 
case, the latter in a woman who had for some time had a 
small umbilical hernia, the ring of which suddenly gave way 
during a sudden effort, and haemorrhage took place below the 
protruding bowel. 

Dr. McCann read a short communication on a case of 
Abdominal Pregnancy, probably Primary. 

Dr. John Phillips read a paper on Acute Hepatic 
Toxaemias Complicating Pregnancy and Labour. In bringing 
the subject forward for discussion he noted that no previous 
consideration of this complication of pregnancy and labour 
had ever taken place before this society. He related five 
cases arising in just over 2000 carefully recorded cases of 
labour in private practice which presented many similar 
features and which could be placed in one group. Many of 
the symptoms were similar to those observed in acute yellow 
atrophy and late chloroform poisoning. These symptoms 
were carefully compared, and Dr. Phillips concluded that the 
disease in his cases was due to an ascending toxiemia of the 
bile-ducts.—The President thought it noteworthy that only 
five cases of hepatic toxaemia had occurred in a total of 2006 
deliveries. He judged from this fact that a special combina 
tion of morbid conditions was needed to bring about the storm. 
Again, the rapid fatality in two of the cases and the milder 
attack in those which recovered suggested the same idea of 
varying intensity of combination. In formulating any theory 
three factors would have to be considered : (1) The changes 
in the liver cells associated with fatty metamorphosis; (2) 
the action of toxic substances ascending by way of the bile 
ducts from the intestine ; and (3) the influence of chloro¬ 
form as a determining cause. He agreed with Dr. Phillips 
that the mischief was started by intestinal disease and spread 
along the line of the hepatic vessels and ducts. Fatty meta¬ 
morphosis and chloroform inhalation were possibly additional 
factors in determining the onset and severity of the symptoms. 
—Dr. Routh thought the title of Dr. Phillips’s paper 
might be altered to “Toxiemia in Pregnancy Affecting the 
Liver,” for he thought true pregnancy toxiemia began in the 
cells of the chorionic villi and affected different secreting 
or glandular organs, according to the type of toxin or the 
condition of the patient’s organs. Most of Dr. Phillips’s cases 
were associated with bacillus coli cystitis, and in such cases the 
liver troubles might be due to ascending intestinal infection 
by the same organism or by toxins derived from those bacilli. 
—Dr. Herbert Williamson said that thanks were due to 
Dr. Phillips for focussing attention upon a group of cases 
which were occasionally met with in practice and which 
gave rise to a considerable degree of anxiety. He was not, 
however, able to accept the suggestion that the group of 
cases reported in the paper constituted a clinical entity. He 
agreed that they were cases of toxiemia and that the toxins 
had evidently produced severe hepatic lesions. Clinioal and 
pathological observation suggested that during pregnancy 
the liver appeared to be peculiarly susceptible to the action 
of toxins, and it was clearly established that the incidence 
of acute yellow atrophy was much greater in the pregnant 
than in the non-gravid state. Dr. Phillips’s cases supported 
the view he (Dr. Williamson) took that, given the suscepti¬ 
bility, the actual lesions might be produced by a variety of 
toxic agents, such as poisons produced by the epiblastic 
tissues of the chorionic villi, poisons produced by the 
bacillus coli communis, or chemical poisons such as chloro¬ 
form. He thought that all these three groups were repre¬ 
sented in the collection of cases reported by Dr. Phillips.— 
Dr. Walter Griffith and Dr. Eardley Holland also 
discussed the paper. 
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Serums , Vaccines, and Toxins in Treatment and 
Diagnosis. 

By William Cecil Bosanquet, M.A., M.D Oxon., 

F.Ii C P. Lo.vd., Physician to the Charing Cross Hospital ; 

and John W. H. Eyre. M.D., M.S. Dunelm., F.R.S. 

Edin., Director of the Bacteriological Department of Guy’s 

Hospital. Third edition. Illustrated. London: Cassell 

and Co. 1916. Pp. 456. Price 9r. net. 

It is more than six years Blnce we noticed the second 
edition of this valuable little volume on a very big subject. 
The intervening period has been so fruitful in research and 
has witnessed such notable advances in methods of diagnosis 
and treatment that the authors have found an exhaustive 
revision necessary, entailing the addition of nearly 100 pages 
of new matter. A perusal of the book will assure the reader 
that additions are to be found on nearly every page contain¬ 
ing abstracts of recent publications as well as, in most 
cases, the conclusions drawn by the authors from their own 
observations. Experience drawn from the present war is 
still too tentative for sweeping conclusions except in certain 
particulars. Of the prophylactic use of tetanus antitoxin 
the confident statement, “There is ample evidence that 
antitoxin proves of greatest service in the prevention of 
tetanus,” takes the place of the hope expressed in the 
previous edition. And of antityphoid inoculation the 
authors state in their new edition that the experience 
gained during the present war forms a striking testimony 
to the value of antityphoid vaccination as practised in the 
British army, instead of the faint recommendation of in¬ 
oculation to persons going into parts of the world where 
enteric fever is very prevalent. On the other hand, the 
recent work on the serum or vaccine treatment of tetanus, 
typhoid and cerebro spinal fever is given with due reserve 
as to the worth of these methods. With the inclusion of 
most work of real value we miss the report by Surgeon- 
General H. D. Rolleston on the serum treatment of cerebro¬ 
spinal fever in the navy. A new chapter, headed “ Diseases 
due to Protozoa,” has been introduced, containing a useful 
summary of the principles of chemotherapy, and although 
admittedly trespassing somewhat outside the domain 
indicated by the title we agree with the authors that 
they were justified in its inclusion. Mention of the sulphur 
and antimony substitutes for organic arsenic compounds 
brings the subject matter up to quite recent date. 

We assume that this new edition of Dr. Bosanquet and 
Dr. Eyre’s book will be widely used by many who cannot 
readily refer to original sources. It is therefore the more 
regrettable that a serious error in the second edition has 
been allowed in part to creep over into the third. In the 
second paragraph on the mode of using tuberculin for 
diagnostic purposes, commencing on p. 304, it is correctly 
stated that Koch recommended an initial dose of 0 001 c.c. 
or of 0 0001 c c. in delicate individuals, and a second dose 
of double the quantity if no reaction takes place. It is 
then stated: “If, however, no effect is produced by the 
small doses they may be increased to 0 5 and even to 
10 c.c. ; and this final dose may be administered twice 
in order to make sure of the absence of a reac¬ 
tion.” Koch is here credited with having recommended 
an increase of 500 times or 1000 times the initial dose. 
Of course, he did nothing of the sort. He recommended an 
increase of five or ten times only, and the error has occurred 
in the text from rendering 5 mg. and 10 mg., which are the 
actnal quantities Koch gives, as 0-5 and 10 c.c. instead of 
0 005 and 0 01 c.c. Koch himself laid stress on the fact 
that 10 mg. or 0 01 c c. of Old Tuberculin was the largest 
amount that could be given without risking a reaction in the 
non-tuberculous subject, and he records having administered 
250 mg. or 0-25 c.c. to himself and been rewarded with a 
severe and painful reaction. The same error is present in all 
the figures given in the third paragraph. Junker advised a 
series of 1/10, 5/10. 1. 5, and 10 mg. or 0 0001. 0 0005. 
0 001. 0 005. and 0 01 c.c., and nut the hundredfold doses 
stated in the text. Lowenstein and Kauffmann's valuable 
suggestion to give a series of four equal doses of 0 0002 c c. 
is rendered as four doses of 0 02 c.c. ; Rdpke is similarly 
misrepresented, and so it goes on. Only Trudeau’s dosage 
has been correctly revised, and the authors’ conclusion that 


one-thousandth of a cubic centimetre is probably the largest 
dose which should ever be administered for diagnosis, and 
their recommendation of the series 0 0001, 0 0002, 0 0005, 
and 0 001 c.c. as the most suitable are not widely different 
from those of the authorities whom they misrepresent. An 
early opportunity will doubtless be taken of correcting errors 
which, if followed, might have dangerous results. 

Apart from this blemish and from a tendency to retain 
for completeness sake preparations no longer used for which 
oblivion would have been appropriate, we should like to 
emphasise our high opinion of this manual. The language 
throughout the book is clear, the explanations simple and 
lucid; original references are supplied to all important work, 
and the reader is given a sound basis for his knowledge and 
opportunity of readily pursuing it further. 


Monographs on Biochemistry: The Respiratory 
Exchange of Animals and Man. 

By August Kroch, Ph D., Reader in Zoophysiology, 

University of Copenhagen. With diagrams. London : 

Longmans, Green, and Co. 1916. Pp. 173. Price 6s. net. 

The editors of this series continue their praiseworthy task 
of supplying monographs on specific physiological problems 
by authors who themselves have been active workers on the 
several subjects. In the latest monograph, which is before 
us, Dr. Krogh, of Copenhagen, points out that the subject 
of the respiratory exchange of animals belongs rather to the 
domain of chemical physiology than to that of physiological 
chemistry. The book deals with very few substances, and 
with their quantities, not their qualities and the reader 
will find it to be an excellent rbsumb and exposition of a 
difficult subject, including descriptions of technique which 
differ somewhat from that employed in other branches of 
biochemical work. 

The following are some of the problems dealt with. The 
physiological significance of the exchange of oxygen and 
carbonic acid, including the carbon balance, respiratory 
quotient, and direct and indirect calorimetry ; methods for 
measuring the respiratory exchanges; the exchange of 
nitrogen, hydrogen, methane, ammonia, and other gases of 
minor importance; standard metabolism and the influence 
of internal factors on it, and the variations in standard 
metabolism during the life cycle of the individual; the 
influence of chemical and physical factors upon the 
respiratory mechanism ; and, lastly, the respiratory exchange 
in different animals. The author points out that in studying 
the respiratory exchange of an animal we have to do with a 
quantity which is variable in the extreme. In man the 
maximum respiratory activity is 10 to 20 times the minimum 
in one and the same individual, and in many lower 
animals the maximum may be several hundred times the 
minimum. The factor which is of paramount importance 
in determining the metabolism is the functional activity. 
This shows one of the difficulties of obtaining the standard 
metabolism of an organism. To pharmacologists the chapter 
on the influence of various drugs will prove attractive. The 
old view of Pfliiger (1873) that the animal cell itself deter¬ 
mines its own respiratory exchange has recently been con¬ 
tested by Thunberg (1905), who maintains that the oxidative 
processes must increase with increased oxygen pressure and 
gradually approach a maximum. Another view, that of 
Moleschott (1855), that the respiratory exchange of animals 
is higher in light than in darkness, must, it appears, be given 
up—the most recent experiments show that no measurable 
effect of light could be detected ; but even this does not 
satisfy the author, who suggests that experiments be made 
on hyaline aquatic animals suitably narcotised to ensure 
standard conditions. The chapter on hibernation in 
mammals is interesting. Not a single bird manifests this 
phenomenon. 

A valuable bibliography of nearly 16 pages gives some 
idea of the “ intensive ” study devoted to this limited yet 
fundamental problem in chemical physiology. Every physio¬ 
logist must feel that Dr. Krogh has rendered a notable 
service by presenting in a readable and easily assimilable 
form the results of his research. 


LIBRARY TABLE. 

A Contribution to a Knowledge of Canadian Tielts. By 
Gordon Hewitt. D Sc. Scientific Contributions from the 
Entomological Branch, Department of Agriculture. Ottawa. 
Reprinted from the Transactions of the Royal Society of 
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Canada. 1915. Pp. 16. Bow to Deal with the Fly Airis an oc. 
Broadsheet issued by Department o£ Agriculture. Canada. 
The Suppression of Two Insects Afleeting Troops. By GORDON 
Hewitt. Leaflet issued by Department of Agriculture, 
Canada. 1916.—In the first of these three publications 
there is to be found a critical list of the ticks known to occur 
in Canada with their hosts, and the published literature 
dealing therewith. No new species are described, but five 
of the species referred to are illustrated in three plates. 
The memoir concludes with a bibliography supplementary 
to that quoted in the text under the heading of the various 
species. The two remaining publications are purely official 
and in no sense technical. They are for the practical use of 
the public. The two insects referred to in the leaflet are the 
domestic fly and the louse, and both are figured. 

Sight-Testing Slade Easy. By W. WRIGHT Hardwicke, 
M.D. St And., M.H C.P., L.R.C.S. Edin. London : J. and A 
Churchill. 1916. Pp. 80. Price2s.6if.net.—The intention of 
this unpretentious little manual is to enable the busy prac¬ 
titioner to test the sight of a patient and to prescribe correct¬ 
ing glasses for him. The fact that it has reached its third 
edition is evidence that it has supplied a real need, but it does 
not excuse certain errors still to be found. For instance, 
when dealing with presbyopia on p. 65, the author quite 
properly insists that the patient should be tested first for 
distant vision ; but on p. 66 he tell us that the correction is 
“ the weakest spherical lens which enables the patient to 
read at a comfortable distance." If this be the correct pro¬ 
cedure, why test for distance first? On p. 65, again, we 
are told that at the age of 75 the glasses generally required 
are of the strength of 5 5 D. Now a patient of 75 has prac¬ 
tically lost all power of accommodation, consequently in 
order to see at 1/3 or 1/4 metre he must have -f 3 D. or -j- 4 D. 
added to his correction for distance. If + 5.5 D. were added 
the unfortunate old man would only be able to see at a 
distance of 1/5 5 metres (7 16 inches), and he would almost 
certainly suffer from asthenopia induced by the extreme 
convergence involved. On p. 13 the table called “Range of 
Accommodation” should be denoted “Amplitude of Accom¬ 
modation,” and, further, it should be corrected in accordance 
with the more accurate values that Dr. Duane gave us some 
six years ago. 

Bints on Refraction. By Subodh Kumar Ganguly, 
M.B. Calcutta: Neogi Nababibhakar Press. 1916. Pp. 36. 
Price 12 annas.—This pamphlet reminds us of the well- 
thumbed pocket manuals used by many of us in student days ; 
they had their uses, and this is an excellent example of this 
type of rade-meouni. Sometimes there is an omission of an 
important word that makes the meaning ambiguous. For 
instance, on p. 1 : “ Recognition : A spherical glass through 
which objects appear to move (the examiner's eye being 
emmetropic or rendered so) (a) in opposite direction and 
look larger = convex ; (A) in same direction and look 
smaller = concave.” Of course, the objects only appear to 
move when the lens is moved in front of the eye. There is 
a similar omission in the paragraph headed “Howto Find 
Out the Strength.” On p. 10, 6(A) there is a misprint of 
“ under-corrected” for “over-corrected,” but we have failed 
to find any other errors. Under contra-indications to 
cycloplegics, in addition to the usual warnings about 
glaucoma, is added a new one, “ In Times of Epidemic 
Dropsy and Beri-beri.” There is a vast amount of accurate 
information concisely and clearly expressed in this little 
book. 

Tuberculosis and the Working Man : An Appeal to Friendly 
Societies. ByP, C. Varrier-Jones, M A.Cantab., M R.C.S., 
with a preface by G. Sims Woodhead, M.D Edin., LL.D. 
Cambridge : W. Heffer and Sons. 1916. Pp. 47. Price 6 d. 
net.—Mr. Varrier-Jones's lecture, to which Professor Sims 
Woodhead has contributed an approving preface, is a strong 
plea to the Friendly Societies to assist in the after-treatment, 
of the consumptive working man. The inelastic rule of no 
longer paying club money when any kind of work can be 
done presses on such a man with peculiar hardness. He is 
either condemned to a life of idleness; in Mr. Varrier-Jones’s 
words, “he walks up and down the village and meets his 
acquaintances, who daily inform him that he looks fit for 
work. He is usually melancholy, has no interest in life, and 
is convinced that he cannot recover.” Or, on the other 
hand, if he undertakes light work and in so doing forfeits his 
club money, he finds the pay insufficient to provide adequate 
food for himself and his family, and the combined anxiety 
and malnutrition inevitably lead up to a second breakdown. 


Mr. Varrier-Jones advocates that when a man returns from a 
sanatorium he should be encouraged to resume his former 
work for short hours, and that so long as he is thus working 
short time his food allowance should be brought up to the 
necessary standard by club funds. The lecture puts 
attractively the case for assistance, and is worthy of the 
serious attention of the Friendly Societies, to whom it is 
addressed. 


CURRENT GERMAN MEDICINE. 

The Austro-German Medical Congress at Warsaw, May 1st 
and 2nd. (Summarised from a report in the Deutsche Medi- 
zinisohe Wochenschrift, Nos. 21-23.).—After a few words 
of welcome by H E. General v. Beseler, Governor of 
Warsaw, the head of the German Army Medical Service, 
Professor von Schjerning, gave an interesting survey of 
its organisation. There were, he said, more than 24,000 
doctors in the service of the army, of whom 16,000 
were actively employed at the front. Besides these, the 
Army Medical Service included 3000 doctors employed in 
Red Cross work, 400 surgeon-dentists, 1800 pharmacists, and 
92,000 men in the sanitary and ambulance departments. 
These were assisted by 72,000 voluntary nurses, male and 
female, at the base hospitals, and 22,000 in the war zone. 
Thousands of motor-cars and vans were engaged in trans¬ 
porting the sick and wounded to the war hospitals, of which 
there were 238 in the whole country. There were also 
thousands of installations for the sterilisation of water, for 
disinfection, and X ray examinations; 26 large mobile steam 
laundries were kept busy day and night for the military 
hospitals alone ; and there were 18 large disinfecting 
stations through which 100,000 men could be passed daily 
and their clothes dealt with. The central medical 
depot forwarded to the front daily wagon-loads of 
medical preparations and surgical appliances. Surgeon- 
General His, the President of the Congress, spoke of the 
successes hitherto attained in combating epidemics, asserting 
that “in spite of typhus and dysentery, spotted fever and 
cholera the efficiency of the troops has never been impaired.” 
Several scientific investigators hail lost their lives during the 
war in combating these and other invisible enemies, amongst 
them Cornet, Prowazek, Liithje, Jochmann, Romer, and 
Tilp. New diseases had been discovered, to one of which 
the name of “ five-day fever” had been given Well-known 
diseases, such as typhoid and dysentery, appeared in 
modified form owing to previous inoculation. 

Cholera. —The struggle with cholera was described by 
Colonel S. A. Hoffmann. He stated that Galicia had 
suffered terribly from the disease which had also made 
its appearance among the German troops on the Polish 
frontier. The sickness-rate, however, even among troops 
who had in the height of summer traversed the cholera- 
stricken Galicia and the Rokitno marshes, did not exceed 
0 5 per cent., or a quarter of the rate prevalent in the 
Greek army. Owing to the success of the inoculation 
carried on among the armies in October, 1914, only 10 2 per 
cent, of those attacked died, whereas the case mortality 
among the uninoculated troops reached the high figure of 
50 per cent. 

Cardiac affections in combatants. —Dr. Wenckebach 
(Vienna), who opened the discussion on soldiers and heart 
disease, had noted numerous cases of pure left ventricle 
hypertrophy from prolonged exertion. While endocarditis 
was infrequent in the field, arterio-sclerosis and its results 
were common, especially among the older men. Soldiers 
with fully compensated valvular lesions often came un¬ 
scathed through exhausting actions. He thought that 
organic heart disease had been diagnosed far too frequently 
on account of subjective symptoms, many of which were 
due to the man's previously sedentary life. Various speakers 
alluded to the difficulty in diagnosis, increased by the 
methods of examination in vogue at the different uni¬ 
versities. Dr. R. Kaufmann (Vienna) on a large material 
had been led to conclude that over-exertion was a less potent 
factor than a \Receding infection, in many cases enteric 
fever or dysentery. In the discussion whic h followed, 
nervous tachycardia and hyperthyroidism were both deemed 
factors of importance. Prognosis was good in four-fifths 
of the cases, but recovery slow. Treatment should include 
graduated marches and gymnastic exercises, with appropriate 
psychic therapy. 

Typhus. — Dr. Brauer (Hamburg) opened with a com¬ 
prehensive account of typhus as a fever of sharply defined 
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characteristics, always involving the blood-vessels, as seen 
in the nodular peri arteritis producing the eruption and an 
endarteritis frequently resulting in gangrene of the toes. He 
regarded the infection as conveyed exclusively by body lice. 
Dr. Jiirgens (Berlin) considered the conclusion justilied that 
the infecting organism develops at certain times forms which 
require the louse for their farther evolution, at a certain 
stage of which the organism becomes again infective for 
man. An infected louse infects also its eggs. He regarded 
the virulence of the epidemic as determined by the con¬ 
dition of the recipient rather than by variations in 
the infecting agent. Fatigue and hunger among the 
Serbs, simultaneous diphtheria in an epidemic nearer 
home, had combined to produce an alarming mor¬ 
tality. Dr. Hase spoke on the biology of the louse, 
dwelling on its extraordinary resisting power to chemical 
and physical agents. It lived exclusively on warm circnlating 
blood and occupied hours over a meal, during which time it 
was quite insensitive to the removal of antenna; and limbs. 
On a Russian 3800 lice had been counted. Dr. Rocha (Lima) 
described the presence of bodies resembling bacteria in 
infected lice from the skin of patients 4 8 days ill, named 
by him provisionally Rickettia Provazekii. Dr. Toeffer 
(Berlin) claimed to have discovered these bodies inde¬ 
pendently. Urotropin in large doses and the serum of 
convalescent patients were recommended in treatment. 

Typhoid and Paratyphoid. —Dr. v. Krehl (Heidelberg), in 
introducing the subject of typhoid, alluded to the marked 
splenic enlargement observed during the present war, even 
in slight cases after inoculation, and as a result of inocula¬ 
tion itself, and this enlargement frequently persisted after 
recovery. In severe cases typhoid bacilli were found in the 
blood from the onset and far into the course of the disease. 
Heart muscle affections had been very frequent during con¬ 
valescence, and relapse commoner than in peace. The treat¬ 
ment with vaccine was on its trial and not encouraging as yet. 
Surgeon-General Hiinermann spoke of the great success with 
the preventive vaccine of Pfeiffer-Kolle, heated only to 53° 
55° C. Among many million injections harmful results had 
been quite occasional and no single fatality had occurred. 
Contrary to general belief, he held that an injection while the 
disease itself was incubating did not influence the course 
unfavourably ; on the contrary, a milder course was the rule. 
The mortality of 9 6 per cent, in the uninoculated fell 
to 6 6 per cent, in those with two injections and to 
2'6 per cent, in the reinoculated. In the latter the 
course of the disease was as a rule exceedingly mild. 
Typhoid carriers were uncommoner among the inoculated. 
He estimated the protection as lasting about six months. 
For the Austrian armies Dr. Kaup gave the percentage 
of severe cases in the uninoculated as 44, with one 
injection 29. and with two 11. The case mortality similarly 
fell from 13-16 per cent, to 5-6 per cent. After from seven 
to eight months the immunity developed by inoculation had 
practically disappeared. The routine reinoculation took 
place after seven months. In the discussion Dr. Krause 
(Bonn) put the percentage of carriers after attack of typhoid 
at 41, in whom in most cases gall-bladder or intestinal 
catarrh (bacilli in stools) or pyelitis (bacilluria) could be 
demonstrated. Dr. Stintzing (Jena) described the course of 
paratyphoid ; he held that many cases were called typhoid, 
dysentery, intestinal catarrh, or influenza. Carriers of 
paratyphoid B were to be found among the troops, 
but cases remained as a rule isolated. Bacilli appeared 
in the blood sooner than with typhoid. It took, as a rule, 
at least three months for a case to become free of 
infection. The case mortality was 1-2 per cent., a little 
higher in paratyphoid A. He advocated immunising with 
a mixed vaccine of typhoid and paratyphoid A and B. 

Dysentery .—After describing the coarse of dysentery and 
its characteristics in the present campaign, Dr. Matthes 
(Marburg) spoke with approval of the use of serum treat¬ 
ment in the field, the dose being 100 c.c. or more, adding 
that equally good results had been obtained with normal 
horse serum. Of all remedies intestinal lavage had proved 
the most efficacious. Dr. Kruse (Leipzig) spoke of the 
prevalence of pseudo-dysentery and of the uselessness of 
preventive inoculation. 

Nephritis in the Field. —Dr. Hirsch (Gottingen), who 
introduced the discussion on nephritis, said that in contrast 
with the campaign of 1870-71 nephritis had been relatively 
common. The men between 35 and 40 were specially 
susceptible, and the proportion affected was much greater 


in the eastern than the western field, in the infantry than 
the cavalry and engineers. Damp undoubtedly played a 
chief role, and the frequency was greatest from October to 
December and in March and April ; some cases were pre¬ 
ceded by various infections, such as sore-throat, boils, 
enteric fever, or dysentery. In many cases cedema and 
serous effusion rapidly occurred ; the urine was diminished, 
in 50 per cent, of cases blood appeared in it and much 
albumin, 6 to 8 per mil. or more. Retinitis was not seen. 
The picture was of a glomerulus affection combined with 
some tubular degeneration. The prognosis was good, the case 
mortality not reaching 1 per cent. In the discussion Dr. 
Goldscheider (Berlin) and Dr. JuDgmann (Berlin) among 
others emphasised the infectious origin, the former stating 
that in 25 per cent, of cases no exposure had occurred. Dr. 
Th. Rumpel (Hamburg) gave an account of a forced march 
in full kit, after which 24 per cent, of the men had more 
than a trace of albumin, 80 per cent, hyaline and granular 
casts, 25 per cent, red blood cells (35 per cent, even gave a 
benzidin reaction), and 20 per cent, had acetone and aceto- 
acetic acid in the urine. Dr. Citron (Berlin) had generally 
noticed an antecedent (5-14 days previously) febrile affection, 
and in 90 per cent, of cases this was a streptococcal tonsillitis; 
he practised tonsillectomy with good result. Points men¬ 
tioned by others were the almost complete immunity of 
officers ; a desquamation of forehead and head noticed in 
two-thirds of the cases at the end of the third week ; the 
occurrence of splenic enlargement (in 6 per cent.) and of 
eosinophilia (in 10 per cent.). Dr. Rostoski (Dresden) was 
frequently able to isolate typhoid bacilli from the urine and 
Dr. Porges (Vienna) a streptococcus. 
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OXYDOL OINTMENT. 

(New Oxydol Products, Limited, 23, Fitzroy-square, 
London, W.) 

The successful incorporation of active peroxide of hydrogen 
with a fat deserves attention, for the resulting ointment 
means that a powerful antiseptic and a substance promoting 
healing may be introduced in this way. We have examined 
two specimens of oxydol ointment, one of which occurs in the 
form of cream and the other as a stick. Both are of a clean 
white opaque appearance, and both give a large quantity of 
oxygen when suitably treated. This oxygen is available for the 
treatment of wounds, cuts, burns, and so forth. The ointment 
has already given very good results with eczematous patches, 
and it has a rapid healing effect on chapped lips or hands. Itis 
reasonable to think that the unguent penetrating the pores 
of the skin takes with it the oxydol or peroxide of hydrogen. 
We do not remember to have met with an ointment before 
which carries and keeps intact active peroxide of hydrogeD. 
The innovation suggests many applications in which it is 
conceivable that nascent oxygen would be of service. It 
is stated to be very useful in the treatment of chilblains and 
in frost-bite, while in one report we have received it appeared 
to give good results in cases of impetigo. The ointment is 
perfectly uniform and is stable. 

ASPIRIN. 

(Pickard, Ive, and Rankin, Limited, Walmer Chemical 
Works, Walmer-road, Nottinc; Hill, London, W.) 

The makers state that this specimen is an entirely British 
product and we have no reason for doubting that it is 
identical with acetyl-salicylic acid. It is a clean, white 
crystalline powder which, as we have found, fulfils the 
requirements of the British Pharmacopoeia. It yielded 
practically no mineral matter on incineration, and gave no 
evidence of the presence of free salicylic acid, which is, 
perhaps, the most important test. 

SOLAC. 

(Solac Limited, 221, Tottenham Oourt-koad, London, W.) 

Solac, which has been described as synthetic milk, was 
fully examined and reported on by us in our issue of 
Dec. 4th, 1915. The product then showed a composition 
similar to that of ordinary milk, but it has since occurred 
to the makers to increase the proportion of fat, and we 




24 The Lancet,] 


NEW INVENTIONS. 


[July 1,1916 


think the idea is a good one. According to onr analysis 
we find that this special solac contains 7 24 per cent, of fat 
present in the same highly emulsified and suspended state 
as is the case with natural milk. The total solids 
amounted to 15'98 per cent These results represent, in fact, 
the composition of cow's milk with the amount of fat doubled. 
It seems to us to be a valuable fatty food, which on 
account of its easy assimilability should be of service in 
cases where rapid nourishment is required and particularly 
in wasting diseases. It, moreover, possesses a high energy 
value. Its taste strongly resembles ordinary milk, as does its 
appearance ; it is soft and creamy. 

TINTARA WINE. 

(Burgoyne and Co., 5, Dowgate-hill, Cannon- 
street, London, E.C.) 

This is a typical Australian red wine, full-bodied and of 
rich colour. It approaches in character, comparing it with 
European wines, the burgundy of France, and its analysis 


gives similar results. The grapes produced in Australia are 
of a luscious character, and accordingly the product is, as a 
rule, of a generous description. In our opinion these wines 
in regard to flavour are often more appreciated when 
slightly diluted with water. The taste then is mellow and 
quite non-acid, and resembles that of the similar French 
wines closely. Adding water, of course, means thinning 
the full-bodied wine down to one of a more delicate kind. 
Thin, delicate wines do not, as a rule, bear dilution well. 
The robustness of this wine is evidenced in the following 
analysis which we have made: Alcohol by weight, 12 38 per 
cent., equal to 26 82° proof spirit, and therefore imported 
under the low rate of duty; extractive matters, 3 47 per 
cent. ; mineral matters, 0 37 per cent. ; volatile acidity 
reckoned as acetic acid, 0 05 per cent. ; fixed acidity 
reckoned as tartaric acid, 0 45 per cent. ; sugar, 0 54 per 
cent. The mineral matters contained distinct quantities of 
both phosphates and iron. The wine is the genuine fermented 
product of the grape, and is thoroughly wholesome. 


Jtefo Jitktitians. 


DIFFERENTIAL STETHOSCOPES. 

Interest in the relative intensities of the heart sounds 
has revived recently. This has led to many inquiries as to 
the relative merits of the differential stethoscopes designed 
by Oertel and by Bock. 

The Oertel etethwoope consists of a chest piece to which a 
metal tube is attached ; in this tube there is a slit which 
can be opened, and the width of the opening can be read on 
a scale. A second tube slides over the one with a slit, and 
can make the slit of any length up to 4 cm. To 
the end of this tube a Y tube is fitted which is 
attached to the tubes of a binaural stetho¬ 
scope. The arrangement provides a stetho¬ 
scope with a window the area of which can be 
varied at pleasure and measured accurately. 

The method of using it is to make the width of 
the slit 1 mm., and then slide the outer tube 
towards the graduated end until the slit is 
covered completely. The chest piece is then 
applied over the apex of the heart and the slit 
uncovered until the first sound cannot be 
heard. On shortening the slit the sound is 
heard again ; the length of the slit when the 
first sound is just lost is noted. The slit is 
once more covered by the sliding tube, and then the chest 
piece is transfered to the aortic site and the slit uncovered 
again until the second sound is just lost. The length of the 
slit is noted again. In normal cases the size of the window 
necessary for the first sound at the apex to be lost is twice 
that required to prevent the second sound at the base 
reaching the ears. If the heart is beating vigorously, and 
making very loud sounds, the slit must be opened to 2 or 
more millimeters. However loud the heart sounds, their 


The Oertel stethoscope, 
intensities can be measured by this instrument because not 
only does sound escape through the window, but also 
external sound is admitted which overpowers the sound 
of the heart. This makes it obvious that for successful 
results the instrument must be used in a quiet room or in 
one with a constant noise. 


The Book differential stethoscope depends upon a different 
principle. It consists of a conical chest piece attached to a 
circular box which is divided into two compartments by a 
thick metal diaphragm which is pierced by a small hole. Into 
this hole a cone of metal can be inserted until the aperture is 
completely closed. When the hole is closed, air-borne sounds 
are stopped. In a well-made instrument with the diaphragm 
set correctly the screw moving the oone turns quite easily 
until the hole is completely closed : if adjusted badlythe screw 
becomes stiff some distance before it comes to a stop. The 
pointer should be set at 100 when the hole is closed. The 
method of using the instrument is by opening the aperture 
by one complete revolution of the screw, placing the chest 
piece over the apex of the heart, and turning the screw until 


the first sound is no longer heard. The position is noted ; 
the average position is 80. The pointer is turned back again 
to about 10, the stethoscope is applied to the aortic site, and 
then the pointer turned until the second sound is lost. This 
occurs on the average at about 60. That is to say, the 
intensity of the first sound at the apex is audible when 
the hole in the diaphragm is half the size of that necessary 
for the conduction of the sound produced by the second 
sound over the aortic site. Emphysema and a thick chest 
wall diminish the amount of sound conducted, but do 
not alter the ratio. Sometimes the heart beat is so 
vigorous that it can be heard when the hole is 
closed and the pointer is at 100. This is due 
to conduction through the solid part of the stetho¬ 
scope. To overcome this, which is a rare event, 
a felt ring may be interposed between the stetho¬ 
scope and the chest wall or some poor conductor 
of sound introduced between the instrument and 
the rubber tubes. In order that observations of 
any value shall be obtained, the sound must be 
air borne and not transmitted through solids. 

In my experience, the Bock stethoscope has 
proved the more useful because it can be 
used in comparatively noisy surroundings, and 
there is but a small percentage of hearts in which 
the sounds are conducted when the diaphragm is 
closed. The Oertel stethoscope can compare 
intensities however vigorous the heart, but for 
accurate work it requires an absolutely quiet room. 
Messrs. Allen and Hanbnrys, of Wigmore-street, London, 
W., have made satisfactory Bock stethoscopes, and Messrs. 
Down Bros., of St. Thomas's-street, S.E., are making both. 

O. Leyton, M.D., D.Sc. Lond., F. R.C.P. Lend., 
Physician to the London Hospital. 
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DOWN BROS.’ SPECIALITIES. 


The Wallace-Maybury Extension Splint (with Down Bros.’ 

Improved Mechanism). 



The advantage claimed is that extension is applied without imparting 
unnecessary movement to the limb. 


GRAND PRIX. 

Paris, 190® Brussels, 1910. Buenos Ayres, 1910. 



And GOLD MEDAL, Allahabad, 1910. 


MANUFACTURED BY 

DOWN BROS., Ltd., ! r u SS” 

21 & 23, St. Thomas’s St., London, S.E. 

(Opposite BUYS HOSPITAL.) 

Factory: KING’S HEAD YARD, LONDON, S.E. 

Telegraphic Address : "DOWN, LONDON." Telephone: HOP 4400(4 lines). 




SUN GIB'S] 






Consisting of nearly pure PEPTONS and 
, EXTRACTIVES from the ARTIFICIAL 
I DIGESTION of MEAT. 

[ Five Suppositories contain the Ex¬ 
tractive of 20 ounces of Meat in 
addition to the Peptone. 

R. H. Bouchikr Nicholson, Esq., Hull 
- Infirmary, in a case of Gastrostomy, says:— 
g •• The Beef Suppositories (made by Slingeb 
ps & Son, York) were of much benefit , the man 
saying he felt great comfort from Uieir use. 
® The man was saved the pangs of starvation 
Qfrom which he was fast sinking when 1 
g first saw him.” 

Manufactured only by RAIMBS A CO. 
(Successors to Slinger A Son), Wholesale 
Druggists, York. Wholesale Agents : 
Messrs. Newbery A Son, 27 A 28, Charter¬ 
house-square, London, B.C. 

May also be had of all Wholesale Druggists 
and Chemists' Sundrymen. 


n isPEHsmc BOTTLES & PHIALS 


cuuC fxkefiahccL enfu 
{lom. titeJfiuatT 
wJUcLid, cecea. 


Lowest 

Market 

Prices 

Charged. 


(i Cadbury Boumvillc .) 


CLEAR BLUE TINTED, plain or graduated. TiOWftBt 

3 and 4 ounce. 6 and 8 ounoe. tv Z.x 

is ounoe. Market 

WHITE PHIALS, plain or teaspoons. Prices 

4 ounce. 14 ounoe. _ Charged. 

1 ii 2 „ 

BLUE LOTION BOTTLES, all sizes. 

CORKS. Superior quality. No advance In price. 

6 arid 8 ounoe ... ... lOd. per gross, in 6 gross bags. 

Vials . 9d. per gross, in 3 gross bags. 

Delivered free within seven miles, and to certain stations. Particulars 
m application. -—— 

I. ISAACS & CO., Glass Bottle Manufactarers, 
106, Midland Road, St. Pancras. London, N.W. 

Or ISLINGTON BOTTLE COMPANY, 

7, New Inn Yard, Tottenham Court Road, London, W. 

Orders sent to either establishment have attention. 

Established 100 years. 

Banken : London County and Westminster Bank, Bloomsbury Branch 
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HYPODERMIC 

PREPARATIONS 

Put up in Boxes of 12 Ampoules of I c.c. each. 

ADRENALINE. 

APOMORPHINE. 

ATROPINE. 

CAFEINE. 

CACODYLATES (all). 

CAMPHOR IN OIL. 

COCAINE. 

COLLARGOL. 

DIGITALINE. 

ERGOTININE. 

ETHER. 

GLYCEROPHOSPHATES (all). 
HUILE GRISE (all strengths). 
MERCURY CYANIDE. 

MERCURY BENZOATE. 

MERCURY BINIODLDE. 
MORPHINE. 

QUININE. 

SPARTEINE. 

STRYCHNINE. 

&c., &c. 


GELATINE SALINE SOLUTION. 


ELECTRIC COLLOIDS 

For Intravenous Injections. 

Put up in :— 

Boxes of 6 Ampoules of 5 c.c. 

»» M 10 c.c. 

In Phials ... 50 c.c. 

ELECTRIC COLLOID SILVER. 
ELECTRIC COLLOID GOLD. 
ELECTRIC COLLOID PLATINUM. 
ELECTRIC COLLOTD SELENIUM. 

For Intramuscular Injections. 

Put up in :— 

Boxes of 8 Ampoules of 1 c.c. 

IODEOL (electric Colloid Iodine). 

For Urethral Injections. 

Put up in :— 

Boxes of 6 Ampoules of 2 c.c. each, or in 
Phial of 45 c.c. 

IODARGOL (special Colloid Iodine). 


CHEMICAL COLLOIDS 


An Hiemostatic for intravenous injection 
in case of severe Hoemorrhagia, put up 
as following:— 

Box of 2 Ampoules of 20 c.c. 

,, I, 30 c.c. 

In Syphon Ampoule of 60 c.c. 
i, ii 125 c.c. 


For Oral Administration. 

BIOSULFOL: colloid sulphur (entirely absorbed) 

For Intramuscular Injection. 

CUPRASE, colloidal oopper reduced in the 
presence of albumosic acid. 


PLASMA MARIN ISOTONIC. 

Put up as following :— 

Box of 2 Ampoules of 10 c.c. 

„ „ 30 c.c. 

Syphon Ampoule of 60 c.c. 

,, i, 125 c.c. 

„ „ 250 c.c. 

,, ,, 500 c.c. 


Auto-Injecteur. —A special apparatus for intra¬ 
venous injections of massive dosage ampoules. 


Put up in :— 

Boxes of 8 Ampoules of 5 c.c. each. 

Cuprase is the most successful colloidal copper 
preparation for the medical treatment of Cancer. 


See report in the Proceedings or the 1 loyal Society of 
| Medicine. February. 1912. 


Samples of BIOSULFOL and CUPRASE 
with complete Literature and Clinical Reports 
sent on application. 


THE ANGLO - FRENCH DRUG COMPANY, Ltd., 
Gamage Building, Holborn, LONDON, E.C. 

’Phone: 1311 Holborn. Telegrams: “Ampsalvas.” 
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Military Medical Home Service. 

The demand for medical officers in the army still 
continues acute, though the number of certificates 
of enrolment issued by the Central Medical War 
Committee is now considerably over 4000, while 
commissions have been posted at an average of 
over 40 a week for nearly a year. When, leaving 
our huge navy out of count, the size of our armies 
at home and abroad is considered, and when we 
remember the enormous scope of the operations 
entailed upon the Allies by their widely separated 
fronts, there should be no surprise either that 
the medical profession should be numerically 
strained by the circumstances, or that at any 
moment an excess of medical officers may exist 
at one place coincident with a demand at 
another place. The categorical statements of the 
Director-General of the Army Medical Service, 
as well as the detailed information which has 
gradually reached the country from the various seats 
of war. have, we think, dispelled the idea that 
our army has been hitherto rather enjoying a 
plethora than resenting a shortage of medical 
officers. We are glad to notice that statements to 
this effect have ceased to be made in responsible 
quarters, and this should have an effect upon 
chatterers in Parliament. 

To meet the acute calls for medical officers with 
the army vigorous steps have been taken in many 
directions by the Central Medical War Committee 
and the other committees recognised by the State as 
responsible for the supply of medical officers to the 
Navy and Army. The personnel of the medical pro¬ 
fession in England and Scotland has been scrutinised, 
local and educational authorities have dispensed 
with the services of many of their officials, and all 
over the country there are districts which have 
been gravely depleted of medical men. And as 
the urgent demand yet remained unsatisfied, some 
believed that a breaking point had been reached, 
when a wise decision not to limit the offer of com¬ 
missions in the Royal Army Medical Corps to 
medical practitioners under 45 years of age was 
arrived at. Many Territorial medical officers and 
members of A la suite staffs at hospitals were, of 
course, serving in the Royal Army Medical Corps 
at a more advanced age, but the offer of commis¬ 
sions to other practitioners did not until a few days 
ago extend to those who were more than 45 years 
of age. Now, under altered circumstances, an 
appeal is made for men to accept commissions in 
the Royal Army Medical Corps, being between the 
ages of 45 and 55. The military medical service 
of these middle-aged officers will be at home, 
and they will be employed especially to free the 
_younger medical men. of whom every one who 


can possibly be spared should be serving with the 
armies in the field. The older medical officers will 
be employed with troops which are not intended to 
go abroad, and we are certain that they can meet 
all the requirements of any army prepared and 
retained in these islands against the risks of 
invasion. The hospitals staffed by the men of 
over 45 would be in perfectly safe hands, especially 
as here the part-time man can be employed, as he 
can be in the garrisons of the ports and military 
stations. 

It is impossible to estimate how large a number 
of medical practitioners there may be in the 
country between the ages of 45 and 55 who are 
available to take whole-time commissions with 
the Royal Army Medical Corps, but the in¬ 
formation possessed by the Central Medical War 
Committee is now of very precise and detailed 
character, so that in any given locality the needs of 
the community can be carefully watched—far more 
carefully, indeed, than at one time seemed possible. 
In these circumstances the supply of middle- 
aged men to take whole-time commissions in the 
Royal Army Medical Corps who are prepared to 
serve with military units anywhere in the British 
Isles, and who can be spared from the civilian 
community in which they practise, ought, we 
think, to be forthcoming. In our belief there are a 
good many medical men who fall within this 
category and who will be very pleased to avail 
themselves of the opportunity thus given of 
serving their country, and when they present 
themselves in substantial numbers there will, it 
seems to us, be very little excuse for the retention 
of the younger officers in this country. They will 
also leave the garrison duty for part-time men, an 
important point, as it is one of the many criticisms 
to which the Army Medical Service has been 
subjected that not sufficient use has been made of 
the part-time man. As a matter of fact, the local 
nature of the help that he can offer is a bar to his 
employment save in certain capacities. 


Alimentary Rest in Diabetes. 

The treatment of diabetes by fasting is not a 
new one. Guelpa strongly advocated it on the 
ground that the disease was due to alimentary 
toxmmia. His method yielded good results, although 
the theory on which it is based is not necessarily 
correct, and indeed is not generally accepted. He 
recommended cautious return to the usual diet 
after the fast, although he did not lay down a 
definite plan for doing so. Von Noorden inter¬ 
polated days of fasting and also days of vegetable 
and egg diet; but here, again, there was no definite 
plan of building up the diet after such days. 
Allen, in America, made a decided advance in 
our treatment of diabetes by making the fast the 
first step and following it up by a scheme regu¬ 
lated by urinary analysis. Briefly, the method 
is that the patient should fast till free from 
sugar. He is allowed to drink water freely, 
and can take tea, coffee, and clear meat broth as 
desired. When the 24-hour specimen of urine is 
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free from sugar 150 grammes of vegetables con¬ 
taining not more than 5 per cent, of carbohydrates 
are added, and then 5 grammes more are added 
every day until 170 grammes are reached; the 
intake is then increased by 5 grammes every other 
day, foods richer in carbohydrate being gradually 
added, until bread is reached, unless sugar appears 
or the tolerance reaches 3 grammes of carbohydrate 
per kilogramme of body weight. When the urine 
has been free from sugar for two days three eggs are 
added, equivalent to 20 grammes of protein, and 
thereafter 15 grammes daily in the form of 
meat until the patient ia receiving 1 gramme 
of protein per kilogramme of body weight, or, 
if the carbohydrate tolerance is nil, only 
i gramme per kilogramme. Fat, other than 
that contained in the eggs and meat, is only 
added when this point is reached, and then 
25 grammes of fat are added daily until the patient 
ceases to lose weight or receives not more than 
40 calories daily per kilogramme of his weight. If 
sugar returns, fasting is resumed for 24 hours or 
until the urine is free from sugar. The diet iB then 
increased twice as quickly as before, but the carbo¬ 
hydrate is not allowed to exceed half the former 
tolerance until the urine has been free from sugar 
for two weeks, and it should not then be increased 
more than 5 grammes per week. He also advised 
that when the tolerance for carbohydrate is less 
than 20 grammes of carbohydrate fasting should be 
practised one day in each week. When the toler¬ 
ance is between 20 and 50 grammes vegetables con¬ 
taining 5 per cent, of carbohydrates and one-half 
the usual quantity of protein and fat are allowed on 
one day in the week instead of the fast. If the 
tolerance is more than 100 grammes of carbo¬ 
hydrate, the intake of carbohydrate is merely 
halved one day each week. 

As often happens, different observers have been 
reaching a somewhat similar conclusion indepen¬ 
dently by another route. Garrod and Graham have 
mapped out a plan, largely by observations on the 
sugar content of the blood. Their method is less 
drastic, and therefore easier for the patient. They 
do not make him fast for more than 48 hours, even 
if the urine still contains some sugar. Then two 
days of von Noorden’s vegetable and egg diet 
follow. After this the protein intake is gradually 
increased. Thus 2-3 oz. of ham and 3 oz. of fish 
are added after the vegetable and egg days. Next 
day 3 oz. of meat are substituted for the fish. 
Another fast is advised at the end of three to 
four weeks if sugar is still present. In both 
methods the diet is cautiously pushed up, but while 
Allen's plan involves a longer fast, that of Garrod 
and Graham demands more prolonged abstention 
from starchy foods. Langdon Brown has combined 
the two procedures by testing the tolerance of the 
patieDt to potatoes soon after the meat stage is 
reached if the patient is then free from sugar. 
The tolerance of a number of carbohydrate foods 
is tested in succession, such as Jerusalem 
artichokes, green peas, apples, and milk. In this 
way a varied diet can be arrived at fairly quickly, 
and as individual tolerance to various carbohydrates 
differs, the offending item in the diet can speedily 


be detected. Attention has been focussed on these 
fasting procedures by the recent discussion opened 
by Dr. O. Leyton at the Therapeutical Section of 
the Royal Society of Medicine, when Dr. E. I. 
Spriggs reported on the experience gained at Duff 
House. It was generally agreed by the participants 
in that debate that the milder cases in later life 
usually respond rapidly to some such method of 
fasting. As to the more severe cases, it may be 
possible to free the urine from sugar for a time, 
but sometimes at too high a cost for the general 
well-being of the patient. Even in the severer 
cases, however, a modified fasting plan, not on 
such drastic lines as Allen's, will probably help 
more than any treatment hitherto followed. 

The influence of fasting on acidosis in diabetes 
is interesting and rather unexpected. Whereas 
fasting causes some acidosis in a healthy individual, 
it diminishes acidosis in diabetes. But then the 
acidosis in diabetes reaches a much higher figure 
than is ever met with in healthy persons. What 
appears to happen is that the slight acidosis of 
starvation continues in the fasting diabetic, but 
the dangerous toxic acidosis is greatly lessened. 
This points to the high degree of acidosis 
in diabetes being caused by the lavish use of 
proteins, and possibly fats, in the old-fashioned 
strict diabetic diet. Instead of saying that because 
a patient cannot assimilate carbohydrate therefore 
he must take more protein and fat, we must 
conclude that because his tolerance for carbo¬ 
hydrate is low it is not safe for him to indulge in 
an unlimited amount of other foods in the absence 
of carbohydrates. In other words, a diet carefully 
balanced at a lower level is better than a lopsided 
diet. On such a plan as this coma is much less 
likely to occur than ou the old method, and 
alkalies will not be found so necessary. While 
it is by no means true that fasting procedures 
are a panacea in diabetes, it is true that a short 
fast followed by careful graduation of the diet 
to the assimilative power of the individual is a 
decided advance on any treatment hitherto intro¬ 
duced. This can be said without hesitation, 
although the method has not been employed 
long enough yet for us to gauge its ultimate 
effect. 


Royal Microscopical Society.—A t a meeting of 
the Royal Microscopical Society held on June 21st Miss 
G. Lister, F.L.8., made a communication on the Life-history 
of Mycetozoa, with Special Reference to Ceratiomyxa, in 
whioh she referred to the work of Dr. Jahn, of the Berlin 
University, proving that the amoebulfe produced by division 
of the swarm-spores united in pairs as gametes to produce 
zygotes, from which the plasmodia grew. The nuclei of the 
zygotes had twice as many chromosomes as the nuclei of the 
gametes. In Ceratiomyxa Dr. Jahn was the first to observe 
the division of nuclei in the young sporophores prior to 
spore-formation; this was found to be a reduction division, 
and took place during the “ network ” stage of the maturing 
sporophore. To illustrate these observations lantern slides 
taken from the preparations lent by Dr. Jahn were shown on 
the screen, as well as a series of slides showing the more 
striking forms of sporangia met with among the Mycetozoa. 
Microscopical preparations and drawings illustrating the 
development of Ceratiomyxa and other Mycetozoa were 
exhibited by Miss Lister, and also a number of drawings and 
specimens of the principal genera. 



The Lancet,] 


MILK PROBLEMS. 


[July 1,1916 27 


^mutations. 

“Ne quid nimis.” 


MILK PROBLEMS. 

The issue of a work 1 which on the authority of 
the Medical Research Committee (National Health 
Insurance) gives a general view of the state of 
knowledge on the subject of milk in its relations to 
public health will attract considerable attention; 
it may do much to clear the air and help ua in regard 
to the problems still ahead. Milk problems are full 
of difficulty, and it is well to have before us the data 
in a collected form, which will enable us to appre¬ 
ciate exactly the position. Such a stocktaking is 
necessary from time to time in many matters where 
public considerations and scientific procedures 
meet, and the Medical Research Committee were 
well advised to choose the milk question as one 
of the first importance to elucidate, so far as 
researches and experience have gone. With this 
object in view they invited Dr. Janet E. Lane- 
Claypon, assistant medical inspector under the 
Local Government Board—who, our readers may 
remember, made valuable reports upon certain 
portions of the subject in 1911—to collect all the 
known materials and to make any comment which 
her wide experience enabled her serviceably to do. 
It is quite obvious that with the ominous position 
of infant mortality, when war also is sacrificing 
lives on a very serious scale, particular attention 
should be directed to nutritional questions in regard 
to milk the replies to which may save thousands of 
infant lives. Infant nutrition needs to be more 
seriously taken in hand than ever before, and it is 
somewhat of a reproach to our scientific observers 
that the present state of our knowledge is not more 
satisfactory. We know that infant mortality bears 
a decided relationship to methods of defective feed¬ 
ing, but we are still in need of more accurate 
information in combating the waste of life from 
this cause. Physiology, chemistry, bacteriology, 
and other branches of science have been equally 
appealed to for assistance, and a certain amount of 
real practical help has been furnished, but we still 
lose too many children from what, for want of a 
better name, we call malnutrition. When it is con¬ 
sidered that milk is merely an emulsion of fat, 
associated with proteins; carbohydrate, and mineral 
salts, the constitution of which is definitely known, 
the physiological chemistry would appear to be 
simple. It is not, however, the chemistry alone 
of milk that is concerned, for milk is not made 
in the chemical factory, but is the product of a 
highly organised mechanism in which so many 
vital factors are concerned. Dr. Lane-Claypon is 
inclined to discount any vitalistic theory in regard 
to the efficiency of natural milk as a constructive 
in infant feeding. Thus in reviewing the sub¬ 
ject she refers to the “ so-called ” biological pro¬ 
perties of milk, to the “ alleged ” production of 
Barlow’s disease and rickets by the use of heated 
milk for infants, and to vitamine theories 
which give results that are “ somewhat frag¬ 
mentary." But she admits that milk contains 
substances of (at present) unknown composition 
which are essential for the life of the animal 


» Milk, and its Hygienic Relations. By Janet, E. Lane-Claypon, M D 
n.Bc. I.onct. Published under the direction of the Medical Itesearc] 
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where milk is the sole dietary, adding that there 
is no evidence to show that these substances are 
destroyed by boiling, especially when the heat is 
not applied for prolonged periods and when a tem¬ 
perature not exceeding boiling point is used. The 
loss of vitamine, she says, if it occurs, is evidently 
not sufficient to affect the nutritive value of milk, 
“ as has been abundantly shown in the preceding 
chapters." This statement in defence of boiled 
milk would appear to indicate that Dr. Lane- 
Claypon regards the retention of vitamines intact 
as important and that no objection can be made to 
boiling inasmuch as this process does not destroy 
these substances. The report threatens to revive 
the whole controversy of the merits and demerits 
of boiled milk, in connexion with which, amongst 
other matters, the facts collected in this volume 
give valuable evidence. It is noteworthy that Dr. 
Lane-Claypon dismisses practically all biological 
influences, so that enzymes or ferments are ruled 
out as playing any possible r61e in nutrition. 
These conclusions do not on their face appear 
to harmonise with modern work on the subject 
of nutrition, nor do they quite fit in with the 
view that ferments or enzymes are essential as 
activators in the great nutritive processes. 
Recent observations tend to show that a chemi¬ 
cally ideal or physiologically balanced diet does 
not necessarily nourish its consumer unless there 
are present certain substances ; while it is difficult 
to believe, to take a familiar example, that a hard- 
boiled egg, with its albumin stiffly coagulated, can be 
dietetically as serviceable as a raw or lightly cooked 
egg. Too much stress,however, cannot be laid on this 
argument, as one of the first stages in the natural 
digestion of milk is the coagulation of the caseinogen. 
But research has in fact shown, as we should expect, 
that from an absorption point of view all is in 
favour of the raw egg, while boiled milk means 
that multiple changes take place not only in regard 
to the albumin of the fluid, but also to its other 
constituents. Boiling as a safeguard against 
bacterial infection is, of course, sound enough, but 
it cannot be that milk so treated is chemically, physio¬ 
logically, or physically the same as the milk direct 
from the breast. Yet, in spite of these considera¬ 
tions, the evidence of practical experience appears 
to show that certainly in a large number of cases 
milk does not lose any of its nutritive value by 
boiling. Dr. Lane-Claypon shows that some children 
thrive better on raw milk, others on boiled milk, 
and therefore we must conclude that individuality 
is a grand factor in the situation. 


THE INFLUENCE OF SPINAL ANESTHESIA ON 
BLOOD PRESSURE. 

Spinal anaesthesia is not so generally adopted as 
perhaps it deserves to be owing to the variable and 
contradictory results obtained, some surgeon s having, 
after repeated trials, abandoned the method. In 
order to ascertain whether spinal anaesthesia has 
any undesirable effect on the blood pressure in com¬ 
parison with general anaesthesia by ether and chloro¬ 
form, Dr. Pietro Amaglio made a aeries of observations 
which are recorded in II Morgagni (Part 1, No. 5, 
May 31st, 1916). The anaesthetic used was a 5 to 
10 per cent, solution of novocaine, and observations 
were made with a Riva-Rocci sphygmomanometer 
on 37 cases. It was found that the arterial pressure 
was sensibly affected in 16 of the cases, in some 
slightly, not exceeding a diminution of 5 mm. and 
of small duration, returning to normal towards the 
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end of the operation with the gradual return of 
sensation; in others the effect was more decided 
and persistent, a diminution of 15-20 mm. requiring 
injections of infundibulin and camphor to restore 
it. The maximum observed was a diminution of 
45 mm. In the remaining 21 cases there was no 
appreciable effect on the arterial blood pressure. 
These results are somewhat different from those of 
Solaro and Borghi, who recorded a rapid and 
constant lowering of blood pressure of 10-50 mm. 
These observers, however, used a mixture of stovaine 
and novocaine. From a general point of view,there¬ 
fore, it may be accepted that spinal anaasthesia by 
novocaine alone has little influence on the arterial 
pressure, and that in those cases in which it is 
affected the lowering is usually transitory, and that 
when it is persistent the administration of the usual 
remedies will restore it to normal in a short 
time, varying from a few hours to a maximum 
of 24. Dr. Amaglio considers that spinal anaes¬ 
thesia by novocaine merits a more extensive 
practical application in view of the researches of 
Dialti and Poz/.illi on the influence of ether and 
chloroform narcosis on the blood pressure, which 
was decided. For whereas in ether narcosis there 
is a preliminary period of a marked rise in arterial 
pressure which then returns slowly to normal, 
chloroform narcosis, on the other hand, produces 
from the commencement a noticeable lowering, 
which is sometimes restored after a longer or 
shorter time, but which at other times persists or 
becomes so accentuated as to threaten life. Ether 
being in this respect preferable to chloroform, by 
comparison spinal amesthesia having very slight 
influence on the blood pressure should be logically 
preferable to either. 


THE CARNEGIE UNITED KINGDOM TRUST AND 
INFANT AND MATERNAL WELFARE. 

We understand that the Carnegie United Kingdom 
Trust, desirous of obtaining a comprehensive report 
upon the provision made throughout the country 
for promoting the physical welfare of mothers and 
infants, have prepared a schedule containing a 
large number of questions indicating the scope of 
the inquiry and the aspects of the subject upon 
which information is sought. Copies of this schedule 
have been sent to the medical officers of health of 
the larger sanitary districts, together with a copy 
of a letter signed by Dr. E. W. Hope, the medical 
officer of health of Liverpool, requesting that the 
required information should be sent to him in 
order that the Carnegie trustees “ may be in a 
position to decide what steps of a practical nature 
can be taken by them (if any), and generally to 
assist in the solution of the problems in ques¬ 
tion.” The schedule, which covers the ground in 
a fairly comprehensive manner, is divided into 
seven sections. Section A contains inquiries into 
the general sanitary condition of the district. 
Section B concerns itself with the activities of 
local authorities with special reference to infant 
and maternal welfare; while Section C requires 
similar information in respect to the activities of 
voluntary agencies. Section D is devoted to the 
Poor-law aspect of the question; Section E to 
information connected with midwives; Section F 
to education in mothercraft, and under Section G 
space is provided for general observations by the 
medical officer of health of the district. It is 
satisfactory to know that the Carnegie trustees are 
taking a practical interest in the very important 


subject of infant and maternal welfare, and that 
they have apparently platted the matter in the 
hands of Dr. Hope in order that he may draw up 
a report on the matter; but we must, at the 
same time, express surprise at the manner of 
conducting the inquiry. We should have thought 
that all the required information would have 
been in the possession of the Local Government 
Board, and that it might have been obtained 
from them direct without troubling medical officers 
of health to fill up special inquiry forms for 
the Carnegie trustees giving information which 
these officers have doubtless already supplied to the 
central public health authority. Medical officers 
of health have nowadays a very large number 
of official returns to fill up—some think far too 
many—and, at the present time, when most of 
them are short of staff owing to the exigencies 
of war, it is rather surprising that this additional, 
and, as it seems to us, unnecessary, burden is sought 
to be placed upon them. Dr. Hope’s letter to the 
medical officers of health of the districts to which 
the schedule of inquiry has been sent is vague 
as to the use to which the Carnegie trustees intend 
to put the information on infant and maternal 
welfare once they have got it, and it is unfortu¬ 
nate that he was not a little more explicit 
on the point. This branch of public health 
work is at present under the control of two 
Government departments—i.e.. the Local Govern¬ 
ment Board and Board of Education—both of 
which are empowered to make grants of public 
money to assist in financing local schemes. It is 
to be hoped that the Carnegie trustees do not 
intend to make an already complicated position 
more complicated; the proverb of too many cooks 
spoiling the broth is none the less true because it 
is trite, and it would be sad if it became applicable 
to the activities of those who have at heart the 
welfare of mothers and children in this country. 


EMPYEMA AFTER PNEUMONIA. 

Pneumonia is without doubt the commonest 
cause of empyema. Empyema is no less one of 
the commonest sequels of pneumonia. Dr. G. 
Nilson 1 has met with 32 cases of empyema 
among 465 patients treated for pneumonia at the 
Karlskrona Seamen’s Hospital between the years 
1903 and 1915, and discusses the treatment of the 
condition. Borelius, describing in 1914 34 cases of 
metapneumonic empyema met with at Lund, found 
that 12 recovered after a single thoracocentesis and 
withdrawal of the pleural exudate, while 5 more 
recovered after repeated pleural puncture; the 
remaining 17 required operation, the removal 
of a piece of a rib. The average durations 
of these treatments were 37 days, 107 days, and 
52 days respectively, and Borelius came to the con¬ 
clusion that primary thoracotomy, the resection of 
a piece of a rib, should therefore, be regarded as the 
normal treatment of such empyemas. In describing 
his own experience Dr. Nilson remarks that certain 
years, such as 1903. 1909, and 1915, impress them¬ 
selves as “ pneumonia years” in the personnel of 
the navy, and also as “ empyema years.” During 
such years the cases of pneumonia averaged 60 
instead of the usual 35, and the percentage 
developing empyema rose from the average 7 per 
cent, to 11 per cent. The empyema declares itself 
four or five weeks, on the average, after the 
beginning of the pneumonia; the three earliest 

1 Nordiskt mod. Arkiv. Stockholm. 1915. xlvili., Aid. I., Klrurjfi, hft.2. 
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cases occurred 8, 9, and 11 days respectively after 
the onset. Borelins lost 7 out of his 34 cases of 
empyema; Dr. Nilson lost 3 out of his 32, 1 from 
spread of pneumonia to the other lung, 1 from 
multiple arthritis and heart failure, and 1 died 
suddenly during apparent convalescence two months 
after the operation, death being due to embolism of 
the pulmonary artery by a clot from tile left hypo¬ 
gastric vein. In operating for empyema, Dr. Nilson 
resects four or five inches of rib, and clears out any 
collections of fibrin he may be able to reach in the 
cavity. Recovery, he finds, takes place in 13 weeks, 
on the average, but is more rapid in the cases with 
small collections of pus, and slower in those with 
large collections. Thus in 3 of his 32 patients the 
amount of pus in the pleural cavity was less than 
one litre ; one patient died, the other two recovered 
in 7 or 8 weeks. In 18 cases the pus amounted to 
between one and two litres; the average duration 
of the post operative treatment was 12 weeks. In 
9 instances the quantity of the pus was between 
two and three and a half litres, and the after- 
treatment averaged 16 weeks in length. One 
patient yielded four and a half litres of pus, and 
was still under treatment 19 weeks later; one 
patient yielded seven litres,' or 12 pints, of 
pus, and recovered in 24 weeks. Dr. Nilson’s 
patients were mostly young men aged between 20 
and 28; he remarks that 3 died, 2 were still 
under treatment when he wrote, and that the 
remaining 27 made good recoveries and did not 
require any thoracoplastic operations for failure 
of the lung to expand. He concludes that his 
figures prove the advisability of treating meta- 
pneumonic empyema in adults by primary resection 
of a rib, while thoracocentesis may prove satisfac¬ 
tory in the cases of children with small empyemas 
after pneumonia or with pleural exudates that are 
almost serous in character. 


THE INSUFFLATION OF SULPHUR IN THROAT 
AFFECTIONS. 


Blowing flowers of sulphur on to a throat 
exudation was probably a not unusual remedy 
among medical men in the past, although on 
the authority of Professor C. G. Baumler 1 it 
was first recommended by Legauterre in 1866. The 
proceeding seems to have fallen into disrepute 
in the metropolis about the time when the 
first hospitals of the Asylums Board were being 
opened in the “seventies.” Sulphur, although 
attacked by living protoplasm, is probably quite 
unaltered by a mucous membrane—Bruce and 
Dilling state categorically that it remains unaltered 
in the stomach—and the application partook more 
of the nature of a rite than of serious treatment; 
it was akin to placing a stick of solid sulphur in a 
dog’s drinking water which was at one time supposed 
to protect the animal from eczema. Doubtless the 
insufflation of sulphur persisted longer outside 
London and as a popular remedy. A letter in 
The Lancet of Jan. 26th, 1895, compares the 
efficacy of sulphur and antitoxin in the treatment 
of diphtheria, concluding in favour of the former, 
and the following issue contained a statement 
by another correspondent to the effect that 
“ sulphur is a most excellent remedy in all 
ulcerative throat affections.” Quite recently Sir 
William Whitla states in the latest edition of his 
“ Ele me nts o f Pharm acy ” : “ Sulphur is a popular 


1 On the Use of Sublimed Sulphur as a Local 
Diphtheria, Brit. Med. Jour., March 3rd, 1894, p. 459. 
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local application to the false membrane in diph¬ 
theria, either as a gargle or insufflation.” It is 
therefore not altogether surprising to have a tragic 
reminder of its possible evil consequences in the 
report of a recent inquest at Newport (Mon.) at 
which medical evidence was given to show that 
the death of a girl of 9 years was due to asphyxia 
caused by the presence in the larynx of flowers of 
sulphur which had been blown there by the girl’s 
mother who had heard of it as a remedy for 
diphtheria. Dr. Rees Morgan, who made the post¬ 
mortem examination, informs us that the practice 
in question is still quite common in South Wales 
and Monmouthshire. Some sulphur is shaken on 
a sheet of paper, which is then rolled up into a 
tube, one end of which is placed as far as possible 
down the patient's throat while the operator blows 
into the other end. Now that publicity has been 
given to the danger of the practice as well as to its 
uselessness, it will, we hope, die out altogether. 


THE METROPOLITAN WATER-SUPPLY. 

March, like February, was on the whole a wet 
month, the mean rainfall at 12 stations which have 
been selected as giving equal representation for all 
parts of the Thames basin being 4’58 inches, which 
is 2’47 inches above the average mean rainfall for 
this month during the previous 33 years. The 
result was a deterioration of the raw river 
waters, as judged by the albuminoid nitrogen, per¬ 
manganate, turbidity, and colour tests. Similarly, the 
filtered waters showed some falling off or showed 
no change by chemical tests or in regard to colour. 
The filtered waters, however, generally speaking, 
showed a high standard, and whereas 100’0, lOO’O, 
and 34’8 per cent, of the samples of raw Thames, 
Lee, and New River water respectively contained 
typical B. coli in one cubic centimetre (or less) of 
water, 81’7, 69’6, and 65’5 per cent, of the filtered 
water samples derived from the Thames, Lee, and 
New River respectively contained no typical B. coli 
even in 100 times as much water—namely, 100 cubic 
centimetres. The efficiency of the storage and 
filtration processes is thus again made evident and 
the metropolis enjoys an immunity from water¬ 
borne disease. _ 


HERPES ZOSTER AND VARICELLA. 

In the British Journal of Dermatology for 
January-March of this year is an article by Dr. F. 
Parkes Weber on two cases of herpes zoster asso¬ 
ciated with a generalised eruption of varicella-like 
spots. From the precis of the literature given by 
Dr. Parkes Weber it can be gathered that such 
cases are not infrequent and constitute a group of 
considerable interest and not a little obscurity. 
The first case is that of a male aged 59, suffering 
from chronic lymphatic leukaemia, who after a 
fortnight’s treatment with arsacetin developed an 
eruption of typical herpes zoster over the right 
shoulder. Five days later a generalised but scanty 
eruption of varicella-like spots appeared; they were 
scattered about the trunk and gradually disappeared 
without causing any trouble, whereas the zoster was 
followed by depressed scars covered with dark scabs. 
The second case was a woman aged 60, who de¬ 
veloped typical herpes zoster in the distribution of 
the left trigeminal nerve. The attack was severe, 
the herpes soon becoming confluent and partly 
hEemorrliagic, with much cedema of the whole face. 
The preauricular glands and those along the 
anterior border of the stemomastoid were very 
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enlarged and tender. After a week a generalised 
vesicular eruption like varicella, very scattered, 
appeared over the trunk and extremities. It vanished 
gradually after some two weeks, but the herpes did 
not disappear completely till some two months had 
elapsed. In some of the recorded instances the 
so-called varicella has preceded the outbreak of the 
herpes zoster, in others the two have been practi¬ 
cally synchronous, while in others still the varicella 
has been subsequent to the herpes, as in Dr. Parkes 
Weber’s cases. Were it merely a question of the 
two conditions occurring thus together or in close 
relation to each other, the problem would be less 
baffling than it will be seen to become when the 
following additional facts are borne in mind. In 
some cases reported by Bokay at the International 
Medical Congress of 1909 (Budapest) one child in 
a family developed typical varicella ten days after 
an eruption of herpes zoster in another child in the 
same family. A considerable number of such cases 
have been put on record: zoster following varicella 
in different members of the same family or 
varicella following zoster. Further, in some cases 
of apparently ordinary varicella the rash shows local 
zoster-like grouping of the vesicles, which may 
be associated with pain. Various hypotheses have 
been put forward to account for these curious 
phenomena. It has been suggested, to begin with, 
that herpes zoster and varicella are due to identi¬ 
cally the same cause or morbid agent, some as yet 
unrecognised virus or organism. If this were so, 
as Dr. Parkes Weber remarks, we should expect to 
And frequent cases of herpes in varicella epidemics. 
As a matter of clinical fact this association is not 
found. Nor is the association of herpes and vari¬ 
cella in the same individual noted as an occurrence 
in epidemics of the latter. Again, in many cases of 
herpes of the symptomatic variety it seems possible 
to exclude the action of any varicella virus, in the 
sense that the herpes is adequately accounted for 
otherwise. Heim has suggested that the unknown 
microbe of varicella may under certain as yet 
obscure conditions give rise to a localised erup¬ 
tion resembling herpes zoster, and that this 
again may further give rise to a varicella- 
like rash. There is, it may be remarked, no 
a priori reason why true herpes zoster and true 
varicella should not occur more or less simul¬ 
taneously in the same individual; some, at least, of 
the reported instances might thus be explained. 
It should be borne in mind, also, that histological 
evidence shows that the spinal manifestations of 
herpes zoster, while in part definitely localised, 
are also diffuse, and it is therefore quite conceiv¬ 
able that in certain cases the rare and scattered 
varicella-like vesicles accompanying an attack of 
zoster are due to diffusion of the herpetic virus in 
the nervous system. In this connexion the analogy 
of acute poliomyelitis is instructive; the mani¬ 
festations of the virus of that disease are diffuse, 
although it is undoubtedly massed in the ventral 
cornua. Sometimes the virus of poliomyelitis 
“ overflows ” and sensory phenomena result; some¬ 
times the postulated virus of herpes overflows 
and motor phenomena result. Perhaps the chief 
difficulty in the whole question of the possible 
relation of herpes zoster and varicella is one of 
interpretation. Thus one observer in a case of 
herpes with generalised eruption said that the 
eruption “ looked like ” a bad attack of varicella. 
There is the problem. A typical case of herpes 
zoster and a classical case of varicella occasion no 
diagnostic hesitation; but when varicella is clus¬ 
tered, and when herpes is diffluent or scattered, 


difficulties arise. On the margins of the affected 
segmental cutaneous area or areas in herpes the 
clinician will not infrequently find more or less 
isolated vesicles, but these do not embarrass him 
because of the massing of the rest of the eruption. 
A consideration of the interesting data which Dr. 
Parkes Weber has collected serves to accentuate the 
feeling that light will be thrown on not a few of 
the hitherto insufficiently studied exanthemata by 
research along the lines of their serology and the 
condition of the cerebro spinal fluid in such cases, 
and that the occasional nervous symptoms and 
accompaniments of the exanthemata are of greater 
significance than their rarity leads the observer to 
suppose. 


ANNUAL REPORT FOR 1914 OF THE 
REGISTRAR-GENERAL. 

By John F. W. Tatham, M.A., II.D.Dub., 
F.R.C.F.Lond. it Irbl., D.F.H , Ac., 

LATH SUPFRISTEEDSKT OF STATISTICS, GENERAL REGISTER OPFICK. 


II. 1 

Standardised Death-rates. 

In the reports of the Registrar-General issued since the 
last Census the term “ standard death-rate ” has been sub¬ 
stituted for the term "corrected death-rate” previously 
employed in this country. This change has been made at 
the suggestion of Dr. Cressy Wilbur, chief statistician to the 
American Census Bureau, who applied it in the compilation 
of the Census Bulletins for 1911. In that document reasons 
are given for the adoption by the Bureau of the population 
of England and Wales in 1901 as the standard of correction 
for the death-rates. Dr. Stevenson’s arguments in favour of 
this substitution will be found in the official report for the 
Census year. 

In a condensed table in the report for 1914 both the crude 
and the standardised death-rates are stated without reference 
to age or cause in each of the four grou ps of geographical areas 
employed in these reports. The rates are also given for the 
preceding year and for the quinquennium 1906-10. In 
another table the mortalities are shown of the various sex- 
and age-groups from which the standardised rates are calcu¬ 
lated and a third table compares the mortality by sex and 
age in the various classes of area with that of England and 
Wales generally. 

As the constitution of the English population in 1914 was 
less favourable to low mortality than in 1901 standardisation 
of the death-rates on the basis of the latter year slightly 
reduces the rate of the whole country. The effect upon 
London and the smaller urban districts is insignificant, but 
the mortality of the county boroughs is increased by 3 per 
cent., whilst that of the rural districts is diminished by 15 per 
cent., the contrast between them being thus materially 
increased. Outside the metropolis mortality increases gene¬ 
rally with urbanisation, but the mortality of London is 
intermediate between that of the county boroughs and that of 
the smaller urban districts, and in the case of females is even 
lower than that of the urban districts as a whole. This is 
equally true of the four years 1911 14. As in the three 
preceding years, the proportional as well as the actual 
excess of male mortality was least in the rural districts and 
increased with urbanisation to a maximum in London. The 
evidence is therefore consistent that nrban conditions tell 
more severely on males than on females. 

In a farther table comparison is made of the mortality 
experienced in the North, the Midlands, and the South of 
England and in Wales with distinction of sex, age, and class of 
area. It shows, as did similar tables for the three preceding 
years that the standardised death-rates of the north at all 
ages considerably exceed those of other parts of England. 
Mortality in Wales falls, as usual, between that of the 
north and that of the remainder of the country. 

The detailed abstracts for 1914, which bulk largely in this 
volume, show the causes of death of males and females at 
27 groups of ages for the whole of England and for its 

1 No. I. was published In The Lancet, June 24tli, 1916, p. 1271. 
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10-15. The ages at which attack occurs therefore largely 
influences the fatality. In the year 1911 nearly half the 
deaths from diphtheria and croup occurred in public 
hospitals. 

Tuberculosis. 

The general death-rate from tuberculous affections in the 
aggregate was 1361 per 1,000,000 living, which is less than 
that of any previous year except 1913. The deaths from 
that disease were equal to 9- 7 per cent, of the total deaths. 
The death-rate has fallen to this figure notwithstanding a 
change in the constitution of the population which favours 
tuberculous mortality. Compared with the average rate 
for 1906-10 the standardised mortality in 1914 shows a 
reduction of nearly 14 per cent. For the population generally 
and for the male sex tuberculosis mortality varied in the 
same way with urbanisation, from a maximum in London 
to a minimum in the rural districts, but a higher mortality 
for women was recorded in the county boroughs than in 
London. The excess of female mortality in the county 
boroughs over that in the rural districts was 39 per cent. ; 
but for males the excess of the London rate over that 
of the rural districts was 114 per cent. It is therefore 
evident that urban conditions of life increase the risk of 
tubercle much more for males than for females. 


A PORTABLE FRACTURE BOX 

FOR USE IN FIELD AMBULANCES AND FIELD HOSPITALS. 

By St. J. Dudley Buxton, M.R.C.S., L R.C.P., B.S.Lond., 

CAPTAIN, R.A.M.C. 


The field fracture box in the equipment of each section of 
a field ambulance has been proved by experience to be out of 
date. Its contents have been found unsuitable for the treat¬ 
ment of fractures due to gunshot wounds ; plaster-of-Paris, 
now little used in field hospitals, adds considerably to the 
box’s total weight of 82 lb. It has been customary of late to 
send up to units large numbers of additional splints, and 
when field units are stationary this system has not many 
disadvantages. However, in some fighting areas it is neces¬ 
sary for all equipment to be carried on mules, and for these 
reasons I have collected and put together such splints as I 
consider most practical in the treatment of gunshot wounds 
involving bones, so that they can be carried by mule 
transport. 

Major E. B. Waggett, R.A.M.C. (T.F.), recently made a 
fracture box which weighed about 60 lb. It was suited 
for those who worked with him, but did not contain several 
simple appliances which others would look for in a fracture 
box. The box I am about to describe is much heavier 
(90 lb.), but the weight could at any time be lessened by 
throwing aside articles which some might consider dis¬ 
pensable under the circumstances in which they were placed. 
This weight is of no disadvantage if the fracture box is 
conveyed in the medical store cart, and when carried on a 
mule it can be counter-balanced by the medical comfort 
pannier, carried also in the medical store cart. Such a 
weight of 180 lb. in addition to pack-saddlery is not the 
greatest weight some of the pack-mules are able to carry. 

The box was made and fitted in the field ambulance and 
all splinting and contents are such as can be obtained from a 
depot of medical stores. The box itself measures 22 by 
12 inches, and is 16 inches deep ; these are inside measure¬ 
ments. It is made of |-inch wood with the ends of |-inch 
wood ; it is strengthened by iron girders where the ends and 
sides are joined, and by wood girders (3 inches broad) 
2) inches from each end. To each wood girder is screwed 
a 1-inch leather strap and buckle, 7 feet 6 inches long. This 
completely encircles the box, but is not fixed to the lid, and 
allows loose splints to be fixed on to the lid. Metal rings are 
attached to the leather for mule transport. A strong handle 
of thick canvas carpet binding is fastened on each end of 
the box, to allow of hand carriage. 

The lid fits tightly, but can be removed quickly by canvas 
loops tacked to it inside, which protrude when the lid is in 
position. 

On the inside of the lid (see figure) the following are 
attached : 1. An inch rule is painted. 2. Bag of tools con¬ 
taining shears (3 inch), saw and cutting pliers (as supplied 
in field fracture box for aluminium work), hammer and 
nails. 3. Six iron interruptions (7 inch) for long Liston splint, 


and screws. 4. Metal slot for bending aluminium strips, as 
in field fracture box. 5. List of contents of box. 

Contents of box (see figure).—Tow, 41b.; triangular bandages, 
150; straps and buckles, 60; tape, 2 packets; sand-bags 
(20 inches long), 30; safety-pin boxes, 3; old sheet; rubber 
adhesive plaster (7 inch) tins, 3, (2 inch) rolls, 2. 

Splinting material .—•Aluminium strips, 60-inch lengths 4, 
18-inch lengths 5; aluminium ribbon rolls, 3; 'Gooch 
splinting, roll, 1, assorted, bag, 1; vulcanite fibre, sheets, 3 ; 
pasteboard, bag, 1. 



ihovving the fracture bo* open and the inside of the lid. a, Back 
sDbnt- 6. Thomas's splint; c, aluminium strips ; <1, plaster adhesive ; 
,, ][,;po,,; case ; g, iron interruptions for Liston’s splints shown on 


Splints—Arm : Angular arm (for internal or external), 
wood 4 (N.B.—These splints can also be used for side splints 
for lea and foot, one arm being longer than the other); 
angular arm, wire, 3; straight, wire, 4; wrist, for dorsi- 
tlexion of wrist and hyperextension of lingers, iron, 1; 


^ I,eq ■ 'Thomas’s knee splint, 3; 'long Liston’B splint, 8; 
Cline’s splint, 4 pairs; 'back splint and foot-piece, 3. 

* These splints are too long to go within the box, and are 
fixed beneath the encircling straps. 


The difficulty of carrying a number of Thomas's knee-splints 
is known by everyone, and this is augmented by a supply of 
heavy ones. There are three with this fracture box, but more 
could be carried if light ones were obtainable. Some 
supplied weigh 7] lb., but this is excessive. In places 
the A.O.D. have made these splints weighing only 2^ lb., 
and of this kind more can be carried. The long Liston 
cannot be dispensed with, owing to this difficulty of carrying 
Thomas’s splints, and it is made of wood useful for the 
manufacture of other shorter splints. Only 4 lb. of tow are 
included since plenty is carried in a G.S. pannier. For the 
same reason the number of carpentering tools is limited, since 
screwdriver, saw, See , are contained in a G.S. pannier. 

My thanks are due to Captain G. W. Harris for the 
photograph from which the figure is reproduced. 


Presentation to a Medical Officer. —Captain 
Alexander Eindlater, R.A.M.C. (T.), medical officer of the 
Hendon Union, has been presented by the residents in 
Edgware, Stanmore, and the district with a purse and an 
illuminated address in recognition of his having won the 
D.S.O. for conspicuous gallantry while serving in Gallipoli. 

Order of the Excellent Crop. —Dr. .T. li. 
Watson has been granted His Majesty’s Royal licence to 
wear the Order of the Excellent Crop of the Sixth Class 
conferred upon him by the late President of the Republic of 
China in recognition of valuable services rendered. 
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SCOTLAND. 

(From our own Correspondents.) 


Scottish Midwives Association formed. 

At a representative meeting of Scottish midwives held in 
Edinburgh last week, Dr. Laura Stewart Sandeman presiding, 
it was unanimously approved that an association should be 
formed, called “ Scottish Midwives Association,” and a 
committee was appointed to make the Initial arrangements. 

The Edinburgh Medical Guild. 

The Edinburgh Medical Guild has recently sent to the 
press for publication the following rfisumb of the objects 
which it exists to provide: (1) The same free choice of 
doctor for the insured person as in private practice; 
(2) freedom from any contract other than the moral obliga¬ 
tion of the doctor to his private patient; (3) the same supply 
and quality of medicines for insured as for private patients ; 
and (4) protection against the abuse which can be made of the 
corresponding provisions under the present Acts, consisting 
in wholesale “ contracting out ” and the formation of 
medical aid institutes. 

A Catgut Industry in Edinburgh. 

A factory has been established in Edinburgh for the manu¬ 
facture of surgical catgut ligatures. The catgut used in this 
country prior to August, 1914, came from Germany, and 
since that date American gut has largely taken its place. 
The reports as to the quality of the Edinburgh product are 
encouraging. A number of leading Edinburgh surgeons have 
used it with satisfactory results in the wards of the Royal 
Infirmary, and it is also being supplied to the London and 
other hospitals. The manufacturer states that after extended 
experiments he has found it impossible to produce from 
catgut obtained under septic conditions a sterile ligature, 
by means of subsequent medication after the strings have 
been twisted and dried, without to some extent altering the 
character of the gut and impairing its tensile strength. The 
strength of the chemical solutions which require to be used 
and the length of time it is necessary to allow the catgut to 
remain in contact with them cannot be otherwise than detri¬ 
mental to the ligature. Much of the trouble experienced 
through irritation in the suture and on account of lack 
of uniformity of absorption has, he considers, been due to 
this non-scientific method of preparation of medical liga¬ 
tures. The sterile ligatures are manufactured in Edinburgh 
from the raw intestines, selected from freshly killed animals, 
to the finished article ready for immediate surgical use. The 
director of the Royal College of Physicians’ laboratory has 
made a favourable bacteriological report upon it. 

Dundee Royal Infirmary: A nnual Report. 

The annual meeting of the directors of the Dundee Royal 
Infirmary was held on June 13th, when the yearly report 
was submitted. During the year up to May 15th 4030 patients 
were admitted to the wards ; this with 322 patients remaining 
from the previous year brought the total of patients treated 
to 4352, an increase of 42 on the previous year. In the 
maternity department 309 were treated in the wards and 
532 at their own homes. The cost per occupied bed was 
£70 19s. Id., compared with £69 19s. Id. for last year. 

June 26th. 

IRELAND. 

(From our own Correspondents.) 

Irish Medical Association: Annual General Meeting. 

The annual general meeting of the Irish Medical Associa¬ 
tion was held on June 21st. in the Royal College of 
Physicians. Dr. F. W. Kidd, the outgoing President, 
presided at the opening, and the chair was subsequently 
taken by the new President, Mr. R. Marlay Blake. Mr. 
Blake, after a feeling allusion to the losses sustained by the 
Irish medical profession during the past year, referred to the 
recent alteration in the constitution of the association, by which 
the council had been diminished in size and rendered more 
efficient. During the year the protracted struggle with the 
Insurance Commissioners on the question of certification had 
been finished with the concession to the profession of the 
principle for which it had contended—that each medical 


man should certify for his own patient. There were still 
many evils to be redressed in the conditions of the 
Poor-law medical service. Up to the present a dis¬ 
pensary medical officer could be awarded a pension only 
as a favour and not as a right. He quoted the recent case 
of Mr. Kelly, of Enniscorthy, who. after 38 years’ faithful 
service, was granted a pension of £100, promptly reduced 
by the board of guardians to £50 a year. In spite of such 
prospects, posts in the Poor-law medical service were eagerly 
sought for, and while there was competition guardians would 
continue to think it unnecessary to redress grievances. The 
whole question of Poor-law reform must soon receive the atten¬ 
tion of the legislature. A Poor-law and National Insurance 
committee was appointed on the understanding that its 
activities.should not in any way trespass on the functions of 
the Irish Medical Committee. Resolutions were carried : 
(1) asking the council to consider the question of Poor-law 
reform in relation to its medical service so as to be able to 
formulate the views of the profession when the contemplated 
legislation on this subject is introduced ; and (2) recom¬ 
mending that the principles of the Midwives Acts (England 
and Scotland) should be embodied in a special Act suitable for 
and made applicable to Ireland. A further resolution was 
passed directing the council to cooperate with other medical 
bodies in Ireland in endeavouring to promote an agreed 
measure. The meeting terminated with a vote of thanks to 
the outgoing President. 

Death of Lieutenant-Colonel Patrick J. Dempsey. 

M.D. R.U.I., D.L. 

The death is announced at his residence, Aghadowey, on 
June 24th, at the age of 68, of Lieutenant-Colonel P. J. 
Dempsey, J.P. for the county of Londonderry. A native of 
the Aghadowey district, he studied at the Catholic University 
School of Medicine, Dublin, and at Queen’s College. Belfast, 
graduating M.D. of the Royal University in 1876. He 
afterwards obtained a commission in the Royal Army Medical 
Corps, and served for 30 years in India, and also for two 
years with the Turkish army. While in India he was asso¬ 
ciated with many reforms in hospital work, and in the 
organisation of the Royal Army Medical Corps. 

June26th. 

UNITED STATES OF AMERICA. 

(From our own Correspondent.) 

The Destruction or Lice. 

The best and cheapest way to get men free of lice with 
the least possible interference with their military duties is to 
dust them all over with naphthalin after a preliminary 
cleaning—if we accept the teaching of (Surgeon-General) 
Medical Director H. G. Beyer, of the United States Navy, 
who had been working in the Naval Hospital at Hamburg 
with the German Red Cross. Each man’s clothes, he says, 
are disinfected by steam at low pressure (103° C.) for 
40 minutes, while he has his hair out off and is given a bath 
with hot water and soft soap. At bed-time he wears all his 
clothes and finely powdered naphthalin is introduced down 
his neck, between his underclothes and skin. During his 
sleep this evaporates and kills the lice, of which always a 
few survive the cleaning. This process is repeated on each 
of the two following nights, and the man is thus cleared of 
the pest at a cost for naphthalin of |ths of a penny merely. 
These disinfections have had to Vie done in Germany on a 
great scale ; one is mentioned in a camp of 28,000 Russian 
prisoners ; in another camp of Russians it was, as we know, 
that von Prowazek contracted the typhus fever of which 
he died. 

The United States and the Red Cross. 

The United States, warned by the experience of Europe, 
is preparing her Red Cross services, as I have before 
mentioned. Ten Red Cross base hospitals are organising 
to help the army, and are being formed in relation with the 
large civil hospitals, which will each of them probably 
furnish a whole hospital or a section accustomed to work 
together, with doctors, male and female nurses, clerks, 
cooks, &c., and voluntary-aid ladies as ’• nurses’ aids.” 
Transport sections will be organised, probably in relation to 
the Universities. Five small hospitals are to be prepared on 
the Atlantic coast as auxiliaries to the navy, it is announced 
by the Secretary of the Navy, Mr. Daniels, who is good 
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enough to take a great interest in the Naval Medical Depart¬ 
ment. He recently told a class of newly joined surgeons 
that the preparedness of a ship lies just as much in the 
medical administration as in the administration on the 
bridge—a novel proposition indeed ; still, it cannot but have 
sent them to their life’s work with enthusiasm. 

An Act to Himself. 

Either the regular position of an individual medical man 
is a matter of grave importance to the State, or the maxim 
“ De minimis non curat lex ” can scarcely be held to apply in 
the United States. J. B. enlisted in the United States navy 
as a bluejacket at the age of 26, and served on for 12 years. 
Leaving that service, he went to college to study medicine 
and duly qualified. He has now joined the Naval Medical 
Department as an acting assistant surgeon, but as he is over 
40 a special Act of Parliament is being passed to regularise 
his appointment. Many Acts have been placed on the 
statute books of many nations with less reason. 

A s Others See Us. 

The Military Surgeon for May has a letter from a United 
States surgeon working with the British army. He has one 
bitter complaint, and some thorough-going Englishmen may 
find it justifiable. In the United States he was accustomed to 
steam-heated rooms and he feels very uncomfortable under 
European conditions. “ I have not been warm, "he says, “since 
I left the steamer ; there is no way to heat these houses, and 
the English are so fond of this rotten bone-seeking cold, that 
if the little 2 by 4 fireplace is steamed up in the living room, 
when they enter they say, • My word I but it is stuffy,’ and 
open go all the doors. So I have given up trying to get 
warm, and am trying instead to get used to the cold.” 

June 17th. 


THE SERVICES. 


.Royal Army Medical Corps. 

The undermentioned are granted temporary rank whilst 
commanding Field Ambulances :—As Lieutenant-Colonels : 
Major M. F. Grant and Major G. A. K. H. Reed. As Majors : 
Captain G. E. Ferguson, Captain T. T. H. Robinson, Captain 
J. W. Lane, and Captain A. D. Fraser. 

Keith W. Monsarrat (Captain, R.A.M.C. (T.F.)) to be 
temporary Major whilst employed with No. 37 General 
Hospital. 

Temporary Major Reginald A. Farrar relinquishes his 
commission. 

Temporary Captains relinquishing their commissions: 
G. Blacker, N. K. Wilson, and D. O’C. Finigan. 

Temporary Lieutenants to be temporary Captains: A. 
Duncan, F. 14. Chavasse, P. J. Murphy, J. J. Field, F. M. 
Walker, J. J. Middleton, F. J. Livingstone, J. N. Humphrey, 
G. A. Varian, H. B. Graham, A. B. Bateman, W. Ross, A. f). 
Clanchy, J. T. Armstrong, J. S. Webster, A. P. Bowdler, 
A. W. Cochrane. M. D. MacKenzie, T. McCririck, W. F. 
Blewitt, J. Loudon, J. A. MacLaren, J. W. Hutton, 
A. R. Green, F. J. Wheeler, H. J. MacK. Adams, A. B. 
Brook, T. S. Rippon, N. Tattersall, R, P. Hadden, H. E. H. 
Tracy, M. A. Power, W. O’Brien, H. F. Willington, H. D. 
Welply, R. J. Allsopp, R. A. H. Atkinson, H. R. Smith, S. S. 
Ball, D. T. Fraser, W. R. Hodge, A. A. Moon, A. McK. Bell, 
F. W. Overholt, C. L. T. Arthur, W. L. Pedlow, R. Scott, 
L. G. Taib, G. K. Allan, J. A. Mortimer, N. A. A. Hughes, 
P. C. Garrett, L. W. Evans, R. N. Porritt, D. W. Torrance, 
R. I. Douglas, J. B. Scott, C. A. Briscoe, F. W. Campbell, 
A. L. Krough, H. McKenzie, M. S. Esler, F. G. Gibbs, G. S. A. 
Bishop, E. W. Anderton, J. O’D. Egan, F. A. Kerr, G. A. 
Pringle, B. Langram, R. P. Garrow, P. G. Tuohv, J. R. 
Rygate, F. G. Collins, A. B. Aitken, H. Saunders, B. 
Hogan, R. Rutherford, R. D. Bridger, T. G. Stevens, 
J. G. Garson, D. Tenison, D. C. Thomas, J. J. Gibb, W. 
Robinson, H. R. Evans. H. McM. Donaldson, A. Vella, G. Y. 
Richardson, F. J. Dixon, J. Wright, F. G. H. Cooke, A. 
Stevenson, J. A. Wilson, H. C. M. McManus. L. H. 
Bryson, H. H. Tanner, J. Young, D. Mackinnon, W. K. 
MacDonald, G. E. Davidson, J. C. Bramwell, C. W. 
Bond, C. S. Gideon, J. C. McWalter, O. Bruce, W. L. 
Hay, J. L. A. Grout, A. Trower, E. N. Russell, A. C. 
Sturdy, T. G. S. Hodson, A. Murdoch, W. Enraght, 
J. G. Scott, A. Hallidie, H. M. Rainsford, J. L. Pearce, 
A. Cochrane, P. W. Moore, R. Lewis, H. G. Willis, T. 
Heywood, C. V. Cornish, G. F. Lang, J. R. Howitt, 
O. de Muth, H. F. H. Eberts, A. D. Sharp, H. C. Wert, F. S. 
Walcott, B. F. Macnaaghton, I. D. Ramsav, J. Russell, 
W. W. Patton, W. F. MacDonald, F. J. Rrodie, G. W. 


Whitman, H. S. Moore, A. R. Thomson, J. G. F. Heal, H. M. 
Godfrey, N. MacDonald, R. E. Johnston, J. H. Cutbbert, M. 
Cohen, H. L. Burton, J, R. Davies, W. B. Wamslev, L. N. Lee, 

E. Duke, H. W. Smartt, A. Wylie, L. E.Napier, C. E. Harrison, 
J. L. B. Dixon, G. B. Hillman, E. L. Jenkins, J. W. Darling. 

C. H. Evera, E. D. Smith, W. Parker, J. Mills, J. E. Long. 
T. G. King, V. Grav-Maitland, C. S. Bowker, H. H. Dun- 
mere, E. F. Clowes, A. C. Greenwood, W. M. M. Jackson, 
J. Thomarson, W. J. D. Smyth, H. W. Sykes, J. C. Laver- 
tine, F. N. B. Smartt, and F. W. Matheson. 

Lieutenant C. A. Purnell relinquishes his commission on 
account of ill-health. 

Temporary Lieutenants relinquishing their commissions: 

D. P. Gaussen, G. H. V. Appleby, F. H. Wheeler, W. J. V. 
Curtain, D. J. Cannon, R. H. Ashwin, E. Bavlev, J. E. 
Hodson, R. Broom, E. H. B. Fox, W. A. G. Clufte, J. E. 
Hewlett, J. McAvoy, F. Riley, D. Taylor, A. MacMillan, 

F. G. Beatty, K. Gillies, M. MacLean, A. J. Wilson, A. R. 
Sieveking, W. A. Milne, G. V. Worthington, J. Anderson. 
N. F. Rowstron, W. L. Clements, J. M. Chambers, S. L. 
Corry, A. E. Blackburn, F. Anderson, J. S. R. Weir. R. C. de 
Lacey, R. D. Mothersole, J. St. L. Kirwan, W. H. Warwick, 
A. L. Walters, D. Allan, A. G. Shera, J. L. Gregory, H. R. 
Rigby, J. F. Alexander, J. G. FitzGerald, R. ferookes, 
A. L. Pentland-Smith, A. H. Macklin, V. H. McWilliams, 
and F. J. Colling. 

Temporary Honorary Lieutenants to be temporary Lieu 
tenants: A. R. C. Doorlev, R. M. de Mowbray, E. L. K. 
Sargent, G. N. Brandon, and W. G. Marsden. 

To be temporary Lieutenants: J. A. Paterson, H. D. 
Gasteen, E. S. Molyueux, J. B. McMorland, F. J. McCarthy, 

G. W. Guthrie, G. E. Chissell, C. W. Macpherson, F. R. 
Fraser. H. M. Gillespie, A. E. Francis, T. G. Elsworth, H. R. 
Hurter, J. Maclunes, R. F. Williams, J. H. Paterson, ,J. 
Barrett, S. R. Hunter, H. W. Gush, A. E. Wynne, 

C. E. Bartlett, J. L. Smith, R. J. Morgan, A. Gaston, 

D. C. Crole, G. de H. Dawson, J. Whiteside, J. W. 
Watthews, A. J. Hawes, G. H. Sinclair, B. Robertson, 
A. Smith, R. J. Wilson, W. Sowerby, R. MacK. Morison, 
J. A. Gregory, J. R. M. Mackenzie, R. W. Davies, W. 
Fletcher, J. MoD. Matheson, A. H. B. Pearce, A. Wright, 

E. W. Toulmin, W. B. Hendry, S. H. Scott, J. McPolin, 
D. Walker, J. A. Noble, H. J. Bensted, J. Byrne, H.B. Jones, 
L. G. Scudamore, P. J. Lydon, V. E. Sorapure, R. M. 
McMinn, L. E. Price,.!. P. Good, A. McD. Neviu, W.McKee, 
,J. A. Williams, H. C. Nickson, L. M. Rosten, H. E. White, 
A. Dangerfield, H. W. Hues, W. Niccol, J. R. Heath, F. S. 
Machin, B. Wood-White, A. A. Lees, H. P, Motteram, J. H. 
Watson, C. G. Teall, H. H. Tipping, B. J. Courtney, D. 
Fisher, C. S. Glegg, R. L. S. Nuthail, H. M. Sturrock, 
and M. Graves. 

To be temporary Honorary Lieutenant: T. Jackson. 
Canadian Army Medical Corps: Captains (Canadian 
Militia) to be temporary Captains: E. A. Robertson, T. G. 
Brodie, and A. F. Foss. Lieutenants to be temporary Lieu¬ 
tenants : T. J. Waddell, J. N. Lyons, S. Rodin, G. I!. 
FerguBon, W. A. Murray, E. Fidlar, E. L. Steele, C. S. 
Tennant, and X. Vandandaigue. 

Special Reserve op Officers. 

Royal Army Medical Corps: Supplementary to Regular Units 
or Corps. 

Major H. G. Smeeth to be temporary Lieutenant-Colonel 
whilst commanding a Field Ambulance. Lieutenant on 
probation H. S. Evans is confirmed in his rank. 

Territorial Force. 

Royal Army Medical Corps. 

London Mounted Brigade Field Ambulance: Captain 
W. P. Thomas to be Major. 

West Riding Field Ambulance: A. M. Davie, late Captain, 
Highland Field Ambulance, to be Captain. 

Wessex Field Ambulance: To be Captains:—Lieutenant 
T. J. Costello and Lieutenant F. J. M. Kennedy. 

South Midland Field Ambulance : Major F. J. Warwick is 
restored to the establishment. 

East Anglian Field Ambulance : Lieutenant M. A. 
Cholmeley to be Captain. 

London Field Ambulance: Major (temporary Lieutenant- 
Colonel) J. A. Masters relinquishes his temporary rank on 
alteration in posting. Major W. E. .Miles, from T.F. 
Reserve, to be Major, and is seconded. Captain J. E. 
Sandilands relinquishes his commission on account of 
ill-health. 

Welsh Field Ambulance: Captain E. L. Anderson to be 
Major. 

North Midland Casualty Clearing Station: Captain E. H. 
Brunt to be Major. 

Highland Field Ambulance : A. G. Reid to be Lieutenant. 
South Midland Field Ambulance : Second Lieutenant G. C. 
Williams, from Unattached List, T.F., to be Lieutenant. 

Attached to Units other than Medical Units. —Captain H. F. 
Comyn relinquishes his commission on account of ill-health. 
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Territorial Force Reserve. 

Army Medical Services. 

Colonel D. Harrisson, from Assistant Director of Medical 
Services, West Lancs (Reserve) Division, to be Colonel. 
Major W. E. Miles, from a London Field Ambulance, to be 
Deputy Assistant Director of Medical Services, 1st London 
Division. 

Bulletin of the Naval Medical Association of Japan. 

The November, 1915, issue of this bulletin, just received, 
written in the Japanese character, contains brief abstracts in 
English. Among the contents is an original article by 
Staff-Surgeon B. Shinshi on Radium Treatment of Cancer of 
the (Esophagus, describing the author’s experiments on six 
cases of stricture of the cesophagus caused by cancer. In five 
of the cases the stricture was remarkably benefited; the sixth 
case ended in death without showing any improvement. In 
the dissection of this latter case it was noticed that the cell- 
group of epithelioma had lost their proper type, and the cancer 
cells were necrosed. The same author also describes his experi¬ 
ences of Abderhalden’s dialysation test for the diagnosis of 
cancer, and remarks that according to his experience 
Abderhalden’s dialysation test proved very useful. Fleet- 
Surgeon M. Yasawa records his experiences with the 
diathermy treatment in various diseases, Staff-Surgeon S. 
Matsukuma deals with chronic empyema of the maxillary 
sinus, and Surgeon K. Imai with the application of sensitised 
vaccine in relation to the mixed protective vaccine of 
B. typhoid, paratyphoid A and B. The method is this: to 
sensitised living bacilli 0 4 per cent, carbolic acid is added, 
the mixture being put into the incubator (37° C.) for 15 hours, 
which completely kills the living bacilli. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

IN the 96 largest English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 8263 births and 
4196 deaths were registered during the week ended Saturday, 
June 24th. The annual rate of mortality in these towns, 
which had been 12 5, 12-0, and 12-3 per 1000 in the three 
preceding weeks, further rose in the week under notice to 
12 6 per 1000 of their aggregate civil population, estimated at 
17,312,295 persons for the year 1915. During the first 12 weeks 
of the quarter just ended the mean annual death-rate in 
these towns averaged 14 5, against 14-0 per 1000 in London. 
Among the several towns the death rate last week ranged 
from 3Y in Aberdare, 4 3 in Oxford, 5 5 in Wallasey, 6 3 in 
Acton, and 6 9 in Northampton, to 17T in Norwich and in 
South Shields, 172 in Wakefield, 18 6 in Gateshead, 18 8 in 
Oldham, and 23 3 in Tynemouth. 

The 4196 deaths were 101 in excess of the number 
recorded in the previous week, and included 244 which 
were referred to the principal epidemic diseases, against 
300 and 248 in the two preceding weeks. Of these 244 
deaths, 77 resulted from whooping-cough, 67 from 
measles, 45 from infantile diarrhoeal diseases, 27 from 
diphtheria, 15 from scarlet fever, and 13 from enteric fever, 
but not one from small pox. The annual death-rate from 
these diseases did not exceed 0 7 per 1000, and coincided 
with that recorded in the previous week. The deaths 
attributed to whooping-cough, which had declined from 
131 to 76 in the four preceding weeks, numbered 77, and 
included 13 in London, 9 in Birmingham, 8 in Man¬ 
chester, and 3 each in Walthamstow, Southampton, Liver¬ 
pool, and Warrington. The deaths referred to measles, 
which had been 104, 70, and 65 in the three preceding 
weeks, slightly rose to 67 last week; 11 deaths occurred in 
Sheffield, 10 in London, 6 in Birmingham, and 5 each in 
West Ham and Liverpool. The fatal cases of diarrhted and 
enteritis (among infants under 2 years), which had been 
58, 63, and 52 in the three preceding weeks, fell to 45, and 
included 16 in Loudon and 4 in Sheffield. The deaths attri¬ 
buted to diphtheria, which had been 32. 52, and 34 in 
the three preceding weeks, further fell to 27, and included 
4 each in London and Liverpool, and 2 each in Norwich, Bir¬ 
mingham, and Freston. The deaths referred to scarlet fever, 
which had been 8, 9, and 9 in the three preceding weeks, 
rose to 15, of which 3 were registered in Manchester and 2 
in Salford. The fatal cases of enteric fever, which had 
been 8, 4, and 11 in the three preceding weeks, rose to 13, 
and included 2 each in London, Stoke-on-Trent, and Wigan. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 1778 to 1302 in 
the 11 preceding weeks, numbered 1303 on Saturday last; 
171 new cases were admitted during the week, against 
163, 166, and 149 in the three preceding weeks. These 
hospitals also contained on Saturday last 1280 cases of 
diphtheria, 205 of whooping-cough, 190 of measles, and 38 of 
enteric fever, but not one of small-pox. The 1011 deaths from 


all causes in London were 105 in excess of the number in 
the previous week, and corresponded to an annual death- 
rate of 12-2 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 117, 130, and 137 in 
the three preceding weeks, further rose to 157 in the week 
under notice. 

Of the 4196 deaths from all causes in the 96 towns, 150 
resulted from violence. 320 were the subject of coroners’ 
inquests, and 1287 occurred in public institutions. The 
causes of 29, or 0-7 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in London and in its 14 suburban districts, in 
Sheffield, Bristol, Bradford, Hull, and in 59 other smaller 
towns. Of the 29 uncertified causes, 7 were registered in 
Birmingham, 3 in Liverpool, and 2 each in Southend-on-Sea, 
Manchester, and Blackpool. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1156 births and 608 deaths were registered during the week 
ended Saturday, June 24th. The annual rate of mortality in 
these towns, which had been 14-7, 12-9, and 12-2 per 10CO in 
the three preceding weeks, rose to 13-4 per 1000 in the week 
under notice. During the first 12 weeks of the quarter just 
ended the mean annual death-rate in these towns averaged 
15 5, against 14-5 per 1000 in the large English towns. Among 
the several towns the death-rate last week ranged from 
4-6 in Clydebank, 7'4 in Motherwell, and 9'2 in Falkirk, to 
17T in Ayr, 17 2 in Perth, and 18 7 in Hamilton. 

The 608 deaths from all causes were 53 in excess of the 
number in the previous week, and included 52 which 
were referred to the principal epidemic diseases, against 
numbers declining from 66 to 39 in the four preceding weeks. 
Of these 52 deaths, 19 resulted from measles, 11 from 
infantile diarrhoeal diseases, 9 from diphtheria, 7 from scarlet 
fever, 4 from whooping-cough, and 2 from enteric fever, but 
not one from small-pox. The annual death-rate from 
these diseases was equal to 1*1, against 0-7 per 1000 in the 
large English towns. The deaths attributed to measles, 
which had been 26, 13, and 17 in the three preceding 
weeks, rose to 19, and included 14 in Glasgow and 2 
in Clydebank. The deaths of infants (under 2 years) 
from diarrhoea anil enteritis, which had been 7, 12, 
and 4 in the three preceding weeks, rose to 11, of 
which 6 occurred in Glasgow. The fatal cases of diph¬ 
theria, which had been 5, 6, and 5 in the three 
preceding weeks, rose to 9, and comprised 5 in Glasgow 
and 2 each in Edinburgh and Leith. The deaths attributed 
to scarlet fever, which had been 5, 10, and 6 in tne three 
preceding weeks, numbered 7, and included 5 in Glasgow. 
The deaths referred to whooping-cough, which had been 10, 
9, and 7 in the three preceding weeks, further fell to 4, 
and comprised 2 each in Glasgow and Paisley. The fatal 
cases of enteric fever were registered in Glasgow and 
Greenock. 

The deaths referred to diseases of the respiratory system, 
which had been 83, 92, and 75 in the three preceding 
weeks, were again 75 in the week under notice and were 17 
below the number in the corresponding week of last year. 
The deaths from violence numbered 28, against 20 and 14 
in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 263 births and 125 deaths 
were registered during the week ended Saturday, June 24th. 
The annual rate of mortality, which had been 19-3,17-7, and 
17 8 per 1000 in the three preceding weeks, fell to 15-9 in the 
week under review, against 12-2 and 14-1 per 1000 in London 
and Glasgow respectively. 

Of the 125 deaths at all ages, 15 related to infants under 
1 year and 25 to persons aged 65 years and upwards. The 
deaths referred to the principal epidemic diseases numbered 
8, and comprised 3 from measles, 2 from infantile diarrhoea, 
and 1 each from enteric fever, scarlet fever, and whooping- 
cough. 

The causes of 6 deaths were uncertified, and 3 others were 
the subject of coroners’ inquests, while 59, or 47 per cent., of 
the total deaths occurred in public institutions. 

During the same period 185 births and 108 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 14 0, or IT per 1000 less than in the 

f revious week, and included 16 of infants under 1 year and 
6 of persons aged 65 years and upwards. The deaths from 
the principal epidemic diseases numbered 11, against 9 in 
the previous week, and comprised 4 from infantile diarrhoea, 
3 from measles, 2 from whooping-cough, and 1 each from 
enteric fever and scarlet fever. One cause of death was 
uncertified, and 1 death was the subject of a coroner’s 
inquest, while 32 of the total deaths occurred in publio 
institutions. 
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(tartspitkiue. 


"Audi alteram partem.” 


WOMEN MEDICAL STUDENTS AT KING’S 
COLLEGE, LONDON. 

To the Editor of The Lancet. 

Sir, —The question of admitting women students in the 
Medioal Faculty at King’s College, London, has recently 
become urgent. We are constantly receiving applications 
from women who desire to study medicine here, but up to 
the present we have only admitted a few who are studying 
for the first examination (biology, chemistry, and physics) 
and a few who are taking physiology only for the second 
examination. Since the amalgamation of King's College for 
Women with this College we have been in the anomalous 
position of having opened all our classes to women with the 
single exception of those held in the anatomy department. 
As we are incorporated in the University of London this is 
not in harmony with the principles of that University. We 
have been for some time perfectly willing to open the anatomy 
department to women, but have hesitated to take this step 
because the hospitals associated with our medical school had 
refused to take on our women students for clinical instruc¬ 
tion. St. George’s Hospital has, however, made a step 
forward in admitting a limited number of women students 
to their wards ; that experiment has proved such a complete 
success that we are hopeful that other hospitals will follow 
their example. The University has also brought pressure to 
bear upon us, and the delegacy of the College has assented 
to throwing open the whole of our medical department to 
women students next October. In the first instance, how¬ 
ever, the number to be admitted will be limited to 20. 

We are therefore now in the position to offer medical 
education to that number of women for the preliminary and 
intermediate portions of the curriculum, and we have but 
little doubt, seeing how quickly events are marching at present, 
that we shall be able to secure later for them the means of 
completing the final or clinical step of their education. 

I am, Sir, yours faithfully, 

W. D. Halliburton, 

Dean oi Medical Science Faculty, King’s College, London 
June 23rd, 1916. 


THE INFECTIOUS CONDITION OF 
PATIENTS DESQUAMATING AFTER 
SCARLET FEVER. 

To the Editor of The Lancet. 

Sir, —In view of the opinion now so generally held that 
there is but little risk of infection in connexion with 
patients desquamating after an attack of scarlet fever so 
long as there is no discharge from the nose or ears, the 
following incident is of interest and importance. 

On June 3rd Captain H. was admitted into Mrs. 
Arnoldi’s Hospital for Officers at Roland Gardens. He had 
been discharged from a fever hospital in France as con¬ 
valescent from scarlet fever. He was found to be desquamat¬ 
ing very freely on both feet. He had no discharge from 
either nose or urs. On June 5th he was admitted to an 
isolation hospital There were four other officers in the 
ward to which he had been admitted. On June 12th one of 
these officers sickened with’ high temperature and general 
malaise, and on the following morning the characteristic rash 
of scarlet fever appeared. The officer had not left his bed 
for three weeks. 

There can be no reasonable doubt that this patient 
contracted the disease from the officer admitted during the 
stage of desquamation. 

I am, Sir, yours faithfully. 

Green-street, W., June 26th. 1916. DONALD W. C. HOOD. 


FAT-HEADEDNESS. 

To the Editor of The Lancet. 

Sir,—D uring the past week the two assistants in this 
laboratory have been called np for service. There are some 
80 soldiers in the hospital, and we are constantly required 
to examine blood, excreta, tissues, make vaccines, and so 


on. But the fat-headed committees cannot be made to see 
the harm they are doing by taking these men from 
laboratory work (useful to the soldiers) and turning them 
into ordinary soldiers. 

I gather there’s no use in appealing, but I hope you'll 
publish this. I am, Sir, yours faithfully, 

K. G. Hebb. 

The Laboratory. Westminster Hospital, June 27th, 1916. 


THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

To the Editor of The Lancet. 

Sir, —Mr. J. E. R. McDonagh, in his letter in your issue 
of June 24th, a-ks for the chemists who do not understand 
his chemistry. We were thinkiDg chiefly of the remarks 
made by Professor W. M. Bayliss, F.R S., at the discussion 
on Mr. McDonagh’s paper on the Rationale and Practice 
of Chemo-therapy, which he read before the Dermatological 
Section of the Royal Society of Medicine on April 13tb. 
Professor Bayliss then said, inter alia , “ I find in the 
physico-chemical hypothesis much that conveys no definite 
meaning to me, while the statements appear to be contrary 
to the knowledge which we possess.’’ 

As to the clinical part of our paper, we can only say that 
our cases were faithfully reported and stand on record for 
any comparison which may be desired of intramine and 
ferrivine with other existing remedies. We can assure Mr. 
McDonagh that we really did see Sp. pallida in the prepara¬ 
tions made from our cases which had been treated with 
intramine and ferrivine for some days. No bias on our part 
could have conjured them into the microscopical field, nor 
could it have produced the abscesses which occurred in the 
injection sites of our intramine cases. The cases were per¬ 
fectly straightforward ones and the therapeutic effect of 
intramine and ferrivine on them was nil. 

Mr. McDonagh complains that we have “rushed into 
print " on a small experience. Had the experience been in 
any way favourable such a complaint would have been 
justified ; but it was not favourable, and one cannot con¬ 
tinue indefinitely to experiment upon patients with remedies 
which are founded on what Dr. C. H. Browning at the dis¬ 
cussion mentioned above described as “the highly specu¬ 
lative discussions in Mr. McDonagh s communication.’’ 

If Mr. McDonagh includes amongst those who are gaining 
from intramine and ferrivine “advantages unobtainable with 
any other existing remedies ” a patient whom he showed at 
a recent meeting of the Dermatological Section of the Royal 
Society of Medicine, it is good evidence that his clinical 
observation is not uninfluenced by bias. This was a man 
who, after two months’ (patient’s statement) treatment with 
intramine and ferrivine, still exhibited active infectious 
lesions—viz., an ulcerated throat and an anal mucous patch. 

We are, Sir, yours faithfully, 

L. W. Harrison*, 

June 26th, 1916. C. H. MILLS. 

“ PIRATE ” DOCTORS. 

To the Editor of The Lancet. 

Sir, —In The Lancet of June 17th Mr. P. Turner again 
publicly attacks doctors acting as locum teuens and as 
assistants for demanding a rea mble wage. Why ? Surely 
when the wages of other occuj .ions have gone up, some by 
150 per cent., and when the co of foods, &c., has gone up, 
doctors are equally entitled to .ise their wage. He might 
as well attempt to argue that tl le doctors now in the army, 
and who receive £1, £2, or , per day and allowances, 
should not ask so much beca s those of them who hold 
public appointments still recei the whole or two-thirds of 
the salaries from such posts. ] t the principals employing 
assistants or “ locums ” do as oiners now do increase their 
fees. No one objects to the resident Poor-law hospital 
doctors increasing their charges from £120 to £300. No 
one objects to the fact that many of the leading steamship 
companies are now giving their surgeons £20 and £22 10*. 
per month and full shore pay for their services. I fancy 
there is too much mawkish sentimentality being served out 
during this war time. This “ damned iteration ” of doctors 
14 fleecing the public ” should be stopped. 

I am, Sir, yours faithfully, 

Liverpool, June 20tb. 1916. ROBERT R. RENTOUL, 
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The Casualty List. 

The following names of medical officers appear among the 
casualties announced since our last issue :— 

Killed. 

Captain J. Parker, R.A.M.C., attached to the Somerset Light 
Infantry. med 

Lieutenant G. S. Graham, R.A.M.C., graduated M.B., Ch.B. 
at Liverpool University in 1915, and joined the R.A.M.C. 
in February this year. _ 

The Honours List. 

The following promotions and appointments of and awards 
to medical officers are announced :—- 
C.K.— Col. F. W. G Gordon-Hall. A.M.S.; Lt.-Col. H. J. Vi. M&whinny, 
K A M C 

C. M.G.— Temp. Hon. Maj. A. C. Valadier, A.M.S. 

D. S.O. —Maj. R. T. Brown, R.A.M.C.; Lt.-Col. (temp. Col.) A. C. E. 
Keble, R.A.M.C.; Temp. Capt. W. Dawson. R.A.M.C.; Capt. P. F. 
Gow, I.M.S.; Capt. W. A. Miller. R.A.M.C., Spec. Rea. (attd. 22nd Bn., 
R. Pus.). 

Military Cross.— Temp. Capt. F. C. Atkinson-Flemlng, R.A.M.C. 
(attd. 8th Bn. R. Innis. Fus.); Temp. Lt. F. K. Marriott. R.A M.C. 
(attd. Bdqrs. 182nd Fid. Arty. Bde.) ; Temp. Capt. C. M. Bropky, 
R.A.M.C. (attd. 18th Bn. Lond. R., T.F.); Capt. J. A. Cullum, 
Canadian A.M.C. (attd. 28th Infy. Bn.); Capt. A. E. Ironside, 
R.A.M.C., 4th Lond. Fd. Ambce.; Temo. Capt. J. M. MacKenzie. 
R.A.M.C. (attd. 6th Bn. North’d. Fusiliers, T.F.); Temp. Lt. C. C. 
Okell, R.A.M.C., No. 6 Fid. Ambce.; Capt. W. H. Riddell, I.M.S. ; 
Temp. Capt. M. Peo, R.A.M.C. ; Capt. J. S. Towniey. R.A.M.C. ; 
Capt. R. 8 Townsend, I.M 8. 

Second Class oj the. Indian Order of Merit.— Sec. Cl. Senior Assist. 
Surg. Bhagwan Singh (attd. 14th Ferozepore Sikhs), I.M.S.; 1st Cl. 
Sub.-Asst. Surg. Ishar Singh, 108th Ind. Fid. Ambce., I.M.S. 

Indian Distinguished Service Medal.— 1st Cl. Sub.-Assist. Surg. 
Tika Ram (attd. i28th Ind. Fid. Ambce.), I.S.M.D. 


Mentioned in Despatches. 

The names of the following should be added to those given 
in The Lancet of June 24th as having been mentioned in 
the despatches relative to the operations in Egypt:— 
Australian and New Zealand Army Medical Corps. 

Lt.-Col. (temp. Col.) H. C. Maudsley; Lt.-Col. B. J. Newinarch, 
V.D.; Lt.-Col. J. B. McLean; Lt.-Col. P. C. Fenwick; Maj. C. E. 
Maguire; Maj. F. T. Bowerbank; Capt. (temp. Maj.) T. F. Brown ; 
Capt. (temp. Maj.) D. S. Mackenzie. 

Indian Subordinate Medical Department. 

Asst.-Surg. H. F. Hogan; 1st Class Sub-Asst.-Surgs. Tiloh Singh. 
Abdur Rs/zak, Gurdltt Singh, Narain Singh. 


OBITUARY OF THE WAR. 


HENRY JOHN SULLING3 KIMBELL, M.R.C.S. Eng., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant H. J. S. Kimbell, who died in London on 
Hay 28th at the age of 36 years, entered St. Bartholo¬ 
mew's Hospital in 1899 
and took his medical 
qualification in 1907. 
He then held in suc¬ 
cession house appoint¬ 
ments at the Bedford 
County Hospital, King 
Edward VII. Hospital, 
Windsor, the City of 
London Lying-in Hos¬ 
pital, the Soho Hospital 
for Women, and the 
Hospital for Nervous 
Diseases, Welbeck- 
street, with intervals of 
work as locum tenens 
in general practice. The 
war came as he was 
about to start in prac¬ 
tice himself, and he 
accepted a commission 
in the Royal Army 
Medical Corps. He was 
attached to Chatham, and after serving there for some months 
was given charge of Preston Hall, Maidstone. Whilst there he 
was unfortunate enough to contract blood poisoning, from 
which he died. 


A medical colleague writes of Lieutenant Kimbell: 
11 Endowed by nature above the average, his kind disposition 
and perfect manner made him universally popular, while his 
untiring energy in his work was an inspiration to those with 
whom he came in contact. Unsparing in service for others 
he refused to give up his work until the illness which proved 
fatal was so far advanced that his physical condition was too 
weak to throw it off. He will be greatly missed by his friends 
and patients.” _ 


MAURICE HENRY DE JERSEY HARPER, M.B., 
B.S. Durh., 

SURGEON, ROYAL NAYY. 

Surgeon M. H. de J. Harper, who lost his life on 
H.M.S. Queen Mary in the naval action of May 31st at the 
age of 27 years, was the elder son of the late Rev. H. B. 
Harper, a chaplain to 
the navy, and a nephew 
of Fleet-Surgeon A. F. 

Harper, R.N. He was 
educated at Elizabeth 
College, Guernsey, 

Pocklington and Trent 
Schools, entering Dur¬ 
ham University, where 
he took his degree in 
June, 1914. He was 
then for a few months 
assistant medical officer 
at the Newcastle-on- 
Tyne City Asylum, 

Gosforth, leaving in 
September, 1914, to 
join the navy. His first 
appointment was at the 
Royal Naval Barracks, 

Chatham, and then to 
H.M.S. Thames for 
service with the naval 
ambulance train. He joined H.M.S. Queen Ma/ry in March, 
1916. 

Surgeon Harper was keen on all forms of sport; he was 
captain of the Association football team at Durham University 
and a member of the cricket eleven. 


HERBERT LYNE GEOGHEGAN, M.D., B.Ch. Dub., 

FLEET-SUHGEON, ROYAL NAVY. 

Fleet-Surgeon H. L. Geoghegan, who was killed in action 
on H.M.S. Black Prince on May 31st, at the age of 44. 
was one of a large family of Irishmen, all of whom are 
serving their country. He went to school at Neuwicd in 
Germany and afterwards studied at Trinity College, Dublin, 
where he took his medical degrees in 1896. His service in 
the navy was hard and 
varied ; for a long time 
he was in a mine-layer, 
where his life was one 
of dreadful anxiety and 
constant danger. In 
East Africa he had 
been a big game 
shooter and presented 
spoils of the chase to 
Haslar Hospital. Fleet- 
Surgeon Geoghegan's 
death will be a great 
loss to the service. 

A very senior medical 
officer wrote of him: 

“ He was one of the 
cheeriest of souls and 
kindest of men ; he 
was also, to my certain 
knowledge, one of the 
very best of our medical 
officers, upon whom it 
was always safe to place implicit confidence and feel sure 
that he would never fail in the very tightest of corners. 
We cannot afford to lose officers of this stamp.” To this 
testimony one who knew him intimately since student days 
in Trinity College, Staff-Surgeon J. Keogh Murphy, adds : 






38 The Lancet,] 


THH WAR. 


[July 1,1910 


•* Fleet-Surgeon Geoghegan did not aspire to high pro¬ 
fessional degrees, but wished to know his job, and he did 
know his job, as I have good reason to know at the Rotunda 
and elsewhere. He was a man who could be implicitly 
trusted. He was also a man who had a great gift of 
putting himself out of the case and thinking only of 
his patient’s welfare. His personal attributes were extra¬ 
ordinary, always bright, cheery, alert, active, without a 
defect in his character; most popular, yet never seeking 
popularity, and absolutely adored by officers and men alike. 
No one who knew him would fail to realise what he would 
do in a tight corner, and what a help and comfort he must 
have been to many in the last moments of his existence.” 
Fleet-Surgeon Geoghegan leaves a widow who is the sister 
of two senior medical officers in the service. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

list of those who have fallen during the war :— 

Lieutenant J. D. Cbampneys, Leicestershire Regiment, 
elder surviving son of Sir Francis H. Champnevs, of 
Littlemead, Nutley, Sussex. 

Lieutenant H. R. Page, Canadian Infantry, second son of the 
late Dr. D. Page, of the Local Government Board, 
Whitehall. 

Second Lieutenant W. R. Elphick, Indian Infantry, eldest 
son of the late Major H. W. Elphick, I.M.S. 

Major G. H. Taylor, 39th Garhwal Rifles, Indian Army, 
second son of the late Surgeon-Major A. Taylor, I.M.3., 
Bengal Army. 

Second Lieutenant E. G. B. Millson, Bedfordshire Regiment, 
only son of Dr. G. Millson, medical officer of health of 
the Borough of Southwark. 

Lieutenant H. A. Llewellyn, South Wales Borderers, son of 
the late Dr. J. D. Llewellyn, of Bargoed, South Wales. 

Armourer-Corporal J. O’D. Watson, onlv son of the late 
Lieutenant-Colonel J. Watson, R.A.M.C. , 


Auxiliary Royal Army Medical Corps Funds. 

A meeting was held on Monday last at the Royal Army 
Medical College, Millbank, presided over by Sir Alfred 
Keogh, Director-General of the Army Medical Staff, to discuss 
the scheme formulated by a Provisional Committee for the 
creation of benevolent funds to benefit the auxiliary branches 
of the Royal Army Medical Corps. The scheme was 
published in substance in The Lancet last week. After 
some debate it was decided to hold a further meeting in 
a month's time, more opportunity being thus provided for 
consideration of the scheme. 


Physical Treatment for Disabled Soldiers.— 
Major L. Haden Guest, R.A.M.C., sends us some notes on 
the treatment by mechano-therapy at the Hopital Anglais in 
Nevers, an Anglo-French hospital established under his 
direction in November, 1914. The treatment is carried out 
in a separate building by Dr. L. J. Phelan, an American 
practising in Paris as an expert in applied exercises, move¬ 
ments, and massage. He employs a minimum of mechanical 
apparatus of the Zander type and a maximum of use of 
elastic cord'exercisers. The latter have the great merit of 
economy, as the cost of the apparatus for the treatment of 
100 patients daily need not exceed £200. 

The apparatus consists of a number of rubber cords and 
pulleys, and by adapting the position of the patient and 
the exerciser and by attaching the exerciser either to the 
hand or foot a very large variety of movements can be 
obtained. Special apparatus can be made for individual 
finger movements, flexion and extension of wrists, pronation 
and supination, and so forth. The main characteristic of 
these apparatus is their simplicity. Movements of the hip 
are obtained partly by application of the exerciser to the 
foot and partly by the use of an inclined plane on which 
the patient lies. The plane is movable on runners placed 
below it and the patient pushes himself up by pressure with 
his feet. For passive movements of the ankle and knee in 
cases of great stiffness a mechanical apparatus on the 
Zander pattern cannot be dispensed with. 

An analysis of 61 cases taken at random on Jan. 3rd, 
1916, from the cases being treated at Nevers showed : foot 
and leg, 38; hand and arm, 22 ; shoulder, 6 ; hip, 3. Some 


cases have two injuries or more, and these are separately 
counted. Treatment is given daily, with an average dura¬ 
tion of ten minutes, but a number of cases can be treated at 
the same time. The length of treatment required by indi¬ 
vidual cases varies much with the nature of the injury and 
the condition of the patient, but as a rough guide to the 
duration of treatment the following figures may be given : 
injury of hand, one week ; wrist, one to two weeks ; elbow, 
one month ; knee, one month ; adhesions (not affecting a 
joint ), two to three weeks. At Nevers there have been so 
far 40 per cent, of cures, 40 per cent, greatly improved, and 
20 per cent, not benefited. The possibility of progress or of 
cure can usually be discovered in from two days' to a week’s 
treatment. Cases for treatment should be sent as soon as 
possible after any open wounds have healed. 

Use of the Red Cross Emblem.— The Secre- 

tary of the British Red Cross Society has sent us a memo¬ 
randum (Form D. 14) on the use of the red cross, defining, 
with the approval of the War Office, its employment on 
uniform, placards, and motor-cars. The essential points are 
as follows :— 

The emblem may be properly displayed on the uniform of the 
personnel of the Society and of recognised Voluntary Aid Detach¬ 
ments; on the ambulances and other material, including cases of 
stores, and vehicles used solely for the conveyance of such stores ; 
on the official notepaper of and other official documents issued by the 
Society or by its affiliated subardinate branches, and on the badges 
granted by the Society for proficiency in nursing, first aid, Ac. 
On the other hand, the use of the emblem on placards Is regarded by 
the War Office as undesirable and can only be permitted on the under¬ 
standing that such use is carefully watched and controlled. It must 
be limited to placards or notices issued by the Society or its affiliated 
subordinate branches for the purpose of raising funds for the Society. 
Should it be used on placards advertising entertainments, bazaars, &c., 
the whole of the profits of such entertainments must be devoted in 
their entirety to the Society. In cases where the profits are divided, 
the emblem must on no account be used. The use of the Red Cross 
emblem in any form on private motor cars is prohibited even when 
those cars are being used for the conveyance of sick and wounded 
soldiers. Permission can only be given for a private motor-car to carry 
the emblem if it is used solely for the conveyance of sick and wounded 
soldiers and has been handed' over to the military authorities. In such 
cases written permission from the military authorities is necessary. 
With regard to the use of the Red Cross flag, private houses which 
have been handed over to the military authorities for the reception of 
sick and wounded soldiers are entitled to fly the flag when written 
authority for this purpose has been received from the War Office. In 
all cases where the Red Cross flag Is flown over such establishments the 
Union Jack must be flown alongside it. 

Chief constables have received instructions on the above 
lines, and they will bring to notice any irregular uses of the 
emblem. 

The Children in Belgium.— Starvation presses 
most hardly on the young, and the growing child, it stinted 
of food, may well grow up permanently enfeebled. The 
children of occupied Belgium are dangerously near the limit 
between bare necessity and starvation, and Mr. John 
Galsworthy, in an eloquent letter which has been widely 
circulated, tells us that, in the National Relief Committee’s 
view, unless aid comes in much faster than is the case at 
present the children will starve. A special device for raising 
money to prevent this is that on July 10th all British boys 
and girls shall hold sports, give concerts or entertainments 
of some sort, the proceeds of which shall go to the children 
of Belgium. The medical profession has already responded 
generously to the special needs of the Belgian doctors and 
pharmacists, and the appeal for the children will not fall on 
deaf ears. 

Sir Thomas Anderson Stuart, Dean of the 

Faculty of Medicine of the University of Sydney, delivered a 
lecture on “How to Keep Fit ” at the Liverpool Military 
Camp a year ago This has now been reprinted and may 
be obtained from Mr. A. J. Mullett, government printer, 
Melbourne. The lecture contains simple advice, culled from 
many sources, suitable for the private soldier, and of a kind 
readily understood. 

Y.M.C.A. Concerts at the Front.— The work 

done by the Y.M.C.A. in providing wholesome recreation 
for the fighting man whether at home or abroad is common 
knowledge. Since February. 1915, the Ladies' Auxiliary 
Committee, under the chairmanship of Princess Victoria of 
Schleswig Holstein, has arranged for a series of concerts in 
conjunction with the association’s huts, and there is ample 
evidence that their labours have been appreciated. In 
15 months over 2000 concerts have been given and a 
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concert party has gone as far as Malta and the East. Music 
is without question a hygienic agent and one which can 
be used without stint. To enable the concert parties to 
continue their beneficent work donations are needed and will 
be acknowledged by the organiser, Miss Lena Ashwell, at 
36, Grosvenor-street, London, W. 


literal JUfos. 


Society of Apothecaries of London.— At exami¬ 
nations held recently the following candidates passed in the 
subjects indicated 

Surgery.— fl. N. Bocles (Sections I. and II.), Guy’s Hospital ; H. 
Lamb (Sections I. and II.). Manchester and Guy's Hospital; A. L. 
Malabrc (Sections I. and II.), Washington ; and M. B. M. Tweed 
(Sections I. and II.), Guy’s Hospital. 

Medicine.— H. Archer (Sections I. and II,), Bristol; E. H. Chadwick 
(Sections I. and II.), Leeds ; A. L. Malabrc (Sections I. and II.), 
Washington ; L. A. B. Moore (Sections I. and II.), Guy’s Hospital ; 
E. G. D. Murray (Section II.), Cambridge and St. Bartholomew’s 
Hospital ; and A. L. Watts (Sections I. and II.), Oxford and 
University College Hospital. 

Forensic Medicine.— II. Archer. Bristol; C. P. Barber. Charing Cross 
Hospital; A. L. Malabre Washington; M. M. ShafH, London 
Hospital; and A. G. E. Wilcock, St. George's Hospital. 
Midwifery.— L. A. B. Moore, Guy's Hospital ; B. G. D. Murray, 
Cambridge and St. Bartholomew’s Hospital; M. M. Shaft], London 
Hospital; and L. J. Vincent. Cambridge and St. Mary’s Hospital. 
The diploma of the 8ociety was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery: H. 
Archer, H. N. Eccies. E. G. D. Murray, and M. B. M. Tweed. 

Victoria University of Manchester. — At exa¬ 
minations held recently the following candidates were 
successful:— 

Doctor of Medicine.—J. A. Fairer (with commendation), Francisco da 
Cunha, D. I. Dakeyue, Lovel Moss, and William Stirling, jun. 

University of Durham : Faculty of Medicine. 
—At the Convocation held on June 27th the following 
degrees were conferred:— 

Doctor 0 } Medicine.— T. C. Storey. M.B., B.S. (in absentia). 

Doctor of Medicine for Practitioners of IS Years' Standing.—J. A. 
Bnmes. M.R.C.S., L.R.C.P. ; H. E. C. K. Murray, L.R.O.P. AS.. 
L.F.P.S.; M. H. Smith. M.A., M.R.C S.. L.R.C.P. 

Bachelor of Medicine ( M.H ).—H. C. Broadhurst, Mary Russell 
Campbell, J. A Charles. H. G. B. Dove, H. Evers, N. A. Martin, 
G. N. Metzger, B.A.. D. O. Richards, M.K.O.S.. L.R.C.P.. W. O. F. 
Sinclair. 

Bachelor of Surgery (B.S. i.—H. C. Broadhurst, Mary Russell 
Campbell. J. A. Charles, H. Evers. R. A. Hooper, M.B., N A. 
Martin, G. N. Metzger. B.A.. D. O. Richards. M.R.C.S.. L.R.C.P. 
Bachelor of Hygiene (B.IIy.).—3. E. Baker. M.D., B.S. 

The following received the Diploma in Public Health 
<D.P.H.): — 

J.E. Baker, M.D..B.S. 

The following received the Licence in Dental Surgery 
<L.D.S.):— 

G. C. Adie and W. Hall. 

A Proposed Presentation to Sir Leonard 
Rogers. —It is proposed to present to the School of Tropical 
Medicine in Calcutta a portrait or buBt, probably the latter, 
•of Sir Leonard Rogers, in recognition of his untiring labour 
in obtaining contributions for the new building, which is 
now ready. A representative committee, consisting of the 
Hon. Surgeon-General W. R. Edwards, C.B., C.M.G., 

Lieutenant-Colonel W. J. Buchanan, C.I.E., Lieutenant- 
Colonel C. R. M. Green, and Dr. W. Willoughby Kennedy, 
is in charge of the arrangements. £2 has been fixed as the 
maximum for a subscription, which may be paid to Messrs. 
Thacker, Spink, and Co., 5, Government-place, Calcutta, to 
the credit of the Rogers Portrait Fund. The secretary of 
the fund is Lieutenant-Colonel W. D. Sutherland, I.M.S. 

The Higher Training of Midwives.—A meeting 
•of the Council for the Promotion of the Higher Training of 
Midwives was held, under the presidency of the Lord Mayor, 
on June 27th at the Mansion House. The main object of the 
meeting was to raise money for building a school of mid¬ 
wifery at Woolwich which should be of a national character. 

A site has already been procured and £13,000 collected 
towards the building fund, but another £13,000 are required. 
The work is at present being carried on at the Hospital for 
Mothers and HabieB, Woolwich, containing 14 beds only. 
The Lord Mayor, in opening the meeting, said that it 
was necessary for drastic measures to be taken if child- 
life was to be preserved and the drain on the population 
caused by the war made up for. Lord Balfour of Burleigh 
said that according to the latest figures for England and 
Wales (the figures for Scotland were not yet available) 
about 1 in 10 of those born died under one year. Put in 
another way, there were more deaths among’iufants than 


among adults between the ages of 40 and 60. This wastage of 
life was largely preventable, and it was our duty to remedy 
the evil. A majority of the infants who survived suffered in 
after life from ailments due to lack of proper natal and ante¬ 
natal attention. The two main things required were trained 
and efficient midwives and adequate accommodation for 
special cases. Lady Betty Balfour said that some kinds 
of saving were equivalent to reckless extravagance, 
and no greater extravagance could be conceived than 
to refuse the £13,000 which were required for a work 
of such national importance as the saving of infant 
life. If proper maternity homes were provided the 
infant mortality could be reduced by at least one-half. 
Sir Dyce Duckworth, who said that we were far behind 
some of the continental nations in our measures for con¬ 
serving infant life, made an earnest plea for the support 
of the work done by the Council for the Higher Training of 
Midwives. He remarked that a midwife required at least 
12 months’ training unless she had previously keen a nurse. 
Dr. Barbara Teliaykovsky and Miss Alice Gregory also 
addressed the meeting. 

The late Dr. C. Macgowan Kitching.—D r. 

Charles Macgowan Kitching, a well-known medical man in 
Cape Town, died suddenly while he was conducting an opera¬ 
tion at Somerset Hospital, to which he was visiting surgeon, 
on May 9th, at the age of 52. Dr. Kitching was the son of a 
Cape Town practitioner. He was closely associated with 
the Cape College of Music and with the Chamber Music 
Union. He leaves a widow, who is widely known locally as 
a vocalist. 

Donations and Bequests. —Messrs. James Howell 
and Co., Limited, Cardiff, have forwarded a cheque for 
500 guineas to the King Edward VII. Hospital, Cardiff, in 
support of Sir William Jamei Thomas’s appeal for extensions 
of the institution. 

The Albert Medal of the Royal Society of Arts 
has been awarded this year to Professor Elie Metchuikoff, 
of the Pasteur Institute, Paris, in recognition of the value 
of his inquiries into the nature of immunity. The annual 
report of the society estimated Professor Metchnikoff's 
discoveries as having contributed more than the work of any 
other living man bo the control of infectious diseases. 


^srliaramtarj Intelligence. 


NOTES ON CURRENT TOPICS. 

The Parliamentary Session. 

The House of Commons since its reassembling after the 
Whitsuntide recess has been mainly occupied with finance. 
Several new provisions are being considered for inclusion in 
the Finance Bill. Before a clause authorising new taxation 
raav be included in it a preliminary resolution in Committee 
of Ways and Means is required. Such a resolution has been 
passed authorising the proposed duty on petrol permits at 
the rate of 6 d. a gallon, but medical men will pay only 
half rates. One or two other important alterations in the 
terms of the Finance Bill are being brought forward. One 
of these will affect many professional men who make their 
savings in the form of endowment policies and deferred 
annuities. There has been an abatement of income-tax 
allowed on account of the premiums on the policies, but the 
Government now desire to restrict this concession in the 
case of future policies to those which are spread over not less 
than 20 years and mature not sooner than when the insured 
reaches the age of 60. Some alterations have been intro¬ 
duced into the scale of the reduced rates of income tax 
payable by persons in the naval and military service of the 
Crown in respect of their pay. These give further concessions 
to the great majority of officers. 


HOUSE OF COMMONS. 

Tuesday, June 20th. 

National Health Insurance. 

Mr. Charles Roberts (who represents the National 
Health Insurance Commissioners) made a statement in 
Committee of Supply on the work which had been accom¬ 
plished by the various commissions. He said that their 
work had been seriously interfered with by the war. 
They could not get funds in the shape of Exchequer 
grants for new services and fresh developments which 
might have been contemplated in normal times. Their 
staffs had been depleted by the calls made upon them 
for military service. The war had also brought new 
problems. They had carefully to watch the administration 
of benefits to soldiers who had been invalided. They had to 
deal with the medical attendance for the dependants of 
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soldiers. A great deal of work had been put into the task 
of coordinating a sufficiency of doctors for both civilian and 
army needs. There had also been the safeguarding of the 
national supply of drugs, as to which the Government had 
charged the department with special powers. He ought to 
remind honourable Members that war conditions made it 
impossible to deal administratively with a number of ques¬ 
tions which were too controversial to touch at the present 
time. For instance, it had often been suggested in the 
course of the Inst 12 months that something might be 
done with regard to sanatorium treatment or with questions 
connected with the payment of medical men. When the 
whole medical profession was being mobilised for the needs 
of the army it was out of the question to attempt to revise 
or consider in any way the terms of the agreement which 
was originally framed. He frankly admitted that during the 
war period there must be a policy of deliberate marking 
time. That was not, as it was called, a policy of drift. He 
was glad to think that some tightening up of the Regulations 
had now been carried through. The process of consolidating 
those Regulations, at all events so far as the English Com¬ 
mission was concerned, was now practically complete. They 
were consolidated into codes under separate heads—for 
instance. Approved Societies, army and navy, collection of 
contributions, and so on. There were some gaps. The medical 
benefit regulations had to be left until the return of peace. 
He hoped in the course of a few weeks to get a volume pub¬ 
lished which would contain the Act, the Orders, and the Regu¬ 
lations. Having dealt with various administrative and 
financial matters, the honourable gentleman proceeded to 
say that anyone who knew the work which had been going 
on in the country knew that since the Act came into 
force there had been a very considerable progress shown 
in counties and countv boroughs iu tackling the great 
evil of tuberculosis. With the money which had been 
available both through the Insurance Act and by 
means of what was known as the Hobhouse grant, the 
country had been covered with a network of hospitals, 
sanatoria, and dispensaries, and in connexion with that, by 
voluntary effort and otherwise, there had been tuberculosis 
school and care committees set up. He did not consider that 
that process was complete. The counties and the county 
boroughs in a considerable number of cases had fairly com¬ 
prehensive schemes, but the work, of course, was largely, 
though not entirely, suspended by the war. Honourable 
Members might be" interested to know that in this Vote- 
Vote 9 in the Estimates—there was an addition of £40,000 
this year. The Insurance Commissioners were concerned 
not in the question of the provision of buildings, as that was 
the work of the Local Government Board, but in the question 
of the treatmentof persons,and taking the year 1914,forwhich 
alone he had full information, he could give some indications 
of the measure of Die advance. The applications for treat¬ 
ment that year increased by 6 per cent. The persons treated 
increased 17 per cent. The cases treated in residential 
institutions increased 69 per cent., and the cases treated in 
dispensaries increased 232 per cent. He had not got full 
information for 1915. and it was quite impossible at the 
present time to press insurance committees to give informa¬ 
tion in detail, but such partial information as he had received 
pointed in this direction. Dispensary treatment in 1915 went 
up to a very large percentage. The treatment iu residential 
institutions dropped by a small percentage, which was not 
greater than the reduction in the insured population during 
the year. Meanwhile he could assure those who thought 
that the sanatorium benefit was really drying up that there 
were vacancies in different parts of the country. He was 
told that in Scotland there was no difficulty iu finding 
room for all the tuberculous soldiers and that there were 
vacancies in some of the institutions for the civilian popula¬ 
tion in addition. He ought to say something about the 
tuberculous soldiers, who had been treated with special 
attention. The Commissioners had had 3250 cases mentioned 
to them by the War Office. They had an arrangement 
under a special grant for which money was being taken 
this vear bv which they could get priority of treatment for 
these tuberculotissoldiers. and hebelieveil treatment had been 
offered in residential institutions for all those whose cases had 
been mentioned to them. He quite admitted that the Com- 
missoners had not so large a fund as he would like them 
to have. The fund was limited, but the need unfortunately 
was not limited. Still, under the Insurance Act, since it 
had come into force a sum of £2,800,000 had been found. It 
had been spent on an attack on tuberculosis by means of 
sanatorium benefit, and so far from that fund drying up, 
insurance committees iu 1916-17 would have an income of 
£760,000, including a grant of £35,000 for tuberculous soldiers. 
When the war was over he hoped to see a still larger expendi¬ 
ture of money in eradicating as far as possible tuberculosis 
from this country. He stated that a sum of £28,000,000 tiad 
been accumulated as a reserve under the National Insurance 
Act. In 1915 men and women received a sum of £6,300.000 in 
sickness benefit. £1,300.000 in maternity benefit, and £840,000 
in disablement benefit. 
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Thursday, June 22nd. 

The Sale of Cocaine. 

Colonel Norton Griffiths asked the Home Secretary 
what steps the Government were taking to control the sale 
of cocaine throughout the country, and whether the sale of 
this drug could be restricted un der the Acts governing the 
sale of poisons.—Mr. Hkruert Samuel replied : The sale of 
cocaine to membersof His Majesty’s forces has been made an 
offence by order of the Army Council under Regulation 40 of 
the Defence of the Realm Regulations. Under the Acts 
governing the sale of poisons cocaine can only be sold by 
registered chemists to persons known or introduced to them, 
and after entering in the Poisons Book the particulars 
required by the schedule to the Act of 1868. I am considering 
what further action should be taken. 

Sir J. D. Rees: May I ask whether the sale of cocaine 
has become dangerous since the suppression of opium and 
whether that point of view will be taken into account ?— 
Mr. Samuel: I do not know that this matter is related to 
the question of opium, but I am informed that there has 
been increased use of cocaine among certain chemists. 

Sir J. D. Rees: Will the right honourable gentleman 
inquire whether it is not a matter of common public know¬ 
ledge that this has resulted from the suppression of the less 
dangerous opium ?— Mr. Samuel : The class which is addicted 
to cocaine at the present time is not a class which has ever 
been addicted to opium. 

Colonel Norton Griffiths : Do I understand that it is the 
intention of the Government to take very definite steps to 
stop the growth of this habit?— Mr. Samuel : We are con 
aidering in what way the present law needs strengthening. 

Sir Richard Cooper asked the right honourable gentleman 
whether his attention had been drawn to the widespread 
sale of “ pick-me-ups ” containing ether and cocaine in West 
End shops; whether he was aware that the new regulations 
preventing the sale of cocaine did not affect these draughts 
which contained coca liquidum, and that these doses were 
generally responsible for creating the drug craving ; and what 
steps he proposed to take to prevent the spread of this evil.— 
Mr. Samuel replied : 1 would refer the honourable Member 
to the reply I have already given. The honourable Member 
appears to have been misinformed as to coca liquidum. 
which, being a preparation of coca, is covered by the recent 
Order of the Army Council. This substance is, moreover, in 
Part II. of the Schedule to the Poisons and Pharmacy Act, 
1908, and is therefore subject to the restrictions as to sale 
laid down in the Poisons and Pharmacy Acts. Ether is not a. 
poison within the meaning of those Acts. 

Non-poisonous Dopes. 

Mr. Rowlands asked the Under secretary of State for the 
Home Department whether he was aware that an inquest 
was held on May 13th on Annie E. Baron, who died on 
May 7th at Bridlington, when the doctor said the illness was 
due to anemic poison caused bv w-orking in an atmosphere 
of dope which contained a poison known as tetrachloretnane ; 
whether he was aware that on May 17th an inquest was 
held at Southampton on Annie Metcalf who worked at the 
Belvedere works on dope varnishing ; wonld he say whether 
the doctor who made the post-mortem examination stated 
that he thought that the continued breathing of the fumes 
of the varnish which the deceased used at her work had 
circulated into the system and had set up jaundice, which 
was the cause of death; and, if so, could he state what 
further steps were being taken to secure the use of 
non-poisonous dope.—Mr. Brace replied: I regret that- 
the facts are as stated. As I explained on May 11th, 
the arrangements for securing an adequate supply of 
an approved non poisonons dope were maturing and they 
will.l hope, be completed very shortly. Meanwhile, much 
is being done to minimise the danger by the nse of such other- 
non-poisonous dopes as are available and are found suitable 
by the Admiralty and the War .Office and by an increasing 
observance of the detailed precautions in regard to ventila¬ 
tion, periodic medical examination, and other matters which 
have been laid down in the instructions issued by the Factory 
Department. 

Mr. Rowlands : Are all non poisonous dopes in the 
market being utilised at the present time, or are we to 
have more of these deaths before we arrive at a non- 
poisonous dope?—Mr. BRACE : All non-poisonous dopes which 
the Admiralty and War Office consider suitable for the 

S urpose are used by them. The Admiralty and the War 
ffice are developing as fast as they can a non-poisonous 
dope. They are doing their best. 

Splints anti Surgical Appliances for Soldiers. 

Major Astor asked the Financial Secretary to the War 
Office whether the War Office provided for officers under¬ 
going treatment in recognised hospitals all splints and other 
surgical appliances which might be ordered by the surgeons 
in charge of the cases.— Mr. Forstf.r wrote in reply: A11 
splints and other surgical appliances considered necessary 
bv the officer in charge of a hospital for officers or men 
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undergoing treatment in recognised hospitals other than 
. purely private hospitals and those receiving a capitation 
grant are provided by the War Office. 

Deafened Soldiers. 

Mr. Hogge asked the Financial Secretary to the War 
Office whether there were any special provisions for the 
treatment of soldiers deafened a9 a result of active service 
comparable to those for the blind.—Mr. Forster (in a 
written answer) replied: Such soldiers would receive the 
regulated disability pensions according to their incapacity, 
but there are no special provisions similar to those under¬ 
taken by Sir Arthur Pearson in the case of the blind. 

Monday, June 26th. 

Small-pox and Vaccination. 

Major Astor asked the President of the Local Government 
Board how many persons who were notified as having con¬ 
tracted small-pox during April and May had been vaccinated ; 
how many had been recently revacciuated ; how many had 
never been vaccinated; and whether any cases were fatal.— 
Mr. Long wrote in reply: During the nine weeks ended 
May 27 th, 1916, 79 civil cases of small-pox were notified 
in England and Wales. As to 2 of the cases I have 
not received information as to their vaccinal condition. 
Of the remaining 77 cases, 62 had been vaccinated and 
15 were unvaccinated. No person contracted small-pox 
subsequent to recent revaccination, but 12 of the cases nad 
l>een revaccinated after exposure to small-pox infection 
and during the incubation period of the disease. Seven 
ca°es are known to have been fatal, and of these 3 were 
unvaccinated and 4 were stated to have been vaccinated 
in infancy, their ages at death being 27, 37, 43, and 63 
respectively. 

Treatment of British Prisoners at Ruhleben. 

In reply to Mr. Malcolm, Lord Robert Cecil (Under 
Secretary for Foreign Affairs) said: On May 31st we received 
a further report by Dr. Taylor on the food-supply and 
nutrition at Ruhlebeii, showing that since Dr. Taylor’s first 
report was drawn up a fresh scale of diet had been put in 
force and that civilians at Iiuhleben were receiving only a 
little more than one-third of the protein-carrying foods 
allowed to combatant prisoners of war, while the potato 
rations of the civilians had been reduced to less than 
one*half of those issued to combatant prisoners. On 
June 3rd we informed the Germau Government, through 
the United States Ambassador, that if they were not 
in a position to feed prisoners of war in their hands 
properly it was clearly their duty to release them. We 
pointed out at the same time that, so far from doing so, they 
were detaining persons entitled to repatriation on the ground 
of ill-health and [had made no reply to our proposal that 
civilians over 50 should be repatriated and those over 45 
also if unfit for service in the field. We pointed out 
that the German prisoners in our hands were not depen¬ 
dent on paroels for nourishment. We said we were 
ready to consider any proposals for an exchange of 
civilians on an extended scale. We asked the United States 
Ambassador to inquire the numbers, aud. if possible, 
the names of the men at Ruhleben who were receiving no 
parcels. On June 8th we asked Mr. Gerard to obtain per¬ 
mission, if possible, for us to send at fixed intervals sufficient 
food in bulk for 500 men. As the result of Dr. Taylor’s 
report the Prisoners of War Help Committee decided to send 
parcels for 250 men in addition to those previously sent. On 
June 21st we received a still more unfavourable report by 
Dr. Taylor, from which it appears that the German authori¬ 
ties have deliberately reduced the official food rations at 
Ruhleben, and that they have accumulated a large sum 
of money, estimated at between 60,000 and 200,000 marks, 
which should have been spent in rations. Dr. Taylor states 
that the food supplied during the week ending June 14th, if I 
applied to all the men interned at Ruhleben, represents 
less than half of the requisite food units, and that 
matters are made worse by the fact that much of the bread 
coming from outside Germany during the last month is of 
iale rior quality or has arrived iu bad condition. As the 
result of this report, we addressed a note to Mr. Page for 
communication to the German Government by telegraph 
recapitulating the observations in our note of June 3rd 
as to the duty of the German Government to feed 
the prisoners properly or to release them, and as to 
their failure to reply to our proposals to release civilians 
over 50 and over 45 in certain conditions, and concluding by 
proposing that all the British civilians at Ruhleben should 
be released in exchange for a similar number of German 
civilians, and stating that, should the German Government 
uot accept this proposal within a week from the receipt by 
them of the telegraphic summary of this note, vve should be 
compelled to consider what course to adopt with regard to 
the rations of German civilians interned here. The 
correspondence will be laid before Parliament as soon as 
possible. 


Tuesday, June 27th. 

Surgeon-General Sir IV. Babtie. 

Colonel Yatk asked the Secretary for India to state for 
what length of time Surgeon-General Sir W. Babtie, the 
Director of Medical Services in India, and the officer stated 
to have been responsible in regard to medical provision for 
the expedition to Mesopotamia, was absent from his post 
during certain months of 1915; and who was appointed to 
officiate for him during his absence.—Mr. Charles Roberts 
(for Mr. Chamberlain) replied: Surgeon-General Sir W. 
Babtie left India for a short time early in 1915 to carry out 
certain work entrusted to him by the War Office. He was 
not replaced during his temporary absence. He vacated the 
appointment of Director of Medical Services in India iu 
June, 1915, when he was succeeded by Surgeon-General 
M&cNeece. I am not aware by what authority General 
Babtie is stated to have been responsible for the medical 
arrangements in Mesopotamia, and I would deprecate any 
such assertion. 

Callosity and Industrial Disease. 

Mr. Fenwick asked the Home Secretary whether his 
attention had been calTed to the industrial disease known as 
callosity; and,*if so, whether, having regard to the nature 
of the disease, he could see his way to include it in the list of 
industrial diseases provided for under the provisions of the 
Workmen’s Compensation Act.—Mr. H. Samuel answered: 
I am aware that callosity, which is a hardening and thicken¬ 
ing of the superficial layers of the skin, is common, 
especially on the hands aud fingers in certain occupations, 
but I am advised that it cannot be regarded as a definite 
disease and does not of itself cause incapacity. It could 
not, therefore, be scheduled under the Act. 

Medical Men and Petrol Supplies. 

In the coarse of the proceedings in committee on the 
Finance Bill Mr. McKenna (the Chancellor of the Exchequer) 
moved a new clause dealing with motor spirit licence duty. 
It lays down that “ in addition to any other duties imposed 
by law in respect to motor spirit, there shall be charged, 
levied, and paid on a licence to be taken out by any 
person who desires to be supplied with motor spirit 
a duty at the rate of sixpence for every gallon of 
motor spirit with which he is authorised to be supplied 
by the licence.” It goes on to provide that “any duly 
qualified medical practitioner or registered veterinary 
surgeon using motor spirit for the purpose of supplying 
motive power to a motor-car or motor-cycle kept by him, 
while it is being used bv him for the purposes of his pro¬ 
fession, shall be entitled, in accordance with regulations 
made under this section, to an allowance or repayment of 
half the amount of duty payable under this section in respect 
of a licence authorising tlie supply of that motor spirit.” In 
the course of the discussion Mr. McKenna said that he must 
warn motorists not to proceed on journeys when there was 
danger of their authorised supply of petrol giving out. They 
would not be entitled to purchase anything in excess of the 
authorised amount. Each individual application for a supply 
of petrol would be judged on its merits. 

Sir Henry Craik drew attention to the difficulties which 
might arise when the supply of petrol which a medical man 
was authorised to purchase became exhausted prematurely. 
Medical attendance in some parts of the country had already 
been rendered more difficult to afford, and it would be very 
hard iudeed that a medical man should be prevented from 
giving prompt attention to an urgent call because it was not 
possible for him to obtain a supply of petrol. Special 
permits might well be given to medical men. 

Mr. McKenna : The observations made by my honourable 
friend are very much in point. The matter will have to be 
considered by the Petrol Committee and the Board of Trade. 

I think that ought to be brought home to the mind of the 
Petrol Committee. 

The new clause was inserted in the Bill. 


appointments. 


Successful applicants tor vacanacs, Secretaries of Public Institutions, 
and others possessing information suitable Jor this oolutnn, are 
invited to forward to Tan Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Bbow.hr, a. K., L.R.C.P., L.li.C.S. Irrl., has been appointed Certifying 
Surgeon under t.he Factory and Workshop Acts for the Levenwick 
District of the county of Shetland. 

Galloway, N. R. (final-year student), Resident Physician at the 
Royal Infirmary. Edinburgh. 

Hendry, G.. M.D., Certifying Surgeon under the Factory and Work¬ 
shop Acts for the Ollaberry Dialrlct of t he county of Shetland. 

Huxley, Frances M., vi.D., B. Sc. Viet., Pathologist and Registrar to 
l^ueen Charlotte's Lying-in Hospital. Marylebone-road. 

Kirk, Y. B. (final-year student). Resident Surgeon at the Royal 
Infirmary. Edinburgh. 

Stump. C. (final year student), Resident Physician at the Royal 
Infirmary, Edinburgh. 
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For Jurther information regarding each vacancy reference should he 
made to the advertisement (see Index). 

When the application of a Belgian medical man would he considered 
the advertisers are rcoucsted to communicate with the Editor. 

Alton, Hants. Lord Mayor Treloar Cripples’ Hospital.— 
Assistant Resident Medical Officer. 

Bedford County Hospital.—A ssistant House Surgeon, unmarried. 
Salary as arranged, with board, Ac. 

Bethnal Green Infirmary, Waterloo House, Waterloo-road. N.E.— 
Assistant Medical Officer. Salary at rate of £280 per annum, with 
board, Ac. 

Birmingham and Midland Eye Hospital, Church-street.—Resident 
Surgeon. Salary £200 per annum, with board. Ac. 

Boling broke Hospital, Wandsworth Common, S.W.—Resident 
Medical Officer and House Surgeon. Salary £300 per annum and 
£200 per annum respectively, with board, Ac. 

Bolton Infirmary and Dispensary.— Female Third House Surgeon. 
Salary £180 per annum, with board, Ac 

Bristol Royal Infirmary.— House 8urgeons and House Physicians. 
Salary at rate of £120 per annum, with board. Ac. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board, Ac. 

Camberwell Infirmary, Brunswick-square.— Medical Superintendent . 
Ac., for Institution at Gordon-road, Peckbam, and Children's Homes. 
Salary at rate of £750 per annum, with unfurnished, house, Ac. 

Chesterfield and North Derbyshire Hospital.— Senior House 
Surgeon. Salary £250 per annum, with board. Ac. 

Dudley, Guest Hospital.— Senior Resident Medical Officer. Salary 
£150 per annum, with board, Ac. 

Essex County Council —Temporary Assistant Tuberculosis Officer. 
Salary at rate of £350 per annum, Ac. 

Evelina'Hospital for Sick Children, Southwark, S.E.—Clinical 
Assistants. 

Great Yarmouth Hospital.— House Surgeon, unmarried. Salary 
£200 per annum, with board, Ac. 

Huddersfield Royal Infirmary.— Senior House Surgeon. Salary 
£150 per annum, with board, Ac. 

Hull, Victoria Hospital for Sick Children.— Female House Sur¬ 
geon. Salary £100 per annum, with board, Ac. 

Lf.amington Spa. Warnkford General Hospital.— Junior Resident 
Medical Officer. Salary £150 per annum, with board. Ac. 

London Temperance Hospital, Hampstead-road, N.W.—Assistant 
Resident Medical Officer for six months. Salary at rate of 
£120 per annum, with board, Ac. Also Surgical Registrar. Salary 
at rate of 40 guineas per annum. 

Manchester City.—M edical Officer. Salary £350 per annum. 

Manchester Royal Eye Hospital.— Junior House Surgeon. Salary 
£120 per annum. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board. Ac. 

Metropolitan Asylums Board.— Temporary Dental Surgeon. Salary 
£350 per annum 

Northampton General HospiTAL.-House Surgeon. Salary £150 
per annum, with board, Ac. 

Portsmouth Workhouse Infirmary, Workhouse, and Children's 
Home. —First Assistant Medical Officer. Salary £250 per annum, 
with apartments, rations, Ac. 

Plymouth, South Devon and East Cornwall Hospital.— House 
Physician. Salary £150 per annum, with board, Ac. 

Queen Charlotte's Lying-in Hospital, Marylebone-road, N.W.— 
Assistant Resident Medical Officer for four months, and Senior 
Resident Medical Officer for following four months. Salary at rate 
of £60 per annum first four months and £80 per annum following 
four months, with board, Ac. 

Queen’s Hospital for Children, Hackney-road. Bethnal Green, E.— 
House Physician for six months. Salary £100 per annum, with 
board. Ac. 

Sheffield Rotal Infirmary.— House Physician. Salary £120 per 
annum, with board, Ac. 

West Riding of Yorkshire. Middleton in-Wharfkdalf. Sana¬ 
torium, near IIkley.—Assistant Medical Officer. Salary £350 per 
annum. 


Jirtfts, marriages, anb geatfts. 


BIRTHS 

Bangay.— On June 26th, at Westlands, Warblington, Hants, the wife 
of Surgeon J. D. Bangay, R.N., H.M.S. Antrim, of a son. 

Canney. —On June2Cth, at. Buckland-crescent, Hampstead, the wife of 
Major Leigh Canney, R.A.M.C. of a daughter. 

Haynes.— On June 25th, at Borstal. Rochester, the wife of Captain 
H. G. L. Haynes, R.A.M.C., of Marklield, Leicestershire, of a son. 


MARRIAGES. 

Hance—Leonard.— On June 24th, at St. Peter's, Wolvercote, Oxon., 
Captain J. Bennett Hance. B.A., M.B., B.Ch.Cantab . Indian 
Medical Service, to Catherine Henrietta Lawson, only child of the 
late Charles Lester Leonard. M.A., M.D.. of Philadelphia. U.S.A.. 
and of Mrs. Leonard, of Woodstock-road, Oxford. 


DEATHS. 

Churchill. -On June22ud. at Cranley-gardens, Queen's Gate, S.W., 
Frederick Churchill, M.D., F.R.C.S., in his 74th year. 

Osburn. —On May 10th, at Mussoorie, India, from cerebral apoplexy, 
Harold Burgess Osburn, M.R.C.S., D.P.H. Camb., second son of 
Captain Francis Osburn, H.N., of Winsley, Emsworth, Hants, in 
his 49th year. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births, 
Barria jes, and Deaths. 


Uotcs, Sjiart Comments, <mb Jnskrs 
to Corresponbents. 

TREATMENT OF TYPHUS FEVER BY THOROUGH 
VENTILATION 
To the Editor of Thf. Lancet. 

Sir, —In my Chadwick Lecture on typhus fever, in 
The Lancet of June 10th (p. 1159i.it is erroneously implied 
that Barrault, a Paris physician, was the first to introduce 
the system of thorough ventilation in the treatment of this 
disease, whereas the credit of having first advocated this 
treatment belongs to our distinguished countryman, Pro¬ 
fessor Sir Clifford Allbutt, who nearly 30 years previously 
both preached and practised it during the epidemic at 
Leeds in the year 1865-66. 

I am, Sir, yours faithfully, 

June 28th, 1916. R. 0. Moos. 

WAR VICTIMS’ RELIEF IN FRANCE. 

The work of the War Victims’ Relief Committee of the 
Society of Friends in the devastated districts of the Marne 
and the Meuse continues iD spite of the fact that nearly 
two years have elapsed since the line of the armies moved 
to anv appreciable extent. At the maternity at ChUlons- 
sur-Marne 262 babies were horn np to the end of May, and 
1152 persons treated in all. The convalescent home at 
Bettancourt-la-Longue continues lull of girls, many of them 
brought away from the dangers of the Rlieims streets. 
In Bar-le-Duc the condition of the emigre's requires con¬ 
stant supervision from the nurses of the party. For all of 
these and for work in the villages of the whole district, 
in many of which medical aid of any kind is unobtainable, 
the help of an additional medical man or woman is 
urgently needed, as will be Been from a notice in our 
advertisement columns. 

KAFIR BEER. 

To the Editor of The Lancet. 

Sir, —Will you kindly have the accompanying specimen 
of kafir beer analysed for alcoholic strength and bacterio- 
logically? The beer is made very crudely from a millet 
larger than that used in India for food. It is grown largely 
here by natives, ground down, fermented, and drunk to 
excess. Intoxication lasts for three or four days after being 
once affected. 

I have observed the following effects directly attributable 
to its prolonged use: (1) painless enlargement of liver 
without jaundice; (2) early arterio sclerosis of visible 
arteries; (3) asthenopia with white optic discs; (4) early 
cataract; (5) gastritis and dysentery in old and young 
respectively; (6) reflexes ultimately in comparatively young 
people suffer—e.g., knee-jerks. I learn that in various 
parts of South Africa brewers use this kafir corn for making 
lager beer. Lately a black rust has appeared in the corn, 
which may influence the action of the beer. 

As regards the clinical pathology, I do not think I can add 
to what I have given.—I am, Sir, yours faithfully, 

Wm. Robertson. 

St. Marks, Caps Province, South Africa, May 22nd, 1916. 

*,* The sample forwarded was inadequate for a systematic 
examination and was not even sufficient for the estima¬ 
tion of the alcohol alone. Our correspondent might 
consult one of the local Government analysts. The matter 
is quite interesting enough to have the examination 
suggested made.—El). L. 

THE DESTRUCTION OF COCKROACHES. 

To the Editor of The Lancet. 

Sir,—D r. J. J. H. Holt quite ignores the possibility that 
cockroaches eat insect powder, if free. In my experiments 
many of the younger cockroaches were quite dead, and his 
experiments were so contrived to prove that contact with the 
powder is not enough to cause that. But whether they are 
dead or not, strewing insect powder along the junction of 
floors and walls has proved in my experience a very cheap 
and simple way of getting rid of cockroaches. I should think 
if something palatable was mixed with the powder the 
results would be even more satisfactory. Experiments in 
vitro, such as Dr. Holt’s were, are very likely to lead to 
erroneous conclusions, unless the hypotheses suggested by 
them are tested carefully by other experiments devised in a 
scientific manner, a thing which, apparently, it has never 
even occurred to Dr. Holt to do. 

I am, Sir, vours faithfully, 

Sidmouth, June 26th, 1916. (J. Burton Brown, M.D. 
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BOOKS, ETC., RECEIVED. 


Hark Pharmacy, Amherst-street, Calcutta. 

Outlines of Medical Jurisprudence. By Ramos Chandra Ray, L.M.S. 
Third edition. Price Rs.4. 

Harper and Brothers, London. 

Body and Spirit; An Inquiry into the Subconscious. Baaed upon 
12,000 Experiences in the Author's Practice. By John D. 
Quackenbos, M.D. Price 6#. net. 

Khosla Brothers, Railway-road. Lahore. 

Vocabulary of Indian Medicinal Substances and Drugs. In more l 


than Five Languages,' along with their Therapeutic Values, 
Chemistry, and Terminology. By C. M. Gupta, F.T.S. Price 
Ra.10.8.0. 

Lund, Percy, Humphries, and Co., London. 

Surgical Bandages and Dressings. By Alice Scott. Price Is. 6d. 
Macdonald, Erskink, London. 

Letters from Another Battlefield. Price Is. net. 

Songs of Protest. By Frederick L. Mitchell. XXth Century Poetry 
Series. Price Is. net. 

Thicker. Spink, and Co , Calcutta and Simla. 

Handbook for Wives and Mothers in India. By Mildred E. Staley, 

M.B., L.M. Second edition. Prlce5s.net. 


Communications, Letters, See., have been 
received from— 


A. —Captain C. H. Attenborough, 

R.A.M.C.; Captain H. G. L. All- 
ford, R.A.M.C.(T.): Academic de 
Medecine, Paris, Librarian of; 
Mr. G. F. Aldous, Plymouth ; 
Messrs. Allen and Hanburys. 
Lond.: Dr. J. Aikman, Guernsey ; 
Anglo-French Drug Co., Lond.; 
Major Ed ward Arch ibald.C. A. M C. 

B. —Dr. W. Langdon Brown, Lond.; 
Dr. G. Burton-Brown, Sidmouth ; 
British South Africa Company, 
Lond., Chief Clerk of; Bedford 
County Hospital, Secretary of; 
Dr. G. Blacker, Lond.; Messrs. 
P. B. Burgoyne and Co., Lond.; 
Mr. J. Butterworth. Middleton ; ! 
Messrs. Brady aud Martin, New¬ 
castle on-Tyne; Messrs. Buchart 
and Rennet, Aberdeen ; Dr. F. M. 
Blumer, Stafford; Dr. R. Dods 
Brown, Perth; Fleet-Surgeon 
P. H. Boyden.R.N.; Bromley Edu 
cation Committee, Clerk to the ; 
Dr. M. Bashcer, Port Said ; Staff 
Surgeon J. L. Barford, R.N.; ( 
Messrs. Charles Barker and Sons 
Lond.; Mairie de Bordeaux, 
British Red Cross Society, Lond.. 
Secretary of; Colonel Sir Ant bony 
Bowlby, K.C.M.G., K.C.V.O.. ! 
Mr. M. L. Barst, Lond.; Dr. 

E. Chittenden Bridges. Lond.; , 
Dr. R. Adams Brewis, Dursley; 
Messrs. T. B. Browne, Lond.. 
Captain Andrew Barr, A.V.O.; 
Messrs. John Bale, Sons, and 
Danielsson, Lond.; Bolton Infir¬ 
mary and Dispensary, Secretary 
of; Mr. H. Butterheld, North¬ 
ampton ; Dr. Henry Bazett. 
Lond.; Mr. J. Ellis Barker, Lond. 

C. —Mr. G. H. Colt, Aberdeen. 
Dr. G. M. Cullen, Edinburgh; 
Messrs. Cutting and Underwood. , 
Lond.; Charlotte Medical Journal. \ 
Editor of; Chester field and North I 
Derbyshire Hospital, Secretary 
of; Mr. P. A. Colmer, Yeovil. j 
Mr. H. A. Collins, Croydon; 
Dr. I. D. Chepmell, Worthing. 
Chief Postal Censor, Lond.; Dr 

A. Caddy, Calcutta; Miss Mary 

N. Cureton. Bournemouth ; Mrs. 
Helena B. Capps. Christchurch ; 
Mr. W. E. Le Gros Clark. Lond., 
Dr. A. J. Chalmers. Khartoum ; 
Mr. J. Cockcroft, Hereford; Dr. 
J. W. Carr, Lond.; City of West¬ 
minster War Savings Committee. 
Mayor of. 

D. — Messrs. W. Dawson and Sons, 
Lond.; Lieutenant-Colonel C. D. 
Dawes, I.M.S.; Mr. A. Denman, 
Lond.; Dr. Downer, Lond.; Dr. 
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Mr. President, Ladies, and Gentlemen,—T he lecture 
which I have the honour of delivering before yon deals with 
a subject about parts of which a good deal has been written 
from time to time, for there is an evident pathological 
importance in the developmental questions concerned, in 
addition to the purely anatomical interest that centres in 
their elucidation. The description that I propose to give is 
based largely on my own observations, and it will, I hope, 
enable you to take into account one or two new points of 
view in your conception of the roof of the early mouth and 
its derivatives. I am dealing only with the roof of the 
common cavity; the cavity is derived from the oral sinus, 
and this in its turn is a modification of the stomodaaum, 
which will thus provide a convenient starting-point for the 
description. 



Fig. 1. 


Diagrams of embryonic plates with I he amnion 
cut away round them, its extent being indi¬ 
cated by the inter! opted line. The plate lies 
on top of the yolk-sac, Y. To show how the 
forehrain, a, growing forward in the direc¬ 
tion of tho arrow, not only projects over B, 
the bucco-pharyugeal area, hut reverses this 
and the pericardium, p, below it. Thus the 
anterior end of the embryo comes into exist¬ 
ence as a projection in front of the yolk sac, 
drawing forward in its interior a prolongation 
from this, tho foregut. In the second figure 
the stomodauim is Been as a cleft between a 
and p, and the bucco-pbsryngeal area must 
form its base and separate it from the foregut. 

membrane. The 

stomodseum, therefore, can be considered to be in its 
essence a transversely disposed cleft or recess, open at each 
side, roofed by the neural projection or forebrain, floored by 
No. 4845 


The Stomod-Eum 
and Oral 
Sinus. 

The stomodieura 
is simply the 
recess or cleft 
between the over¬ 
hanging promi¬ 
nence of the 
forebrain and the 
pericardium. 
When the walls of 
the neural groove 
begin their rapid 
growth they tend 
to bulge forward 
over their anterior 
limit, and also to 
carry this margin 
forward beyond 
the confines of the 
embryonic rim, 
reversing and fold¬ 
ing under them the 
bucco- pharyngeal 
and pericardial 
areas of the em¬ 
bryonic plate. 
(Fig. 1.) The 
anterior end of 
the neural regioD 
thus projects be¬ 
yond the level of 
the bucco-pharyn- 
geal membrane, 
turning itself for¬ 
wards and down¬ 
wards round its 
continuity with 
the upper end of 
the membrane, 
and so coming to 
lie above the 
pericardium, both 
projecting beyond 
the level of the 


the prominence of the pericardium, and separated by the 
bucco-pharyngeal membrane at its base from the foregut or 
primitive pharynx, a diverticulum of the general archenteric 
cavity that is included in the interior of the front part of 
the embryo which projects beyond the embryonic rim. 

It is evident that a recess of this nature cannot be looked 
on as representing an early stage of the mouth of any 
vertebrate animal possessing jaws, and the stomodseum is 
really only the place where tie mouth will be built up— 
the frame, as it were, within which the true mouth struc¬ 
tures are about to appear. These new structures are to be 
found at a very early stage ; in fact, it is doubtful, I think, 
whether such a simple stomodreum as is shown in the 
diagram in Fig. 1 is ever really present in the human embryo. 
Such stages are only known to most of us by description and 
figures, for the specimens are few in number, and I am not 
one of the fortunate possessors of them. The earliest human 
embryo that I possess, after the stage of an embryonic plate, 
already shows a mandibular arch, although its forebrain 
is only just projecting over the bucco-pharyngeal area. On 
other grounds I consider this specimen abnormal, but 
examination of the records of other embryos tends to 
confirm me in my suspicions about the existence of a simple 
stomodreum, at any rate for 
more than a very brief time 
and with a very slight depth. 

The point need not detain us, 
and it will be quite sufficient 
for us to recognise that the 
mandibular and maxillary 
processes, those concerned 
witli the formation of the 
true mouth, make their 
appearance on the scene at a 
very early stage in develop¬ 
ment. 

The mandibular arch, 
formed in the wall of the 
primitive pharynx imme¬ 
diately behind the ventro¬ 
lateral attachment of the 
bucco-pliaryngeal mem¬ 
brane, grows forward (Fig. 2) 
on the upper aspect of the 
pericardium and forms a new 
floor for the deeper part of the 
cleft. At the same time the 
maxillary process extends forward and below the forebrain 
on each side ; it is derived from the upper part of the 
mandibular arch, and thus constitutes a sort of side wall 
to the deeper portion of the recess. In this way the oral 
sinus comes into existence, at present only in the deeper 
part of the cleft between forebrain and pericardium, but 
destined to enlarge rapidly as its boundaries grow. It is 
limited below by the mandible and on each side by the 
maxillary processes, and is separated at its base by the bucco¬ 
pharyngeal membrane from the cavity of the foregut; this 
membrane soon breaks down and disappears. Between the 
two maxillary processes, however, the central part of the 
stomodaral cleft still remains, with the posterior part of the 
forebrain forming its front and upper wall, and this can be 
taken as the earliest definite indication of Eatlike's pouch. 



Diagrammatic sketch of anterior end 
of embryo from the right, showing 
the pharyngeal arches. The man¬ 
dibular arch is seen joining its 
fellow above the pericardium, and 
the maxillary process is growing 
forward from its upper part. The 
oral sinus lies between these 
visceral structures of the two sides. 


Early Stage in Development of Roof of Mouth. 

Fig. 3 shows the roof of the mouth in an embryo of about 
4 mm. in which the mandibular arch has been cut away and 
the region viewed from below. The general surface, lined 
by ectoderm, covers the lower aspect of the forebrain, and 
on each side the two maxillary processes are to be seen as 
slight elevations of this surface, extending forward for a 
little distance from the upper ends of the cut stumps of the 
mandibular halves. At the anterior angles of the field the 
ectoderm is thickened ; this earliest stage of the olfactory 
area is a convex one, looking forwards, outwards, and down¬ 
wards. Rathke's pouch is a widely open and not very deep 
sulcus between the maxillary processes, with a strongly 
convex anterior wall made by the rounded hinder part of the 
projection of the forebrain. 

The forebrain in its early stage (thalamencephalon) is a 
single short rounded vesicle, with two optic evaginations 
projecting from it a little in front of the position of its back 
wall. In the figure the back wall of the vesicle is turning 
B 
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into the floor in the rounded prominence that limits Rathke’s 7 mm. it is not very much more than coextensive with the 
pouch in front. The optic evaginations are short and widely front wall of the pouch, and after this, as we shall see later, 
patent outgrowths from the brain which lie above the the cells invade this region from the sides, and ultimately 
maxillary processes, these separating them from the roof as effect the separation between the pouch and the brain, 
exposed in the figure. The ectoderm of the roof and that When the maxillary process grows forward a new meso- 
of the brain are in close contact in the front wall of Rathke’s dermal stratum is added, derived from the lateral meso- 
pouch and for some distance on the roof in front of this; derm, and this is applied to the superficial surface of the 
but more in front and at the sides they are separated by thin paraxial stratum. In its further extension it covers this 
mesoderm, while at the sides further back the maxillary surface, except in the pouch, and apparently the two meso- 
growth is, of course, situated between their levels. A little dermal strata do not mix. Only these two strata are con- 
consideration will make it clear that the rounded prominence cerned in forming the tissues lying between the mouth and 
in front of the pouch is made by that part of the forebrain the brain, and certain definite structures are formed in each 
which was originally the anterior end of the walls of the layer. I lay some stress on this double mesodermal origin, 
neural groove (see Fig. 1), and the pouch itself is at first because it seems to me that many intricate questions—such 
merely the angle formed between the bucco-pharyngeal as those concerning the comparative relationships between 
membrane and this part of the brain when it turns itself the parts of widely different skulls—might be brought much 
downwards and forwards round the upper end of the mem- nearer solution if attention were paid to the nature of the 
brane ; later, when the membrane disappears, the angle is a layers in which the tissues are formed. By pushing the 

inquiry back into developmental stages, workers such as 
Parker and, to-day, Fawcett in this country, and Levi, 
Gaupp, and others elsewhere, have brought our information 
as to the comparative anatomy of the skull to a very high 
level. But the tendency has been to restrict these observa¬ 
tions to the chondrocranium, whereas it seems to me that it 
might with advantage be extended back to the prechondral 
mesenchyme, and the results checked by the recognition of 
the strata and of the relations in the strata and between 
them ; the chondrocranium is a structure already made, while 
the other line of research would throw the inquiry back into 
its making. 

It was my original intention to deal in this lecture with 
some comparative work on these lines, following up certain 
observations I had made which seemed to be full of promise, 
but the circumstances of the present are in many ways 
unfavourable to such work, so I am constrained to confine 
more obtuse one between the brain projection and the roof myself to the human subject. The distinction between the 
of the foregut. The pouch can, in fact, be considered as two mesoderms is perhaps more marked in lower types than 
marking the level of the original depths of the stomodaeum in the human embryo. Fig. 4 shows a section near the region 
in its central part, and this appears to be a very fixed region, of the pouch in a young mouse embryo ; the distinction 
The notochord terminates in close relationship to it; it is between the strata is as marked in the section as in the 
said in some forms to be connected with the top of the bucco- diagram. Perhaps if we could command the freshness of our 
pharnygeal membrane. Fixity is indicated by the revolu- human material as we can the other we would find the 
tion of the forebrain round the spot, by the close and smooth distinction as definite. 

connexion between neural and surface ectoderm, and by the But there are other ways of fixing the levels of the strata, 
persistence of the relation with the notochord, and is no The large vein and the artery (Fig. 4) lie practically on the 
doubt increased or helped by the occurrence of the bracket- maxillary mesoderm, 

like maxillary growth on each side of its position, extending really embedded in the FlG - 4. 

under the forebrain and holding it in its angled bend. superficial layers of the 

We obtain evidence of fixation, too, in later stages. The paraxial stratum. This 
neural tube in its rapid growth is held in front at this point, relation seems to be a 
and in pushing forward it bends up the relatively thin and constant one in mam- 
loosely held mid-brain into the well-known flexure behind mals and birds—so far, 
the point. On the other hand, the growth of cerebral at least, as I have had 
structures in front of this point tends, as we shall see later, opportunities of investi- 
to rotate the forebrain up somewhat round an axis passing gating the matter. The 
through this region. In the adult skull, moreover, in ways artery is the internal 
which we need not pause now to consider, there has come carotid ; it runs forward 
about a peripheral divergence of regions, such as the orbit in this mesodermal rela- 
and the tubo-tympanic complex, but centrally they are more tion from the region of 
fixed, and the pituitary fossa seems to lie practically at the the third visceral arch 
centre from which they may be said to radiate. Shortly, I to the side of Rathke’s 
think it is justifiable to describe the region of Rathke’s pouch, where it sinks 
pouch as the most fixed spot in the developing head, a fact into the paraxial meso- 
which will help us to appreciate the changes that go on derm to reach the brain, 
around it, changes of position which may be said in a general The vein is a large 

way to become more marked according as they are distant channel lying in con- e°oUng 

from this spot. tact with the inner the mesodermal layers. 

Mesoderm of Roof. aspect of the Gasserian 

A forebrain turning over the fixed point (as in Fig. 1) to ganglion (not shown in this section), and passing back 
project forwards necessarily carries with it a mesodermal between this and the seventh nerve to lie to the outer side of 
covering derived from, and continuous with, that in relation this last; it is the “vena capitis mesialis” of Salzers 
with the neural groove or tube of which it is an extension— description, more loosely referred to as the continuation of 
that is, the forebrain has a covering of paraxial mesoderm the vena capitis lateralis by some other writers. Perhaps it 
belonging properly to it. In the roof of the mouth, as will avoid ambiguity if we term it, with Streeter, the 
already pointed out, this covering is at first deficient “primary head vein.” All the structures developed in this 
centrally. Perhaps this is explicable on the view that the region from the paraxial mesoderm lie above these vessels, as 
middle line here is a direct continuation of the mid-dorsal also do the nerves going to the paraxial structures, while 
line of the tube, the line of closure and of neuropores, and those formed in the maxillary stratum lie below them, 
the place where the tube is last covered by the middle A vascular plexus is carried forward from the vein on the 
layer. The bare area in the roof does not exist for long; crest of the advancing maxillary mesoderm and enables us 

the paraxial mesoderm extends into it from the sides, so to find the edge of the growth in the earlier stages without 

that in a 5 mm. embryo it is already smaller, in one of much trouble; these vessels are indicated in the models of 



Fig. 3. 
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the early embryos. In later stages, however, and in some 
peripheral parts of the extending stratum, this method of 
finding and following its limits is not so valuable, but here 
other aids can be often pressed into service. Possibly, in 
the future, one may find more delicate differential staining 
to be of use in this respect. 

General Growth of Roof and Nasal Cavities. 

The maxillary growth continues in a forward direction. 
Fig. 5 shows the roof in an embryo 1 of 7 mm., in which 
Rathke's pouch is still widely open but evidently deeper, 
and the maxillary processes are better developed and longer, 
coming very near to the olfactory areas. These areas are 
well marked on each side, showing slightly raised borders, 
and the field of observation has extended beyond them so 
that they no longer look forward but only outward and 
downward. The extension of the field is due to the growth 
of the telencephalon from the front of the thalamencephalon, 
and the model shows very clearly that this is a single forward 
growth, with only the very faintest lateral indications of 
secondary dilatations which will form the cerebral vesicles. 

The eyes have been carried forward to some extent by the 
maxillary processes passing below them, so that they rest on 
the front parts of these processes and their stalks form an 
angle with each other widely open in front. The whole 
optic outgrowth is surrounded by paraxial mesoderm, and 
the ocular muscles are represented behind and internal to 
the optic cup as a condensation in the same stratum. I 
imagine that this condensation also includes a very early 
stage of the ala orbitalis in its inner part; the matter, 
however, is of subsidiary importance. 

Fig. 5. 



their level has been brought into being owing to the growth of 
the telencephalon. 

The maxillary process is about to come into relation with 
the hinder end of the olfactory area, and this is beginning 
to develop marginal lips, though ,it still retains the oval 
shape that characterised the earlier area, and its floor is 
still somewhat convex. The growth of these lips or nasal 
folds or processes goes on apace. They are thickenings of 
the paraxial stratum, and by rapid deepening on each side 
of the olfactory area they bury this between them, so that 
the original area on the surface of the roof is now sunk in 
an “olfactory pit ” of which the side margins are the inner 
and outer nasal folds respectively. These folds can be seen 
forming in Fig. 6, gradually burying the olfactory surface ; 
they are united in front and also, but to a very much less 
extensive degree, at their hinder ends. The posterior 
junction, though present, is even less well marked in the 
human embryo ; it may be found in specimens of about 8 mm. 

When the folds are formed, each outer one, though longer, 
appears shorter than the inner ones, owing to the slope on 
which they are built. The inner folds are connected by an 
intervening “infra-nasal area,” where the paraxial growth 
has been rather less vigorous than in the folds themselves, 
and where there is consequently a depression on the surface. 
The two inner folds with the depressed region between them 
constitute the “ fronto-nasal process”—a convenient term 
for use when referring to the whole central prominence 
separating the olfactory pits. 

1 I am Indebtad to Professor Peter Thompson for leading me the 
very excellent sections of this embryo, which he has described In 
1 Studies In Anatomy," Untv. Birm., 1915. 


The maxillary process comes up against the hinder end of 
the olfactory pit of its own side, its mesoderm being applied 
to the paraxial mesoderm of both inner and outer nasal folds, 
and to the low junction between them. The outer portion 
of the maxillary mass is evidently growing more rapidly than 
the rest, marking out a coarse margin to the roof and cavity, 
and constituting the most markedly prominent part of the 
whole process ; the front part of this, at first applied more 

Fig. 6. 


Heads of two mouse embryos, from models, seen from the front and 
rather from the right. To show the growth of the nasal folds. Observe 
that the maxillary process comes up against the back of the inner as 
well a8 the outer fold. 

laterally to the outer nasal fold, then passes below it to meet 
the inner fold, which we have seen is at a lower level. 

This development is shown in Fig. 7, taken from embryos 
of 10 and 12 mm. The hinder, outer, and lower aspects of 
the outer nasal fold in its posterior part are thus covered in 
by maxillary growth, and the corresponding part of the 
opening of the pit is closed by the extension across it of the 
maxillary process to reach the inner nasal fold, thus forming 
the “primitive palate ” of Dursy. But about the same time, 
sometimes before and sometimes after the growth of the 
maxillary process across the pit, the lips of the two folds 
themselves meet and fuse, as is visible in both specimens in 
Fig. 7. 

We see then that the so-called ‘ ‘ primitive palate ” is formed 
mainly by extension of maxillary mesoderm between the 
outer and inner nasal folds, but it also includes, above this, 
a separate meeting of paraxial mesoderm in these folds 

Fig. 7. 


t rWiii 

Successive stages in the relations between the nasal folds and maxillary 
process as seen In embryos of 10 mm. and 12 mm.: In the model from 
which the last is drawn the mandible has been cut away, so that the 
roof of the mouthcavitv is exposed. Observe Unit the two nasal folds 
come together in their hinder parts,and the maxillary process extends 
across below this fused area to meet and join with the inner and more 
prominent nasal fold. This extension is from the outer portion of the 
process, the inner part being but slightly prominent in the roof of the 
mouth, reaching the inner nasal fold from behind. 

themselves. At the hinder end of the olfactory pit maxillary 
mesoderm in relation with the outer fold is continuous with 
that associated (Fig. 7) with the inner fold. This latter part 
of the maxillary extension is not thick like the other, but is 
at first a thin layer converging with its fellow towards the 
fronto-nasal process, where they meet and are laid over the 
hinder aspect of this process. Thus, when the maxillary 
primitive palate is formed it really meets maxillary tissue on 
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the inner fold and not the paraxial basis of that fold. The 
fusion of the epithelial covering of these two then forms an 
epithelial septum between them ; in subsequent growth this 
epithelial lamina is widened oat and thinned, forming the 
“ bucco-nasal membrane,” and this membrane then separates 
the olfactory cavity from that of the mouth behind the 
primitive palate. 

We can now examine the growth of the maxillary process 
in its various parts. In its first stage it grows forward deep 
to the lining of the mouth, in contact with the paraxial 
mesoderm and without any trace of an epithelial layer 
between them. In its relation with the outer nasal fold, 
however, it first applies its epithelial surface to a like surface 
of the fold, so that an epithelial lamina separates them at 
first; this is present in the 12 mm. specimen (Fig. 7), but it 
is soon broken through by the extending mesoderm and 
disappears, save in part of its deeper structure, where it 
seems to persist and form the rudiment of the lacrymal duct. 
Also an epithelial lamina necessarily exists at first between 
the primitive palate and the fronto-nasal process, but this is 
quickly destroyed as the maxillary mesoderm advances on 
the surface of this process ; but here again one part remains 
as the bucco-nasal membrane, showing plainly that no 
mesoderm extends across at this spot. 

If we now compare this margin to the mouth which is 
being mapped out, we find that it corresponds in a sense 
with that shown in the 4 mm. specimen (Fig. 2), for the 
hinder and inner part of the olfactory region is in the field. 

Fig. 8. 




Longitudinal sections through the heads of embryos of 7 mm. and 
13 ram. to show the great growth of the paraxial mesoderm, particu¬ 
larly in association with the nasal region. The growth has caused 
depression of the general level of the whole roof, especially in front, 
and has led to the pituitary being deeply placed w ith a long stalk. 
Notice also how It has affected the brain. 77)., in front of the optic 
opening, is in the thalamencephalou, while Tel. is in the tel¬ 
encephalon. The back part of the thalamencephalon is fixed in the 
pituitary region, but the front part and the floor of the telencephalon 
are lifted up by the paraxial growth. 

maxillary prominences mark its lateral boundaries, and the 
opening of Kathke’s pouch, now reduced to a small passage, 
is seen behind, centrally placed between the bases of the 
maxillary processes. 

But we have a new level for the roof. The great paraxial 
growth in the nasal region has depressed the front part and 
made the roof concave antero-posteriorly, and the great 
maxillary growth at the sides has had the same effect in a 
coronal plane. The least departure from the old level is in 
the centre behind, and even here the growth of paraxial 
mesoderm has brought the roof down, and the extent of dis¬ 
placement can be judged perhaps best by looking at the new 
level on sagittal section, comparing it with the position of the 
floor of the forebrain (Fig. 8), which might be taken to 
represent the old level. Comparison of the angle between 
this and the pharynx suggests that the paraxial growth in 
front has not only depressed this part of the roof of the 
mouth, but has also decidedly raised the front part of the 
forebrain. 


Further Maxillary and Nasal Growth. 

The roof in an embryo of 13-14 mm. is shown in Fig. 9. 
The various processes and folds in the fronto-nasal region 
are now definitely locked together by extension of the 
maxillary mesoderm and destruction of any intervening 
epithelial septa. The bucco-nasal membrane has gone, 
not as the result of mesodermal growth, but probably as a 
consequence of some of the processes of preparation, only 
some fragments of it remaining. It may persist to a much 


Fig. 9. 



Inferior aspect of head of 13 ram. embryo, lower jaw removed. Tho 
impression of the short paired post-spbenoid bars is quite apparent in 
the roof. The pituitary opening is between them. 

later stage, thinned out and stretched. Bryce figures it in an 
embryo of 16 mm,, and I have seen its remains in one con¬ 
siderably older than this, but it appears to be very vulner¬ 
able as soon as the nasal cavities begin to grow, and does not 
as a rule survive for long. When it breaks down the resulting 
opening is known as the “ primitive posterior naris,” and 
this can be considered to exist in poise if not in esse from the 
time the membrane comes into being. Such a posterior nasal 
opening is very small at first, as is seen in the figure, and is 
situated far forward, immediately behind and above the 
primitive palate. 

The lateral portions of the maxillary process are slightly 
more differentiated than in the 12 mm. specimen, but if we 

Fig. 10. 



to the growth of the brain above it. Ihe increase takes place chiefly in 
the main maxillary mass aud, behind this, in the mandibulo-raaKillary 
region, and continues for some time. It is responsible to a large 
extent for the apparent change in position and outlook of the eyes 
from a lateral to a more anterior aspect. 

look at the older stage of 16 mm. (Fig. 10) it is evident that 
three distinct regions are indicated here, parts that will 
ultimately develop into the palatine, alveolar, and labial 
ridges. These are all definite prominences of the maxillary 
region and are not brought into evidence as the result of 
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epithelial ingrowths. We see the same parts, better 
developed and more pronounced, in the 22 mm. (Fig. 11) 
and 28 mm. (Fig. 12) specimens. The lip ridge is the most 
external and dependent, reaching a large size quickly, 
though it is at first incomplete centrally. The alveolar ridge 
reaches the fronto nasal process behind the labial fold and 
extends on to it in the same way, by mesodermal invasion, 
but its progress is not so rapid. The palate fold reaches the 

fronto-nasal pro¬ 
cess behind this, 
and there ends, 
not invading the 
process at any 
time. 

It is convenient 
to deal with the 
general growth of 
the nasal cavities 
at this point. In 
the 13 mm. em¬ 
bryo (Fig. 9) 
the very small 
posterior nasal openings—it is of no importance whether 
they are actual or potential passages—are placed far 
forward on the roof just above the primitive palate ; 
they are a little larger in the 16 mm. specimen. I 
showed a few years ago that the increase in size of the nasal 
cavities takes place in an upward direction, the conclusion 
being based on the increasing angle between the level of 
the roof of the cavities and the base of the skull behind the 
pituitary region ; this angle opens out from 130° to 160° or 
more, while that formed with the level of the floor remains 
practically fixed. This means that the mesodermal walls of 
the cavities, growing rapidly where they lie below the level 
of the roof, elevate this roof without depressing the floor. 
The mesodermal walls of the hinder part of the small cavity 
of the 12 mm. embryo are maxillary in origin and form also 
the boundaries of the posterior opening, so in their growth 
pari passu with the paraxial portion of the walls the height 
of the opening is increased in an upward direction with that 
of the cavities. Thus, when we look at the openings in the 
28 mm. embryo (Fig. 12) the difference in height is remark¬ 
able, but the addition is all in an upward direction, the 
lower ends of each opening still resting on the primitive palate. 

An extension of this sort evidently implies that the 
openings enlarge upward at the expense of the roof of the 
mouth, so to speak. The septum is uncovered—or, more 
properly, discovered—by the two cavities as they grow up. 
Its basis is already laid down as paraxial condensations 
between the forebrain and the fronto-nasal process, and, as 


Fig. 11. 



22 mm. head in sagittal section, showing the 
palate fold from within and the extent of the 
left nasal fossa. 


Fig. 12. 



Hoof of 28 mm. embryo from below, l, a. p. Labial, alveolar, and 
palate folds. The little tubercle at the end of the palate fold is the 
rudiment of the uvula; behind this the pharyngeal extension is cut 
away below the Eustachian opening. The interrupted line marks the 
position of the dental ectodermal thickening. 


the cavities grow up on each side of these, they find them¬ 
selves lying between the cavities. In other words, the 
septum is discovered and brought into existence as a 
necessary result of the paired upgrowth that takes place, 
and the free edge or back of the septum, a broad surface at 
first, is in the same way simply the portion of the roof of the 
mouth cavity which persists between the two extending 
openings of the cavities. 


Fig. 13. 


This is the way in which the septum comes into existence; 
there is Dever at any time a “ downgrowth of the septum ” in 
the sense of a structure growing into position into a cavity 
secondarily, nor is any downgrowth added to the septum 
made in the way described, and accounts of its formation 
based on the conception of a downgrowth are not in acoord 
with the facts. 

The growth of the maxillary mesoderm that surrounds the 
posterior opening and forms the hinder part of the cavity 
leads to the back and lower parts of both walls of each 
cavity being composed of tissue of maxillary origin. This 
mode of growth of the hinder portion of the early cavity 
seems, to me to offer an explanation of those cases of so-called 
congenital occlusion of the posterior nares in which an 
obliquely directed thick septum, sometimes bony in parts, 
extends upwards and backwards from the anterior part of the 
palatal floor of the cavity. It is easy to imagine how some 
fault in the preliminary processes leads to the seat of active 
growth being situated above rather than below the level of 
the openings, so that these are left behind, so to speak, in 
the course of the growth, and a solid layer of maxillary 
tissue represents or takes the place of the opening, lying in 
the plane of the early roof of the mouth. The attachment 
of a septum of this sort, so far as I can gather from the 
descriptions given of them by pathologists, seems to me to 
be quite in 
accordance 
with the 
view that it 
represents a 
maxillary 
growth of 
this region 
which has 
failed to 
carry the 
opening with 
it in its ex¬ 
tension. 

In a general 
sense, then, 
we can look 
on the human 
nasal fossa as 
coming into 
its proper 
state and size 
from below 
upwards and 
backwards, 
and the for¬ 
mation of the 
cartilaginous 
nasal capsule 
is on the same 
lines. Re- 
constructions 

of the capsule at various stages show that chondrification 
takes place and extends in this direction, preceded by 
mesenchymal condensation. Chondrification may be looked 
on as evidence of attainment of the desired position and 
relations, and occurs last at the upper part when this comes 
into position in the base of the skull. 

The extension of the nasal fossae reaches its end about the 
ninth week, and the epoch is marked by the complete 
chondrification in its walls and by the closure of the palate 
folds behind it. By this time the posterior openings are very 
long (Fig. 13), extending from the primitive palate to the 
level of the top of the cavity of the month, and when the 
palate folds meet they fuse with the lower two-thirds to 
three-quarters of the free edge of the septum, thus closing 
the corresponding extent of the openings and constituting 
new floors for the cavities here. The upper one-quarter or so 
of the edge of the septum remains between the correspond¬ 
ing upper parts of the openings, which now constitute the 
definite posterior nares. Thus, the posterior nares are only 
part of ttie elongated posterior openings that await the 
closing of the palate, and these are in their turn but 
extensions of the primitive choanie of the earlier stages. 

The Palate Folds and their Closure. 

The palate folds can be said to form an inner edge to each 
maxillary process. They are apparent in their posterior 
parts in the 12 mm. embryo (Fig. 7) as rounded folds 



erwf. < 


A schematic drawing founded on a specimen in which 
the palate had just closed, to show the disposition 
of the folds. On one side the fold has been cut away 
at its base, on the other side a portion is left 
in situ showing how it closes across to the middle 
line, behind the /ronto-nasal region, to meet its 
fellow and fuse with the hAck of the septum. This 
part is the hard palate; the soft palate is indicated 
partly cut away behind this. The definitive posterior 
nares are seen to be the upper parts of the long 
opening that exists before the palate closes. 8 marks 
the position of Stenson's canal at the angle of 
junction of palate fold with fronto-nasal process. 
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between the front portions of the tubo-tympanic recesses and 
the mouth cleft separating the mandibular and maxillary 
processes. They are quite well marked in their entirety in 
the 16 mm. embryo (Fig. 10). and their further growth can 
be seen in the 23 mm. and 28 mm. specimens (Fig. 12). At 
22 mm. the inner view of the palate shows a flat vertical 
surface (Fig. 11) which lies against a like surface of the 
tongue, while in the later stage this condition has been 
changed, the flat surface becoming hollowed in conformity 
with the rounded side of the tongue and the projection of 
the palate fold being now directed inwards and downwards 
and lying below the side of the mass of that organ. 

This change, however, only occurs in the front part of the 
fold; the hinder portion, the future soft palate, being 
opposed to a still vertically disposed tongue, remains in a 
vertical position beside it. In the 28 mm. specimen, more¬ 
over, there is apparently an indication of the distinction 
between hard and soft palate in the appearance of the fold 
itself ; at any rate, there is no doubt about the meaning of 
the small tubercle at the hinder end of the fold below the 
tubal opening, for this is plainly the rudiment of the uvula 
of that side. The new ridge that has made its appearance 
behind this, continuing the line of the palate fold, is a 
forward growth from the third visceral arch (associated with 
the extension of this arch in the narrowing of the Eustachian 
tube) which comes secondarily into relation with the 
maxillary palate fold proper; it forms the pharyngeal 
extension or posterior pillar of the fauces and need not 
concern us further. 

The palate folds reach the sides of the fronto-nasal 
process by their pointed anterior extremities and extend 
no further. When they close across below the septum their 
anterior parts are folded round this process and meet behind 
it, as shown in the scheme in Fig. 13, leaving the process 
exposed between their extreme front ends. Even this 
exposed area is partly covered in as the folds grow larger 
and thicker and its surface becomes wrinkled, so that 
epithelial nests and pillars remain for some little time 
between its buried surface and the folds that overlap it. 
Finally, only the small area that constitutes the incisive 
papilla is left uncovered. Stenson’s canals mark the 
angles of the original separation between the process and 
the folds. But, in order to meet below the septum, the folds 
must leave their position below the tongue, which occupies 
the cavity of the mouth and lies in contact with its roof, 
and must find their way above this organ ; this change 
requires some consideration in detail. 

Change in Position op the Palate Folds, 

Although the details of the formation of the palate have 
been known for about 50 years, it is only within the last 15 
years or so that suggestions have been made concerning the 
factors which may be at work in bringing about the change 
in position of the folds with reference to the tongue. In 
this time many hypotheses have been advanced to account 
for the change. 

W. His, the first to contribute a separate study of the 
question, attributed the process to the withdrawal of the 
tongue from the upper part of the cavity and from between 
the folds as the result of muscular action, both in the tongue 
and on the jaw, causing depression of the whole structure. 

Fick, in his later views, thought that the definitive palate 
is not formed from the “ palate folds," but from small ridges 
which he described, in pig embryos, situated above these. 
Anna Polzl, also, looked for the explanation of the position 
above the tongue in the occurrence of a new growth in a 
higher situation, with atrophy of the original folds. But 
she likewise describes the tongue as growing forward out of 
the space between the folds, as the result of growth of the 
associated structures of the face and not from muscular 
action. 

Schorr considered that the folds are opened out by a lively 
growth near their lower surfaces in the angles between 
them and the alveolar masses. At the same time the tongue 
is elongated and depressed, and a complicated interaction 
of forces between tongue and folds leads to the latter coming 
on to the upper surface of the tongue. Pohlmann and others 
have thought that the change might result from a fresh 
modelling of the parts, with widening of the ventral wall 
and curving inward of the side walls, Fuchs ascribed the 
change of plane of the folds to the rapid growth of the 
tongue, compelling it to emerge from the narrower upper 


part of the general cavity. Frets does not think that active 
muscular contraction is at all likely, but considers the change 
to be 11 the expression of tension adjustment within the 
tongue and between the tongue and processes." 

Michio Inouye divides the phenomenon into two phases. 
In the first the tongue withdraws from its situation below 
the base of the skull and allows the hinder portions of the 
folds to come above it. In the second the consequent 
increased tension of the front parts of the folds and 
proportionate pressure on the tongue lead to movements 
of this organ and the jaw, depressing the tongue and 
allowing the folds to slide over it. K. Peter adopts the view 
of Inouye and refers the change to the withdrawal of the 
tongue and subsequent active contraction. 

In this summary of the views held by various writers there 
are certain opinions which we may at once rule out of con¬ 
sideration. Thus, so far as concerns suggestions founded 
on supposed new formations at a higher level than the palate 
folds, the fact that such growths have never been seen is 
enough to condemn the views built on them. The ridges 
described by Fick had been known for many years before he 
studied them, and their ultimate fate had been pointed out 
by Dursy. Moreover, the difficulty of getting rid of the 
palate folds remains unsurmounted. No support, too, is to 
be found in actual observation for the hypothesis advocated 
by Pohlmann. Fuchs’s explanation of the phenomenon could 
only be accepted as such, I think, under a false conception 
of the conditions prevailing in the mouth ; it is not neces¬ 
sary for the tongue to descend from the back of the septum 
for a distance greater than the thickness of the palate folds, 
and to get below the folds the tongue would have to pass, at 
any rate temporarily, into a smaller space—if the mouth is 
closed, as it ought to be in a normal embryo. 

The Role of the Tongue. 

The remaining views, with the exception of Schorr's theory 
of the force inherent in the palate fold, centre round the 
tongue as concerned in the change of plane of the folds, 
ascribing to it in one way or another the greater share in 
bringing about the occurrence. The opinions which I formed 
on this subject while working on the development of the 
nose some years 'ago also allot to the tongue the main r61e 
in the undertaking. 

In the early stages this organ occupies practically the 
whole cavity of the mouth, being in contact with the roof, 
and thus with the back of the septum as this comes into 
evidence ; for, as I have shown, this is simply the part of 
the roof left undisturbed between the two nasal openings as 
they extend upward. But the tongue not only grows 
intrinsically, but is also carried downwards and forwards 
as a result of the growth and elongation of the lower jaw'; 
so it comes about that, while it is still in contact with the 
greater part of the roof, its upper and back portion has 
come away from the upper part of the roof. The tongue is 
in contact normally with all the walls of the mouth, com¬ 
pletely filling that part of the cavity in which it is con¬ 
tained. The direct examination of sections does not give 
us, I venture to think, a correct idea of the way in which 
the growing tongue is pressed against the neighbouring 
structures ; the effect of dehydration and of fixing reagents 
appears to alter it to a considerable extent. 

The palate folds are in what might be termed a sub¬ 
horizontal position below the tongue. They are not vertical 
except in their hinder parts. A description or figure of the 
folds in a vertical position would indicate, in my opinion, 
that the section went through the region of the soft palate, 
or that the tongue was much shrunk or depressed as the 
result of preparation, or, as a whole, by the opening of the 
mouth accidentally or as a post-mortem change. 

Here I may mention that the only figures given by Schorr 
in support of his views afford no indication of the condition 
or position of the tongue, nor have I been able to find in his 
account any means of forming an opinion on this matter or 
on the condition of the embryos. Otherwise his views are 
open to criticism. Not only does it seem hardly possible 
to imagine a force so strong in its action inside the fold that 
it is able to lift this up against the resistance of the mass of 
the tongue in position, but his area of condensation is only 
to be found, in my experience, in the folds which are (in my 
eyes abnormally) turned down, and then in that concavity of 
the bend where it would be strange indeed if, under the 
circumstances, it were not present. 
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HU based his opinions on an embryo which he described, 
but I have not been able to obtain the original description. 
Peter, however, gives a figure of one section, and from this 
I would have little hesitation in considering the specimen 
abnormal in the sense I have indicated above. A like 
criticism, however, cannot be applied to Inouye’s specimen. 

Sow the Change in Position is Brought About. 

The relatively small size of the folds below the tongue, 
compared with their thickness and general increase after 
they have come above that organ, is an indication that in 
the first situation they are compressed and their growth 
inhibited. Their anterior ends are very small, each coming 
to a point on the end of the fronto-nasal process. The 
tongue is carried down as a whole with the elongation of the 
lower jaw, and about the ninth week its tip comes behind 
and below the fronto-nasal process—i.e., it is carried below 
the level of the folds which are attached to the upper and 
back part of this process. The passage of the tongue 
between the folds here is favoured by the small size of their 
front ends, and now that the end of the wedge is metaphori¬ 
cally and almost literally introduced it seems to me easy to 
conceive the change of plane of the folds thus initiated 
going on to its complete fulfilment. Possibly the tongue 
may be stimulated to an irregular contraction by the change 
of pressures that ensue from its tip coming below the fronto¬ 
nasal region, and this may be the explanation of the con¬ 
dition present in one of Inouye's embryos, in which the 
tongue was below the fold on one side, under conditions that 
evidently differed from those obtaining in His’s specimen. 
Or such a factor as want of perfect symmetry may lead to a 
one-sided preference in the slipping up of the folds. But, 
whatever view may be thought likely concerning this point, 
the action itself seems to me to be of minor importance, being 
only the individual way of carrying on the movement started 
by the forward growth of the tongue. Having arrived below 
the folds, the tongue is now necessarily at a slightly lower 
level in a somewhat wider space, and thus room above the 
organ is provided in which the folds can meet below the 
septum of the nose. The folds are now free to grow, and 
apparently do grow with considerable speed, and it is not 
long before they meet above the tongue. They are at first a 
little distance from the septum, resting on the tongue, but 
this structure seems to share in the opportunity for growth 
provided by the change of position, and soon begins to press 
the folds against the septum, to which they adhere. 

But the tongue was not in contact with the upper part of 
the septum which on its lingual aspect is part of the roof, so 
that the folds here are not brought against the septum, but 
remain on the tongue, and join to form the soft palate. Thus 
not only the change of position of the folds, but also their 
attachment to the septum and the general arch of the whole 
palate, depend ultimately on the agency of the tongue for 
their existence in a mechanical sense. 

The naso-pharynx is that part of the cavity left above the 
soft palate, brought into existence by the descent of the 
tongue originally, but probably enlarged subsequently and 
secondarily. It seems very doubtful whether it can be 
claimed as a derivative from the mouth cavity proper; 
probably it would be more correct to describe its cavity as 
being originally part of that of the foregut. 

The portion of the mouth cavity which lies above the level 
of the open palate-folds is frequently termed the “ cavum 
naso-pharyngeum ” or " pharyngo-nasale,” apparently (at 
any rate in some cases) from a mistaken conception of the 
developmental changes taking place in the neighbourhood. 
If it is understood that the whole nasal fossa is extra-oral 
in its formation, with all its turbinal masses and accessories, 
it is evident that the only portion of the cavum that is taken 
into the final nasal cavity lies between the margin of the 
nasal opening and the upturned fold which is about to close 
this opening. This is a negligible amount of space, and 
is only represented in the nasal cavity by the extreme lowest 
portion of the inferior meatus just above the floor and behind 
the anterior foramina. 

The Mesodermal Development. 

Indications of the general distribution of the two meso¬ 
dermal strata have been given throughout the preceding 
account of the formation of the roof. We have seen that the 
paraxial layer is thickened centrally, the thickening passing 
into the greater growth round the nasal and optic regions 
antero-laterally, and the immediate surroundings of these 


special sense organs are developed in this stratum. The 
maxillary stratum is distributed over the surface of the other, 
ultimately covering it completely on its inferior aspect 
except where the original fixed area of the primary 
stomodseum is developing as the pituitary body. The palate 
folds are purely maxillary, the primitive palate is mainly 
maxillary but to a small extent paraxial above this, while the 
maxillary tissues which cover the septal (central) portion of 
the roof and the margins of the two posterior openings extend 
from here for a considerable distance on to the corresponding 
walls of the nasal fossae 

The premaxillary part of the upper jaw develops in the 
maxillary portion of the primitive palate, and the vomer is 
laid down in the maxillary layer on the septum, as is also 
the paravomerine cartilage and (probably) the recurved 
portion of the cupola of the cartilaginous capsule which lies 
against the septum. The septal maxillary stratum here is 
continuous, inside the capsule and round the posterior part 
of the cupola, with that on the back part of the outer wall 
of the fossa, in which the palate bone and greater part of 
the inferior turbinate are formed. The maxilla and its 
palatine process, on the other hand, belong to the main 
maxillary mesenchyme outside the walls of the capsule. 
The details of the development of these several bones have 
been given from time to time by Fawcett, whose researches 
have become a standard reference on this matter and need 
not be recapitulated here. 

Failure of Maxillary Growth and Causation of Clefts. 

It is evident that the bones concerned in forming the 
visible roof of the mouth are maxillary in their origin, and 
all considerations seem to me to point to failure in the 
driving power of the maxillary growth as the great under¬ 
lying factor in the causation or persistence of the common 
clefts of the palate and alveolus. The failure is naturally 
more evident in the outlying parts of its extension, the parts 
which reach their position late and secondarily. The real 
nature of this “ power of growth ” is, of course, at present 
quite beyond our ken, nor have we any clear ideas as yet 
about the conditions which affect it; but it seems to me 
quite possible—however improbable—that some means may 
yet be found by which this growing power may be artificially 
stimulated and augmented and even made available as a 
therapeutical adjunct. 

In the neighbourhood of the primitive palate the maxillary 
mesoderm extends on to the fronto-nasal region by a process 
of invasion under the epithelial lining. There is no applica¬ 
tion of one epithelial surface to another, a sort of extension 
of the conditions present when the maxillary and inner nasal 
processes first meet, but a direct extension, into the latter 
region, of cells from the former process, the stratum thus 
formed lying superficial to the original paraxial mesoderm of 
the fronto-nasal process. 

In the region of the lip the maxillary invasions advance 
from each side and meet in the middle as pointed 
extensions (see Fig. 10) of the layer, which enclose an angle 
open downwards ; this rapidly closes and completes the 
central part of the lip. Thus, leaving out of account 
those cases that may be referred to absence of the fronto¬ 
nasal process, it would seem that central fissures of the 
upper lip indicate failure in the maxillary stratum. Normally 
the philtrum marks the junction of the two labial fronto¬ 
nasal extensions of the maxillary layer. 

The same mode of spread serves for the extension of the 
alveolar - eminences toward the middle; it is a slower 
process here and allows the general shape of the underlying 
fronto-nasal region to show for some time through the thin 
covering layer (see Fig. 12). The alveolar eminences do not 
quite reach the middle line, but a narrow tract between them 
connects the labial ridge with the area between the palate 
folds (Fig. 13). When the teeth appear the continuity of the 
tract seems to be interrupted and the front portion remains 
as the frenum of the lip, rendered prominent by the 
deepening of the alveolo-Iabial sulcus beside it. 

Want of time keeps me from entering on a consideration 
of the dentition in this region, but I may point out that the 
position of the line of early ectodermal thickening is shown 
in Fig. 12. and that it seems probable that only the central 
incisor is formed on the fronto-nasal region, and although 

2 This ridge, though conveniently termed "alveolar," has little to do 
with the formation of the permanent alveolus. It appears to he con¬ 
nected more with the base of the palate fold than with the sockets of 
the teeth, which are formed to its outer side. 

B 2 
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the lateral incisor may be placed over the situation of the 
original junction between this and the maxillary process, 
yet it is not improbable that this may be a situation which it 
acquires secondarily. 

The position of a complete cleft in the alveolar region 
would necessarily be between the fronto nasal and maxillary 
processes. A double complete cleft, if originally complete 
and due to the total failure of the maxillary process to bridge 
the chasm, would imply the absence of any maxillary tissues 
in the so-called “separated premaxilla,” save that reaching 
it from behind along the septum. Under these circumstances 
interest centres round the nature of the bony structures 
found in the separate fragment. It must be remembered 
that an incomplete cleft may be complete so far as maxillary 
mesoderm is concerned, the connexion only persisting 
between the paraxial nasal folds. On the other hand, a 
cleft or fissure may have had maxillary tissues bridging it to 
some extent at one time, subsequently giving way, as Keith 
has pointed out, and thus a maxillary basis of some sort may 
be present in an apparently separate portion attached to the 

Fig. 14. 


Two schemes to illustrate the general relations between paraxial and 
maxillary strata in (A) the middle and (B) the hinder regions of the 
roof. In both the left side is supposed to indicate a later stage than 
the right. In A. p and M are the two strata; in B, Land p are tho 
early lingula and pterygoid respectively ; and G is the Gasserian 
ganglion. Palate folds and tongue are not shown. 

septum. Such varying circumstances must be taken into 
account in any effort to place the bones found in the 
fragment, for they may theoretically be of modified maxillary 
or modified paraxial nature. It is rather fascinatingto think 
of the possibility of past powers of the paraxial mesoderm 
coming to life again when the maxillary super-stratum is 
removed—a revival of lost industries which have faded under 
the peaceful penetration of the external growth, to illustrate 
the process by a metaphor which comes home to us directly 
in these days. 

In the intermediate portion of the roof the conditions 
might be represented as in Fig. 14, A. The paraxial layer 
is thick, especially in the middle, where the condensation 
of the central bar is apparent. Below this the maxillary 
mesenchyme forms a lateral mass on each side, below the 
paraxial surroundings of the eye, and thins away toward 
the middle where it lies below the central bar. Later, as the 
nasal cavities grow upward and backward, this region is 
modified as shown on the left side of the figure, and the 
central paraxial bar finds itself in the nasal septum. Nasal 
upgrowth is not so marked a feature in the mouse, and 
the changes, though of the same nature, ate accordingly 
modified to some extent. In the fowl, the enormous eye 
and corresponding paraxial development is correlated with 
a comparatively shallow maxillary stratum, and the absence 
of upward extension of the nasal cavities leaves the central 
bar as an Interorbital septum. The ossifications in the 
maxillary mesoderm have the distribution they would possess 
In the mammal if they occurred here before the nasal 
extension had taken place. 

The Hinder Region of the Roof. 

The hinder region of the roof is, from some points of view, 
its most interesting part. For brevity it may be described 
as it is illustrated in Fig. 14, B. The maxillary mesoderm is 
in position, and in it occurs the chondrification which 
signalises the appearance of the outer pterygoid plate and 
root of the alisphenoid, while the lingula is formed internal 
to these in the same stratum, and later becomes attached to 
the paraxial bars and to the otic capsule. It is interesting 
to recall that Parker, in a lecture delivered here more than 
30 years ago, claimed the lingula as the representative 
remnant in the human skull of the parasphenoid of lower 
types, a contention which, I confess, seemed to me one hard 
to support before following its formation in the maxillary 


mesenchyme, the stratum in which the parasphenoid is also 
developed. 

The inner part of the great wing is laid down first in 
cartilage, and the rest of this bone is not called for till the 
cerebral vesicles require support. This is afforded by out¬ 
ward extension of the great maxillary mass below each 
vesicle, the intervening paraxial tissues being converted into 
the membranes covering the wing. The development of this 
part goes beyond the limits of our subject, however, anil it 
need only be said that the alisphenoid appears in its parts 
snecessively from within out. The chondral portion exists 
alone for a considerable time, supporting the Gasserian 
ganglion and its branches, and the outer part of the wing is 
added in membrane when it is required, all the parts being 
derived from maxillary mesenchyme. The details of the 
chondrification and ossification have been given by Fawcett 
in his well-known papery 

In the centre of the hinder region Rathke’s pouch is at 
first a widely open and rather shallow recess. (See Fig. 3.) 
The pouch is deepened, not by upgrowth of its fixed wall, 
but by rapidly increasing thickness of the paraxial stratum 
which lies round its mouth. Thus the opening is elongated 
and narrowed into a stalk, while the upper part still remains as 
a large sac, fixed to the roanded lower angle of the forebrain 
at first, but soon separated from this. 

The paraxial thickening forms two short but well-defined 
bars, one on each side of the stalk ; these undergo pre¬ 
chondral change as distinct bars, but are later fused in a 
single plate of cartilage giving passage to the stalk. Later 
still, however, the paired nature reasserts itself in the ossifi¬ 
cation of this part, which forms the postsphenoid and is 
traversed by the remains of the pituitary stalk or by its 
canal ; the situation of the caoal is not between post- and 
pre-sphenoid, hut through the former, as has been affirmed 
by Erdheim and Haberfeld, and lately by Cope. The stalk 
is implanted in the roof of the mouth below the post¬ 
sphenoid bars, surrounded by paraxial mesoderm, but this 
part is gradually dislocated forward and elongated below the 
central paraxial thickening. The dislocation is associated 
with the growth of the central parts of the maxillary layers 
along the back of the septum, and possibly also with the 
formation of the roof of the pharynx behind it. The result 



Three stages in the front aspect of the pouch separated from the brain. 
In tire first the two concavities are tilled by mesoderm growing up in 
the direction of tho arrows. In the others the epithelial buds are 
seen, first forming along the lower border. Before the end of the 
third month the outgrowths have appeared all over the surface and 
constitute definite antero-lateral lobes. 

is that a long epithelial strand is drawn out from the post- 
sphenoidal region in a forward direction so far that its 
point of implantation becomes situated on the central part 
of the roof between the nasal openings—i.e., on the back of 
the septum (see Fig. 13), and when the palate is completed 
this point is just above the hinder limit of the fusion of the 
folds with the septum. The stretched epithelial strand 
disappears later, with the exception of a small fragment which 
persists below the sphenoid as a solid cylinder or, more 
frequently, a small cyst. 
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Development of Pituitary Dudy. 

While these changes are going on, the uncompressed 
part of the pouch above the post-sphenoidal bars is 
undergoing conversion into the antero-lateral lobes of 
the pituitary body. Its front wall is separated from 
the apposed surface of the forebrain by ventro-lateral 
ingrowth of paraxial mesoderm, so that, when looked 
at from the front, it presents two concavities looking 
downwards and forwards and outwards (Fig. 16), and 
separated from each other by a prominent central keel. 
While this separation is proceeding, the true infundibular 
outgrowth occurs from the brain just above the upper 
limit of the pouch, and projects back resting centrally 
on its upper surface. The position of this outgrowth 
suggests to the observer that it comes from that part of the 
brain which was originally (see Fig. 1) the front end of the 

neural groove, and 
that it might have 
come into exist¬ 
ence first in asso¬ 
ciation with the 
front end of the 
foregut. or perhaps 
the notochord. It 
is of interest to 
recall researches 
which tend to 
show that Seesel's 
pocket, a recess 
of the foregut just 
behind the mem¬ 
brane, may be the 
remnant of a pre- 
oral gut. Thus, 
Kupffer described 
a solid prolonga¬ 
tion of this pocket 
in sheep con¬ 
nected with the 
notochord, and 
Nussbaum, a little 
later, stated that 
this elongation in 
the dog comes into 
contact with the 
neural process or 
hypophysis, and 
remains in part 
connected with it. 
Bonnet also de¬ 
scribed this for¬ 
ward growth in 
the dog, showing 
that it hasa lumen 
in earlier stages. 
We cannot afford 
the time, however, 
to speculate on 
this question, 
which is only 
suggested to us, in the human embryo, by the rela¬ 
tion of the neural growth to the upper wall of Rathke’s 
pouch. 

As soon as the mesodermal growth has freed the pouch 
from the apposed neural wall, the upper part of the pouch 
commences to grow up on each side of the infundibular 
process, forming a couple of hollow cornua, and this 
is the first true “upgrowth” to be found in its history. 
The antero-lateral lobes are formed by sprouts growing 
from its front wall into the mesoderm occupying the 
concavities here. The growth begins below and its 
area of origin extends upward, finally involving the 
cornua, which have by this time grown up and met 
over the stalk of the neural process. The lumen of the 
main pouch remains widely patent while these growths 
are appearing, and its back and upper wall is applied 
to the infundibular or neural lobe, which is now bulbous 
at its free end; the posterior wall of the pouch shows 
an occasional abortive outgrowth, but remains in prac¬ 
tically all its extent as an epithelial layer applied to the 
neural lobe and constituting apparently the pars intermedia 
of Herring. 


General Development of Anterior Part of Cranial 
Base. 

Fig. 16 is a semi-diagrammatic rendering of the right half 
of part of the model of the 13 mm. head, somewhat flattened 
out to exhibit the necessary structures. In the posterior 
part the two post-sphenoidal bars are shown, developed in 
paraxial mesoderm, and the stalk of the pituitary is seen 
between them, the developing gland being taken away with 
the brain. Outside this region are seen the prechondral 
rudiments of the inner parts of the great wing, lying 
in the maxillary mesoderm below the carotid artery and 
primary head vein, while the third and sixth nerves are 
passing above these vessels in the paraxial stratum. The 
outer part of the great wing will not be called into existence 
for some time to come, and its only representative 
probably is to be found in the sections as a maxillary 
mass slightly developed just to the outer side of the 
Gasserian ganglion. 

The paraxial stratum has been removed in this area, but 
has been left in situ in front of it, and can be divided for 
descriptive purposes into two layers—superficial or neural, 
next the brain, and deep, next the maxillary stratum. The 
optic stalk and carotid artery are shown passing through the 
superficial layer near one another, and the layer is condensed 
round them and shows a prechondral state in two places 
here. The condensation extends centrally and outwards 
over the veins of the anterior dural plexus (Streeter), 
suggesting a covering formation for these veins. Evidently 
we have here the early rudiment of the lesser wing of the 
sphenoid. 

Further forward the superficial layer thins considerably, 
and is represented in the figure as semi-transparent, so that 
the underlying condensations round the eye and nose are 
apparent through it, situated at a lower level in the deep 
layer. These condensations are continuous at their upper 
parts, the connexion being also visible on the outer surface 
of the head. 

As the nasal cavities grow upwards and backwards the deep 
condensations are brought up towards the level of the lesser 
wing. As they get into position the connecting mesenchyme 
between them comes against the lesser wing, and the 
cartilaginous spheno-orbital plate is formed in it; this 
disappears later and is replaced by the orbital plate of the 
frontal. The superficial layer covering the condensations 
forms the immediate coverings of the brain. 

Thus we see that the base, as far back as and including 
the lesser wing, is formed in paraxial mesoderm, but, behind 
these wings, the paraxial stratum has been thinned out and 
carried back to provide the membranes of the tentorium, Ac., 
leaving the maxillary stratum to supply the bony support 
for the temporo-sphenoidal pole in the interval between 
paraxial lesser wing and paraxial otic capsule. In other 
words, the great wing of the sphenoid ought, from its origin, 
to be included among the bones of the visceral skeleton 
which help to build up the complete skull. 


Edinburgh Faculty of Medicine : The Admis- 

sion of Women.— The Senatus Academicus of Edinburgh 
University decided at their meeting on June 29th to recom¬ 
mend to the University Court that the classes in the Faculty of 
Medicine should be open to women. The new Principal, Sir 
James A. Ewing, presided over the meeting, which was 
attended by a majority of the members, nearly 40 being 
present. Up to the present the University has offered a 
medical qualification to women without taking any respon¬ 
sibility for their education, which has to be obtained in an 
extra-mural institution. There are now 170 students at the 
Women’s School of Medicine at the Surgeons’ Hall, over 
60 of these having entered during the past year. The 
accommodation at the school is overtaxed, while the 
depletion of the attendance at the University classes 
owing to the war leaves plenty of room there. It 
is known that a number of professors in the Univer¬ 
sity are favourable to the admittance of women to 
the medical classes, and opposition to the scheme is 
based more on the fear of an innovation and its practical 
working than upon any question of principle. It is suggested 
that the introduction oi women might tend to reduce the 
number of male students. Another difficulty which has 
been raised is the possible shortage of clinical material, 
since there is only one large infirmary in the city, but it 
is thought that Leith Hospital and the county hospitals 
might be made available. 


Fig. 16. 



nose and eye at a deeper level, represented as 
showing through a semi-transparent super¬ 
ficial layer. A little further back the optic 
nerve and carotid are seen piercing this layer, 
and round these the condensation of theorbito- 
sphenoid is shown bv short lines extending 
out over the anterior dural veins; two areas of 
prechondral change are shown near the nerve 
and artery. Further back the paraxial stratum 
has been removed ; the prechondral mass of the 
external pterygoid is seen between the artery 
and vein, and that of the lingula between the 
artery and post-sphenoid bar. The great sup. 
petr. nerve passes below the artery, and the 
third and sixth arc above the vein. 
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This investigation embodies the results of an attempt to 
estimate some of the effects of the state of a mother's 
nutrition during pregnancy and at the time of labour on the 
condition of her child at birth and during the first few days 
of life, as deduced from statistics obtained from the lying-in 
hospitals of London and Dublin. The total number of cases 
investigated was 6162, of which 3721 represented hospital 
experience in London and 2441 similar experience in Dublin. 
The method adopted to obtain the statistics was to send out 
a number of printed cards to the hospitals, on each of which 
were entered the particulars of one case by the resident 
medical officer or registrar of the hospital. The cases were 
not selected in any way. The information thus obtained has 
been carefully classified and arranged to enable certain 
conclusions to be drawn if possible. 

The most difficult thing in the investigation has been to 
determine what was the state of a mother’s nutrition, so that 
comparisons might be made between different cases. An 
attempt has been made to arrive at this in three ways. 

1. The weights and heights of the patients have been 
taken soon after they came to the hospitals and before 
delivery. From these data tables were constructed showing 
the average weight of a mother for any given height, the 
London and Dublin mothers being treated separately, because 
it was found that the women of these two cities showed a 
distinct difference in this respect. A similar height and 
weight ratio was also taken after excluding all those cases 
which were shown by criteria 2 and 3, mentioned below, to 
be in a state of either extremely good or extremely bad 
nutrition, but the average figures so obtained differed so 
little from those obtained by the first method that the state 
of nutrition, so far as this criterion is concerned, has been 
deduced from the former tables only. Unless there were at 
least 50 women of any given height from whom the average 
weight could be computed, the cases were discarded as 
useless for the purpose of this investigation. The maximum 
number of women of any given height in London in the 
series under examination was 580, with a height of 5 ft. 2 in., 
and in Dublin 325, with a height of 5 ft. 2 in. The average 
figures obtained in this way were checked by comparing the 
weights at labour of 52 women with their weights two 
months later, when involution was presumably complete. 
In this way the average loss of weight was ascer¬ 
tained, and by adding this amount to the average 
weight for any given height of a woman in ordinary 
circumstances, as given in Hutchison’s tables, a result 
was obtained which agreed very closely with the average 
figures obtained from the cases weighed at the time 
of labour. It may be noted in passing that the women whose 
state of nutrition was good according to criteria 2 and 3 
appeared to lose more weight during the puerperium than did 
those whose state of nutrition was bad according to the same 
criteria, but the total number investigated in this way was 
too small to allow any certain conclusion to he drawn on this 
point. 

2. The second way in which an attempt was made to arrive 
at the state of nutrition of a woman at the time of labour 
was by getting the medical officer in charge of her to record 
his impression as to whether this was good, average, or bad 
on the card referring to her case. 

3. The third way was by having recorded on the cards each 
woman’s own account of the amount of food she had been 
able to obtain during her pregnancy as being good, average, 
or bad. 

It was noticeable that a large percentage of those women 
whose state of nutrition was bad according to criteria 2 and 3 


could not be weighed and measured when they arrived at 
hospital, owing either to the advanced state of labour or to 
some complication, such as accidental hiemorrhage. Cases in 
which the malnutrition was due to disease have been 
excluded. 

As regards the height and weight ratio, those cases have 
been classed as good whose weight sxoeeded the average 
weight of women one inch taller ; those oases as bad whose 
weight fell short of the average weight of women one inch 
shorter ; all other cases have been classed as average. It 
will be seen from the figures that the number of cases 
with average nutrition, as tested by this height and weight 
ratio, is smaller than that of those with either good or bad 
nutrition. This, of course, means that many average cases are 
included in the good and bad classes, and the effect is to 
understate rather than overstate the conclusions drawn from 
the good and bad classes ; but if the average class had been 
enlarged by using a different method the number of cases 
with bad nutrition according to all three criteria would have 
been so small as to be valueless. 

In the light of the above three criteria of the state of a 
woman’s nutrition all the cases available have been divided 
into classes as follow 

A 3, Cases in which the height and weight ratio, the 
observed state of nutrition, and the nutritional history are 
all bad 

B 3, Cases in which the height and weight ratio, the 
observed state of nutrition, and the nutritional history are 
all average. 

C 3, Cases in which the height and weight ratio, the 
observed state of nutrition, and the nutritional history are 
all good. 

A, Cases in which the height and weight ratio is bad. 

B, Cases in which the height and weight ratio is average. 

C, Cases in which the height and weight ratio is good. 

In this classification it will be noticed that most stress is 
laid on the height and weight ratio. 

Influence of the State of Nutrition of the Mother on the 
Death of the Child during or before Labour. 

The percentage of dead births in the case of women of bad 
nutrition (A 3) was 7 7 per cent, ont of a total of 65 cases. 
If all the cases suffering from accidental haemorrhage conld 
have been weighed and measured, the percentage would 
probably have been still higher. In the class of average 
nutrition (B3) the dead births are 11 per cent, out of a 
total of 183 cases. In the class of good nutrition (C 3) the 
percentage is 19 for 860 cases. It is noticeable that though 
the class of lowest nutrition has by far the highest per¬ 
centage of dead births, the class of average nutrition has a 
lower percentage than the class of good nutrition. This 
may be dne to the increased weight of the babies in the 
class of good nutrition ( vide infra). It has to be observed, 
however, that the last-named class is much larger than the 
two others. When the height and weight ratio alone is 
considered, the dead births are Z-1 percent, for 2280 cases 
of bad nutrition, 1-1 per cent, for 978 cases of average 
nutrition, and 1- 7 per cent, for 1824 cases of good nutrition, 
again a rather higher percentage for those of good than for 
those of average nutrition. 

Influence of the State of Nutrition of the Mother on Pre¬ 
maturity of Labour. 

In considering these figures it must again be remem¬ 
bered that many mothers with accidental hasmorrhage 
could not be weighed and measured. Here 11 9 per cent, 
of 59 labours were premature in the class of bad nutri¬ 
tion (A 3). In the class of average nutrition (B 3) 2 7 per 
cent, out of 183 cases. In the class of good nutrition (C 3) 
13 per cent, out of 848 cases. For cases grouped by the 
height and weight ratio alone, when the mothers’ nutri¬ 
tion was bad. 5 3 per cent, were premature out of 2225 
cases ; when it was average, 2 per cent, out of 960 cases; 
and when it was good 2-7 per cent, out of 1795 cases. 

Influence of the State of Nutrition of the Mother on the Weight 
of the lull-time Infant at Birth. 

For this purpose the birth weight has been considered to 
be above the average if it exceeded 8 lb., to be of average 
value if between 6 lb. and 8 lb , and to be below the average 
if below 6 lb. In the class of bad nutrition (A 3) out of 
50 babies 10 per cent, were above and 14 per cent, below 
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the average weight. In the class of average nutrition (B 3) 
out of 177 babies 124 per cent, are above and 11-3 per cent, 
are below. In the class of good nutrition (C 3) 40 1 per 
cent, are above and 3 1 per cent, below out of 836 babies. 
In this case a state of maternal nutrition above the average 
seems to have a very marked effect in increasing the baby’s 
weight, whereas a bad state of nutrition on the part of the 
mother has less effect in decreasing it than might have been 
expected, since the figures for the class of bad nutrition 
and for that of average nutrition are not very widely removed 
from one another. When the height and weight ratio alone 
is taken into consideration, out of 2108 babies of mothers 
with bad nutrition 17 -7 per cent, were above the average 
weight and 11 8 per cent, below ; out of 943 babies of 
mothers with average nutrition 23 4 per cent, were above 
and 8 1 per cent, below ; and out of 1839 babies of mothers 
with good nutrition 34 6 per cent, were above and 4 1 per 
cent, below. 

Influence of the State of Nutrition of the Mother on Poet-natal 
Mortality of Infante. 

Out of 3693 babies born in the London hospitals 21 per 
cent, died during the first ten days of life. If, however, 
those cases are excluded to which the height and weight 
ratio could not be applied, in which the mother’s mal¬ 
nutrition was due to disease, or in which the baby died as 
the result of injury, malformation, or syphilis, there remain 
3015 babies, of whom 1 per cent. died. As contrasted with 
this, out of 45 babies born in London of mothers with bad 
nutrition (A3) 666 per cent, died; out of 184 babies of 
mothers whose state of nutrition was average (B 3) 0 5 per 
cent, died ; and out of 328 babies of mothers with good 
nutrition (C3) 0 3 per cent. died. Where the height and 
weight ratio alone was bad the death-rate was 1 3 per cent, 
for 1177 babies; where it was average 0 5 per cent, for 589 
babies; and where it was good 1 per cent, for 1249 babies. 
In the Dublin hospitals during the first eight days of life the 
death-rate for all the 2439 babies was 2-5 per cent., and for 
the 1708 cases which could be classified 0 3 per cent. On 
the other hand, the death-rate for the 12 Dublin babies of 
mothers with bad nutrition (A3) was 8 3 per cent. ; where 
the mother’s state of nutrition was average (B 3) none of 
the 8 babies died ; where it was good (C 3) 0 8 per cent, of 
512 babies died. When the height and weight ratio alone is 
considered, 0 9 per cent, of 934 babies of mothers with bad 
height and weight ratio died ; 0 4 per cent, of 241 babies 
born of mothers with average height and weight ratio ; and 
O'8 per cent, of 533 babies born of mothers with good height 
and weight ratio. 

Influence of the State of Nutrition of the Mother on the 
Progress of the Child after Birth. 

For the purpose of ascertaining the progress of the babies 
after birth their weights on the tenth day in the case of London 
babies and on the eighth day in the case of Dublin babies(since 
the Dublin babies were not, as a rule, kept in hospital after 
the eighth day) have been compared with their birth weights, 
and the change in weight has been contrasted with the 
average weight curve given by Holt. 1 The condition has 
been labelled “satisfactory” if the progress has been equal 
to or better than that shown on this curve. In all other 
cases it has been labelled “ unsatisfactory ” or the death of 
the child has been recorded. Separate tables have been 
made out for those babies who were fed entirely on the 
breast, for those who were fed entirely artificially, and for 
those fed partly on the breast and partly artificially (mixed 
fed). Those cases have been excluded in which the mothers’ 
malnutrition was due to disease, and those in which the baby 
died or failed to thrive as the result of injury, malformation, 
or syphilis. Twins also have been excluded. Premature 
babies have been tabulated separately, but they were too few 
in number to afford data for conclusions of any value. 

To take first the full-time babies fed entirely on the breast , 
in the London hospitals there were 25 babies of mothers 
with bad nutrition (A 3); of these, 64 per cent, progressed 
satisfactorily and 36 per cent, failed to thrive. None died. 
When the mothers' nutrition was average (B 3), out of 108 
babies 611 per cent, flourished, 38 per cent, failed to thrive, 
and 0-9 per cent. died. When the mothers’ nutrition was 
good, out of 251 babies 701 per cent, flourished, 29'9 per 


cent, failed to thrive, and none died. When the cases are 
classified by the mothers’ height and weight ratio alone, of 
818 babies born in London of mothers whose height and 
weight ratio was bad, 65 9 per cent, flourished, 33'7 per cent, 
failed to thrive, and 0 4 per cent. died. When the mothers’ 
height and weight ratio was average, out of 418 babies 
62-2 per cent, flourished, 37 5 per cent, failed to thrive, and 
0 2 per cent. died. When the height and weight ratio was 
good, of 836 babies 63 2 per cent, flourished, 36 6 per cent, 
failed to thrive, and 0-2 per cent. died. The Dublin cases in 
the classes of bad and average nutrition were so few that 
conclusions can hardly be drawn from them. Moreover.it 
is noticeable that mixed hreast and artificial feeding seems 
to be resorted to much more readily in London, when the 
baby does not seem to be thriving, than in Dublin. Possibly 
this is partly due to the fact that the London babies stay 
longer in hospital, so that their progress can be better 
gauged. 

To the figures for the full-time babies fed partly on 
the breast and partly artificially the same criticisms, of 
course, apply, and the Dublin cases are so few as to be 
almost valueless. There were only 9 full-time babies of 
this kind in London whose mothers’ nutrition was bad (A 3). 
Of these, 33-3 per cent, flourished, 55' 5 per cent, failed to 
thrive, and 11-1 per cent. died. When the mothers' 
nutrition was average (B3), out of 66 babies 424 per cent, 
flourished, 57-6 per cent, failed to thrive, and none died. 
When the mothers’ nutrition was good (C 3), out of 58 babies 
32- 8 per cent, flourished, 67' 2 per cent, failed to thrive, and 
none died. Of the London babies, when the mothers’ height 
and weight ratio was bad, 30- 4 per cent, flourished, 684 per 
cent, failed to thrive, and 1-3 per cent, died out of 237 
babies. Similarly, when the height and weight ratio was 
average, the figures are 35 9, 64, and 0 per cent, for 
142 babies; and 30-3, 69 4, and 0'3 per cent, when the 
height and weight ratio was good. 

The numbers of the full-time babies mho mere fed entirely 
artificially were too few to allow of any useful deductions 
being drawn. 

With regard to the infantile death-rate before lactation mas 
established the combined figures for London and Dublin give 
51 babies whose mothers’ nutrition was bad (A 3) with a 
death-rate of 2 per cent., 184 babies of mothers with average 
nutrition (B3) with a death-rate of 0, and 827 babies of 
mothers whose nutrition was good (C3) with a death-rate 
of O'2 per cent. When the height and weight ratio alone 
is considered the death-rate was approximately the same for 
all classes. 

From the foregoing figures it does not appear that the state 
o( nutrition of the mother at the time of labour and during 
her pregnancy has any marked influence on the progress of 
“ mixed-fed ” and breast-fed babies during the first eight or 
ten days of life. On the other hand, the death-rate of babies 
before lactation is established may perhaps be higher when 
their mothers are really badly nourished. It must be remem¬ 
bered that from the time of labour until their discharge from 
hospital all the mothers were presumably receiving an ample 
diet. 

Influence of the State of Nutrition of the Mother on her 
Capability of Suckling. 

The percentage of breast-fed babies is very much higher 
in Dublin than in London, and this quite apart from the 
question of mixed feeding, since the percentage of artificially 
fed babies—that is of mothers who had no milk at all—is 
much higher in London than in Dublin. Both in London 
and in Dublin, however, the state of the mother’s nutrition 
does seem to have a definite influence on her capability 
of suckling. Of a total of 3638 babies born in London 
73-21 per cent, were brea6t-fed, 24 32 per cent, were mixed- 
fed, and 247 per cent, artificially fed. Of 2352 Dublin 
babies 98-51 per cent, were breast-fed, 123 per cent, were 
mixed-fed, and 0'25 per cent, artificially fed. These figures 
exclude babies who died before lactation was established and 
those who were not breast-fed owing to extraneous causes, 
such as tubercle, syphilis, sepsis, sore nipples, illegitimacy, 
&c. Of the 38 babies in London whose mothers' nutrition was 
bad (A 3), 65 8 per cent, were breast-fed, 284 per cent, 
mixed-fed, and 5'3 per cent, artificially fed. These figures 
have to be compared with 62-7, 36 7, and 0 6 per cent, for 
158 babies whose mothers' nutrition was average (B 3) ; and 
with 79'5, 179, and 2 5 per cent, for 318 babies whose 


1 Diseases of Infancy and Childhood, second edition, 1903. 
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mothers’ nutrition was good (C 3). Of 11 babies in Dublin 
whose mothers’ nutrition was bad (A3), 72-7 per cent, were 
breast-fed, 18-2 per cent, mixed-fed, and 91 per cent, 
artificially fed. All 7 babies whose mothers’ nutrition was 
average (B 3) were breast-fed. Of 499 babies whose mothers’ 
nutrition was good (C 3), 99 6 per cent, were breast-fed, 
0-4 per cent, mixed-fed, and 0 artificially fed. 

Influence of the Mother's Capability of Suckling on the 
Mortality and Progress of the Child after Birth. 

Ont of 2539 full-time breast-fed babies in London progress 
was good in 64 per cent., bad in 36 per cent., and 0 1 per 
cent. died. Similarly, for 2170 Dublin babies the per¬ 
centages are 56 2, 43 7. and 0-2. For mixed-fed babies in 
London the figures are 816—30 4, 70. and 0 per cent.; in 
Dublin 20—15, 80, and 5 per cent. Here, again, is seen the 
greater readiness to adopt mixed feeding in London than in 
Dublin. As regards artificially fed babies the figures for 
London are 81—17 3, 815, and 12 per cent. ; for Dublin 
16—12-5, 87 5, and 0 per cent. The same effect was evident 
in the case of premature babies. These figures only express 
the well-known relative advantages of breast feeding, mixed 
feeding, and artificial feeding. 

General Conclusions. 

The foregoing statistics do not absolutely prove anything, 
but they seem to suggest the following conclusions. 

A state of bad nutrition of the mother at the time of 
labour due to insufficient food (1) greatly increases the per¬ 
centage of dead births ; (2) greatly increases the percentage 
of premature births; (3) slightly decreases the average 
weight of the full-time baby at birth ; (4) definitely increases 
the post-natal infantile mortality ; (5) has little, if any, 
effect during the first eight or ten days on the progress of 
babies who live during that time ; and (6) possibly increases 
the death-rate of babies during the first three or four days 
of life. 

A state of good nutrition of the mother at the time of 
labour, on the other hand, (1) considerably increases the 
average weight of the full-time baby at birth; and (2) increases 
the percentage of mothers who are able to suckle during ihe 
first eight or ten days of the puerperium, quite apart from 
any effect from the use of an ample diet during this time. 

The figures also suggest that on the whole a state of average 
nutrition of the mother is the most favourable condition. 

My best thanks are due to the following medical officers 
for their help in the collection of these statistics; Dr. 
Sydney Vosper, Dr. Rutherford Smith, Dr. Weston, Mr. J. 
van Schalkwijk, and Mr. Lionel Colledge, of the British 
Lying-in Hospital; Dr. J. D. Bari is, of the City of London 
Lying-in Hospital ; Dr. E. S. Cooke, Dr. M. D. Hancock, and 
Dr. levers, of the Clapham Maternity Hospital; Dr. A. Lionel 
Smith, Dr. G. N. B. Sebastian, Dr. P. F. Wilson, Dr. Dudley 
Corbett, and Dr. W. L. Pink, of the General Lying-in Hospital; 
Dr. Clifford White and Dr. J. B. Banister, of Queen 
Charlotte's Hospital ; Dr. V. J. McAllister, of the Coombe 
Lying-in Hospital, Dublin ; and Dr. Bethel Solomons and 
Dr. J. R. Freeland, of the Rotunda Hospital, Dublin. I am 
much indebted, too, to the committees of management of 
the foregoing hospitals for their kind permission to collect 
and publish the statistics contained in this investigation. 

Grosvenor street, W. 


Central Midwives Board for Scotland.—T he 
Board was finally constituted on June 27th by order of the 
Privy Council. The names are the same as those provision¬ 
ally appointed and announced in our issue of Feb. 12th, 

S '. 366, with the addition of Miss Alice Helen Turnbull and 
liss Isabella Lewis Scrimgeour, appointed by the Lord 
President of the Council. 

A Free Convalescent Home for Delicate 
Children. —A convalescent home has been opened at 
“Woodbine,” Sidmouth, Devon, for delicate children of 
needy naval and military officers and others whose incomes 
have suffered in the present war, by Mrs. Cowley, wife of 
Mr. A. E'. Cowley, D.Litt., sub librarian of the Bodleian 
Library, oxford. The children must be between the ages of 
5 and 10 (or 5 and 8 in the case of boys) and are to stay for a 
period of four weekB. The house is situated four minutes 
from the sea and is in charge of a competent matron and 
nurse. The stay in the home is entirely free of charge and 
travelling expenses are also defrayed by Mrs. Cowley, to 
whom application should be made at 94, St. Aldates, 
Oxford. A doctor’s recommendation should accompany the 
application. 


A REPORT ON THE ■ 

CASUALTIES FROM THE JUTLAND COAST 
ACTION RECEIVED AT ROYAL 
NAVAL HOSPITAL, SOUTH 
QUEENSFERRY. 

By W. M. ASH, M.B., B.S. Lond., 

TEMPORARY SURGEON, ROYAL NAVY ; 

AND 

C. P. G. WAKELEY, M.R.C.S., L.R.C.P. Lond., 

TEMPORARY SURGEON, ROYAL VAVY. 


This hospital received 110 badly wouDded! cases, com¬ 
prising—shell wounds, 62 ; burns, 42 ; suffering from the 
effects of fumes, 4 ; and from severe shock, 2. 

The shell wounds were for the most part multiple ; some 
cases had as many as 20 different lesions, varying from 
compound fractures to small punctured wounds caused by 
shell splinters. Almost without exception these were 
markedly septic on arrival, being less than 48 hours after 
injury, in spite of the fact that excellent treatment had 
been administered on board ship. For the greater part the 
injuries were to limbs. In 3 cases only were the eyes 
affected ; In one the eye was entirely disorganised and 
septic, enucleation being necessary; another was an incised 
wound of the sclerotic about half an inch long at a tangent 
to the corneo-sclerotic junction ; the third was a shell 
splinter which had perforated the lower lid and become 
embedded in the sclerotic coat. On removal it left an ulcer 
which quickly cleared up. Considering the confined space 
and the power of the high explosives, it is remarkable that 
there were so few eye lesions. Of abdominal lesions there 
were 3 also ; 2 of these were suffering from severe wounds 
elsewhere and survived a short time only ; the other man had 
a perforated wound with local peritonitis, but is doing 
extremely well at the time of writing. 

Fractures were numerous, for the greater part compound— 
in fact, a simple fracture was rare; some patients had as 
many as three compound fractures. Some, again, had one 
or two inches of bone and large masses of muscle missing, 
vessels and nerves being exposed. All wounds were very 
septic. In many cases amputation was the only resort. All 
our amputations were performed by the circular flapless 
method. To quote Captain M. Fitzmaurice-Kelly,R.A.M.C.: 
“ It saves life, length of limb, and the risk of secondary 
haemorrhage is lessened. It arrests the spread of infection, 
and it is possible where no other method is possible.” 1 

The prime object in the treatment of these cases was to 
combat the sepsis. One of us used eusol, the other favoured 
continuous saline irrigation, and the results up to the present 
have been equally successful. Both have their advantages. 
Undoubtedly eusol is aD excellent application in very early 
cases—in fact, second to none ; but when once sepsis has 
gained a footing continuous saline irrigation seems to meet 
the requirements, does away with painful dressings, and is 
particularly non-irritating to the injured and exposed 
periosteum, which is so easily destroyed by the application 
of antiseptics. Again, in these cases secondary hemorrhage 
is a very real danger, and is much more likely to occur from 
the frequent application of dressings than with a continuous 
irrigation ; also we consider that, much as eusol stimulates 
the growth of granulation tissue, saline stimulates it more. 
We have observed that the granulation tissue produced by 
saline does not bleed so profusely on the slightest touch as 
that produced by eusol. 

We endeavoured as much as possible to avoid wiring or 
plating such septic fractures, but in one case this was 
necessary, as in no other way could the fragments be kept 
away from the popliteal vessels. As we have pointed out 
before, the adequate treatment of sepsis is the primary indi¬ 
cation ; therefore a splint which admits of easy approach as 
well as effective immobilisation is essential. In cases of 
fractured humerus we found a Thomas’s knee-splint with 
extension met both these requirements, especially as the 
men we had to treat were of fine physique. Compound 
fractures around the wrist- and ankle-joints were immobilised 
in metal splints and immersed in continuous saline baths. 

1 British Journal of Surgery, vol. ill., p. 676: The Lancet, Jan. 2nd, 
1915, p. 15. 
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The ordinary wooden splints, such as anterior and posterior 
splints for the forearm, back splint with foot-piece and side 
splints for the leg, were quite useless, as all the cases had 
multiple wounds which required the removal of splints for 
dressings and would not allow pressure being applied. 

As regards burns , these were plentiful and extensive. 
Since these were due to sudden flashes, it was rare to And a 
burn of more than a third degree, and equally rare to find 
them affecting other parts of the body than the hands and 
face — i.e., the ex¬ 
posed parts. Any burn 5 Fig 1. 

which is later found 
to be more than the 
third degree is gene¬ 
rally due to the appli¬ 
cation of dressings. 

With removalof dress¬ 
ings a thin super¬ 
ficial layer of granu¬ 
lation tissue epithe¬ 
lium is also removed ; 
if this is continued it 
is easy to explain why 
burns become deeper. 

In our opinion the 
treatment of burns 
should be expectant 
as well as immediate. 

This treatment is not 
new-fangled, nor is it 
a war “fad.” We 
have used it in civil 
practice before, 
chiefly in young 
children ; we used 
it in the cases 

from the Dogger Bank action with equally excellent 
results. 

The stages of burns are : (a) Stage of shock ; (b) stage of 
sloughing ; (c) stage of separation of the slough ; (d) stage 
of scarring. On receipt of a case of burns the immediate 
treatment is obviously to treat shock. Treatment can be 
summed up briefly—rest, warmth, and morphia; local 
treatment as for any other septic burn. We open any blebs 
and apply picric acid ; this is both antiseptic and antithetic. 
If possible, instead of this we immerse the patient in a 
warm saline bath, especially if the body is affected. If 

Fig. 3. 


is the all-important factor ; this we have already fully dealt 
with. In the second stage we have to treat sepsis and prevent 
internal complications, such as bronchitis, diarrhoea and 
vomiting, duodenal ulcer, Sic. In the treatment of sepsis 
we use chiefly hypertonic saline solution for burns of the 
extremities, if possible as a bath, as this serves the double 
purpose of keeping away air and cleansing the wound. To 
the face, if it is impossible to apply a continuous 
saline douche so as to cover completely the whole 

Fig. 2. 


Cordite bum of face. A. B. at commencement of treatment.. 


After three weeks' treatment. 


Cordite burn of face. C. D. at commencement of t reatment. 

shock is very marked, we give a continuous saline 
with a small amount of adrenalin in it. Injection of 
posterior lobe of pituitary body or citrate of ergot 
is equally good, but acts for a short time only ; strychnine 
and alcohol we avoid. If picric acid has been used, this 
is left on until shock has completely passed off. Now imme¬ 
diate treatment must give place to expectant treatment. 

Speaking of expectant treatment naturally proposes the 
question, What are the complications ? In the first stage shock 


surface, we apply an oil consisting of menthol, 2 gr. ; 
eucalyptus oil, 3 min. ; carron oil to the ounce. We 
on no account apply a dressing ; the oil is applied 
from a bowl kept at the bedside, from which it is 
carried to the face on cotton-wool. This is applied at 
frequent intervals, the eyes at the same time being irrigaten 
with boric lotion. At least three or four times a day the 
face is slightly sponged with saline so as to remove any pur 
which may be present and the greater part of the oil. This 
ensures that the oil is kept fresh and that no pus is allowed 
to be imprisoned under scabs, which quickly form if 

this precaution is not 
Fig. 4. taken. If this is 

done frequently it is 
the simplest matter, 
and even the slightest 
haemorrhage is 
avoided, and above 
all any little islands 
of epithelium from 
which the new skin 
will be produced are 
preserved. We have 
found under this treat¬ 
ment that a bum that 
has been carefully 
examined and found 
to be, say, of the 
third degree will be 
no deeper when exa¬ 
mined four or five 
days later. 

We do not claim 
that this treatment is 
easy and quick; on 
the other hand, it re¬ 
quires much patience 
and time, but the 
results amply repay one. At the end of seven to ten 
days the wound is usually quite clean, and the epithelium is 
very actively growing over the granulating surface. At this 
stage scarlet It. ointments may be used with benefit. By 
this method we find that we never get the haemorrhage in 
the third or “suppurating stage,” and the fourth or 
“scarring stage" is seldom seen with burns of the depth 
of those caused by shell explosion or by the flash of cordite, 
which have been the cause of all the burns we have had to 


After three weeks’treatment. 
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treat. Moreover, the frequent removal of all the products of 
inflammation prevents the absorption of toxin or toxins, 
whatever it may be that causes the internal complications 
mentioned above. It is thus that our treatment is both 
immediate and expectant. 

Our thanks are due to Fleet-Surgeon P. H. M. Star, R.N., 
for his help, and for the photographs of burns which he so 
kindly took for us. 


SOME OF THE USES AND ABUSES OF 
MASSAGE. 

By E. BELL1S CLAYTON, M B., B.C. Cantab., 

CAPTAIN, K.A.M.C. (T.) ; MEDICAL OFFICER IN CHARGE OF ELECTRICAL 
AND MASSAGE DEPARTMENT, 3TH LONDON GENERAL HOSPITAL AND 
RING'S COLLKGK HOSPITAL. 


Now that massage is used to such a large extent in the 
military hospitals it seems necessary to point out some of the 
dangers of using it indiscriminately in all oases. Thus to 
give massage continuously for months to a patient with a 
functional paralysis would tend to keep up the disability 
rather than cure it, because the massage continually reminds 
the patient of his condition. On the other hand, where a 
nerve is injured and the muscles it supplies are paralysed 
massage is strongly indicated to prevent atrophy and 
contractures. The following are the treatments which I 
have found most successful for some of the commoner 
disabilities that are treated in military hospitals. 

1. Functional Paraplegia. 

In many cases these patients have a considerable amount 
of rigidity of the back and leg9, and this prevents them 
from sitting up. It is perfectly hopeless to try to cure them 
with massage. From the start efforts should be made to 
teach the patient to stand and walk. At first two strong 
assistants are required to hold him up, and usually he cannot 
move one leg in front of the other. Massage and faradism 
should be given for the first week or two in addition to the 
walking exercises, in order to stimulate his muscles and 
persuade him that he is being helped with treatment. But 
these must be given up at an early date whether they 
succeed or not, as they tend after a time to hinder progress. 
Frequently the patient learns to stand and walk with assist¬ 
ance before the rigidity in his back has passed off sufficiently 
to allow him to sit up. As soon as possible he should practise 
walking by himself in some walking machine. Here we have 
two long parallel bars at such a height and such a width 
apart that the patient can rest his arms on them comfortably 
while trying to get his balance. The next stage is to learn 
to walk in this apparatus without using his arms for support. 
Finally, when made to walk in the open in all probability he 
will tend to walk in a circle, but with further training he 
should learn to walk properly. During all this time he is 
given exercises on his bed or in a chair for his limbs and 
trunk, and it is very essential for the masseuse to be always 
very optimistic and suggest to him in various ways that he 
is improving daily. It is a great mistake to try to get rid 
of the rigidity and restore muscular power before getting 
him on his feet. Massage may be continued lor months with 
this object in view without gettingtany result. 

2. Paralysed Muscles. 

(a) Due to nerve injuries .—The paralysed muscles should 
be treated with stimulating massage and galvanism. Passive 
movements must be given daily to the joints to prevent 
stiffness, especially if splints are being worn to relax the 
paralysed muscles. In addition to this the slightest signs of 
return of power must be encouraged by giving assisted and 
active movements to these muscles until they are sufficiently 
strong for the patient to do exercises by himself. He should 
then continue with regular exercises until the normal power 
has returned. 

(b) Functional .—These cases must be treated on the same 
lines as a functional paraplegia. A little massage and 
faradism at first to stimulate the muscles and suggest to the 
patient that he is being treated. If this fails to produce 
any active movement after a short time the treatment must 
be discontinued and something else tried. Frequently after 
faradism the patient finds he can do a little active move¬ 
ment. This can be gradually increased and developed by 
making him practise movements until the full power returns. 


The success or failure of these cases depends to a large 
extent on the masseuse herself. She must impress on the 
patient that the treatment is really effecting a cure. Other 
functional conditions should be treated on the same lines. 
Massage, if used, is merely to act by suggesting to the 
patient that he is being treated and recovering. 

3. Flabby Heart. 

This may either occur after a long illness, such as typhoid 
fever, or may be the “ soldier's heart” due to overstrain. 
These cases respond well to graduated exercises. In the 
early stage when the patient is still in bed massage, in the 
form of kneading, to the limbs should be also given. 
Breathing exercises form an important part of the treat¬ 
ment, and the patient should be taught to breathe slowly 
and evenly while performing the other movements. In 
almost every case the pulse-rate, if rapid at first, falls 
during and after the exercises, and it also becomes stronger. 
The following is an example of a scheme of treatment 
•rdered for a patient who is still confined to bed : (1) Six 
deep breaths ; (2) arm kneading followed by active elbow 
flexion and extension (six times); (3) six deep breaths ; 
(4) leg kneading followed by active ankle flexion and 
extension (six times); (5) six deep breaths. This treatment 
is gradually increased as the patient becomes stronger, 
body exercises are added, and the massage is discontinued. 
Finally, the patient walks up a certain number of stairs 
daily under the supervision of the masseuse, in addition to 
the other exercises. 

4. Joint Injuries. 

(a) After adhesions hare been broken down .—The joint is 
usually swollen, stiff, and painful for the first few days. 
Passive movements should be commenced the following day 
to prevent adhesions re-forming. Gentle soothing stroking 
down the limb, performed by a second masseuse for five 
minutes before and while the joint is being moved, will often 
prevent painful contractions of the muscles and so allow of 
a freer range of movement. No forcing mast be allowed. 
The movements should be very slow and gentle, and the 
limb well supported so that the muscles can relax. 

(b) Chronic traumatic synovitis .—For this condition exer¬ 
cises are strongly indicated. Even if fluid reacoumuiates 
they should be continued. In addition massage can be given 
to the joint and the muscles which pass over it, and passive 
movements until the full range of movement of the joint is 
established. The exercises should be performed twice a day. 
Thus for a knee-joint one would give knee flexion and 
extension (1) sitting and (2) standing. The former exercise 
will be chiefly for the anterior thigh muscles and the latter 
for the posterior. These exercises can be increased by fixing 
a weight on the patient’s foot. Finally, he should do 
exercises with his weight on the disabled limb. These 
exercises should be continued until the patient can hop 
round the room on his injured leg. These same exercises 
should be given to all cases in which a cartilage has been 
removed from the knee before the patient returns to duty. 
To try to redevelop the thigh muscles with massage only is 
perfectly hopeless, but massage may be helpful in the earlier 
stages when the limb aches after very little exercise. 

It will be noticed that almost all these treatments end in 
exercises. I consider this to be very important because 
muscles always atrophy after an injury in their neighbour¬ 
hood. But there is another very important reason. If a 
patient is given massage for a long period and is not made to 
make an effort himself he is very liable to develop some 
functional disability. To take a case, a patient who suffered 
from bad trench feet and had been treated for about six 
months without being allowed to walk, began to develop a 
talipes varus and a tremor in his legs on active movement. 
He was made to walk at once and do exercises on his feet to 
stop this functional disability. 

Finally, there are the cases which require no massage, but 
simply careful examination to find the cause for the con¬ 
tinuation of the disability and then some simple treatment 
for it. 

The following are two cases which were recently 
admitted to the 4th London General Hospital. 

Case 1.—The patient was admitted with a flexed hip-joint 
and inability to walk. He had been wounded through the 
lower part of the abdomen and had been treated with 
massage, faradism, and walking exercises for a year without 
result. On examination it was found that the contracted 
hip was apparently due to spasm of the psoas muscle through 
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which the ballet had probably passed. He was given 
stretching movements for this muscle, and in a week was 
walking normally. 

Case 2. —The patient had been shot in the head a year 
ago. He had suffered from hemiplegia and was sent here 
for further massage. On examination he was found to have 
recovered except for slight loss of sense of position. His 
injury was over the Rolandic fissure. He could not stand or 
walk, and this was apparently due to slight loss of the sense 
of position and fear of falling over. He is doing Frankel’s 
exercises and learning to walk, and already in a week he has 
shown considerable improvement. 

These examples should suffice to show that careful 
discrimination is necessary not only in settling which 
cases should be given massage, but also in deciding the 
exact treatment to be given. 

Denmark Hill, S.E. 


AN EXPERIENCE OF GALYL AT ROYAL 
NAVAL HOSPITAL, CHATHAM. 

By SHELDON F. DUDLEY, M.B., B.S. Lond., IcC., 

STAFFSURQF.OR, R.N. 


At the Hoyal Naval Hospital, Chatham, galyl has been 
substituted for neosalvarsan m the treatment of syphilis and 
abont 1500 injections given. It is compared with neo¬ 
salvarsan, of which drug I have had about a similar experi¬ 
ence. The laboratory work and injections on which this 
article is based have all been done by myself, using the 
same technique with both drugs, thus eliminating personal 
equation in the results arrived at. 04 gm. galyl and 0 9 gin. 
neosalvarsan, the suggested equivalent doses, have been 
used in all the cases that have been employed to obtain the 
numbers below. Following the usual routine in the navy 
which has given excellent results with neosalvarsan, cases 
were given three intravenous injections of galyl at monthly 
intervals, with three intramuscular injections of gr. 1 of 
mercury after each dose of the arsenical preparation. 

With regard to reaction following these two drugs, a 
comparison was made on the three commonest symptoms— 
rise of temperature, headache, and vomitiDg. The graph 
below contrasts the rise of temperature after a first injection 
of galyl and neosalvarsan. It is based on 583 injections of 
galyl and 150 of neosalvarsan. An example will easiest 
explain the reading of it: 30 per cent, of neosalvarsan cases 
may be expected to develop a temperature between 
100° 101° F., whereas a similar rise of temperature 
is only to be expected in 15 6 per cent, of galyl cases. 
In the same cases 18 per cent, of those treated with 
galyl complained of headache, while 39 3 per cent, of those 
treated with neosalvarsan complained of the same thing. 
Vomiting followed in 3 9 per cent, of galyl injections and 
in 21 3 per cent, where neosalvarsan was injected. It will 
be seen that about half the galyl cases are followed by no 
rise of temperature as marked on a four-hourly chart, 
whereas only a quarter of the neosalvarsan cases escape 
without any rise of temperature. The lesser toxicity of 
galyl is also very evident from the few injections that are 
followed by headache and vomiting, as compared with those 
treated with neosalvarsan. 

It is my experience that reactions after second and third 
injections of either drug are far less common than after the 
first—for example, in only 7-3 per cent, galyl oases, and 
14 per cent. “914” cases, receiving a second intravenous 
injection did the temperature rise above 99° during the 
24 hours following administration. Vomiting and headache 
are exceptional after injections subsequent to the first. 


These common febrile reactions are probably caused by 
the liberation of the endotoxins of the treponema pallidum, 
otherwise one would expect them to be as frequent after 
the second and third doses as after the first. Another 
observation confirms this: 53 cases of “tertiary” syphilis 
were given a first injection of galyl, 40, or 775 percent., 
had absolutely no reaction, as against 45-5 per cent, all 
types of syphilis. (See graph.) In a parallel series of 33 



cases treated with neosalvarsan 26, or 68 4 per cent., had no 
reaction, as against 22 7 per cent, of all types of syphilis. 
This comparative freedom of late syphilis from reaction is 
presumably due to the fact that late lesions are often single 
and contain fewer and more resistant spirochietes than are 
present in the early generalised stages of the disease, hence 
less endotoxin is liberated by the drugs to cause a reaction. 

As the Wassermann is essentially a quantitative test, a 
series of comparative positive and negative results are of little 
value unless absolutely the same technique with carefully 
standardised materials is used in both series ; the reactions 
the table shown below is based on fulfil this condition, so 
are strictly comparative, if of little value otherwise. 

The table explains itself, except that late secondary syphilis 
means cases of over a year from infection. “At start" 
means at the time the treatment started ; “one month later,” 
when the case has had one arsenical intravenous injection 
and 3 grains of mercury ; “two months later,” when the case 
has had two arsenical injections and 6 grains of intramuscular 
mercury. 

Taking the results as a whole, neosalvarsan seems to have 
slightly more power in producing a negative Wassermann 
than galyl. It is not intended to convey the idea that these 
Wassermanns taken during treatment when the patient is 
saturated with mercury and arsenic are permanent. How 
far a two years’ mercurial course may render them so I do 
not know ; anyhow, I have seen many negative Wassermanns 
become positive a month or two after leaving off treatment, 
even after a two years’ course of mercury. 

A point the table shows well is the difficulty of obtaining 
a negative reaction in the late stages of the disease. In 
34 galyl cases in which the reaction was negative at the start 
of treatment, 7 became positive at the time of the third test, 
whereas only 1 neosalvarsan case became positive out of 
27 negative to start with. Thus, galyl used in this way and in 
these doses has less power than neosalvarsan to prevent the 
negative reactions of early cases becoming positive. 

An attempt was made to compare the action of the drugs 
on the treponemata in the sores. Twelve syphilitio cases in 
whose sores treponemata were easily demonstrated under 
dark-ground illumination were given an intravenous injection 
of galyl, and an equal number of similar cases were given 


I 

All types of case. 

Primary syphilis. 

Early secondary syphilis. 

Late secondary syphilis. 

Drug injected . j 

Galyl. 

“914." 

Galyl. 

••914." 

Galyl. 

“914.” 

Galyl. “914." 

Total number of cases tested ... 1 

378 

150. 

104. 

31. 

251. 

110. 

23. 

9. 

No. and percentage of cases ... 

No. 

1 

y. 1 

No. 

7 

No. 

7 

No. 

7 . 

No. 

7 . 

No. 

7 

No. % I No. 

7 

Positive . 

314 

831 

123 

830 

63 

606 

19 

613 

231 

920 

96 

87 3 

20 87 0 8 

88-9 

Wassermann< 1 month later ... 

: 171 

45'4 

61 

406 

35 

336 

10 

323 

118 

47-0 

45 

40-9 

18 ! 78 2 1 6 

66'6 

reaeti,ms ' (2 months later'... 

6 .'I 

25 0 

25-2 

22 

14’6 

5* 

17 3 

4 

12-9 

1 V 3 

25-2 

• 14 

| 

127 

l ' 77-7 1 4 

1 | 

1 44-4 

1 


# Only 260 out of the 378 galyl cases have as yet had a third blood test, so the galyl figures in the last line are based on 250 casts, and the 
number of eases in each class is expressed In the denominator of a fraction. 
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neosalvarsan, and the sores were examined for treponemata 
6 to 8; hours after injection. Syphilitic spirochsetes were 
present in 8 of the galyl cases as against 5 of the neosalvarsan 
cases. No spirochietes could be found in any of the 24 sores 
the morning following injection. I should like to note here 
that in two cases treated with an intravenous injection of 
1 gm. ferrivine, the non-arsenical preparation recommended 
by Mr. J. E. R. McDonagh. treponemata pallida were easily 
demonstrated four days after injection. The number of 
cases is too few to place any reliance on, but they suggest 
neosalvarsan in the dose used to have a quicker treponemi- 
cidal action than galyl. 

Clinically, in most cases, galyl seems to be almost as 
valuable as neosalvarsan, ordinary chancres and ulcerative 
lesions generally clearing up within ten days, but it must be 
confessed a few cases a month or so after injection still have 
the remains of a rash and more rarely an unhealed sore, an 
event which ivas exceptional in my experience with neo¬ 
salvarsan. Still, it can exhibit the same dramatic cures as 
the older drug. The following case is an instance. 

A. C-, aged 28. Admitted Nov. 7th, 1915. Contracted 

syphilis in May, 1915. He had extensive ulcerations of the 
tongue and mouth, a rupial rash, some of the lesions ljin. 
in diameter, over the whole trunk and limbs, general lymph¬ 
adenitis, and anal condylomata. He was wasted, amende, 
and felt “very ill. 1 ' After 04gm. galvl on Nov. 10th the 
rupial crusts separated in four days, leaving clean granu 
latiug surfaces. On the 21st he was discharged from hospital 
with all lesions healed, a gain in weight of 7 lb.,and feeling 
■' quite well.” 

The above observations point to arsenic as the important 
element in these drugs. The dose 0 4 gm. galyl contains 
just half as much arsenic as 0-9 gm. of neosalvarsan, which 
probably accounts for the slightly less therapeutic effect 
and lesser toxicity of galyl. Perhaps the lesser toxicity has 
something to do with its having four benzene rings to the 
molecule ; anyhow the following facts are striking. Inorganic 
arsenic, no ring, very toxic; one-ringed compounds like 
atoxyl, less toxic; those with two rings as “606” and 
“914 ” still less so ; and four-ringed galyl probably the least 
toxic of the lot. 

To conclude, it would seem that though excellent results 
have been obtained with neosalvarsan and mercury with a 
month’s interval between the intravenous injections, this 
interval is unnecessarily long in the case of galyl. As the 
dose recommended has only half the arsenic content of 
neosalvarsan. the interval could be halved without anymore 
likelihood of the occurrence of cumulative arsenical poison¬ 
ing (the prevention of which is the object of long intervals), 
and I am sure if this was done galyl would be as good an 
agent in the cure of syphilis as neosalvarsan ; in fact, the 
observations of other users of the drug have practically 
proved it to be so. 

Since writing the above I read Lieutenant-Colonel L. W. 
Harrison and Captain C. H. Mills’s interesting communication 
on ferrivine. 1 Though I only gave two intravenous injections 
of the drug, before deciding to leave it alone in future, the 
results confirm their observations. One gm. ferrivine used as 
supplied without further dilution was given to each of two 
cases of primary syphilis. Immediately following injection 
both men suffered from acute collapse, with a livid, 
sweating skin, scarcely perceptible pulse, and respiratory 
distress. One of the men vomited and had a reactionary 
temperature of 103° F. the same evening. There was, 
however, no thrombosis at the site of injection. One of 
these reactions was worse than any immediate result I have 
seen following over 3000 intravenous injections of neo¬ 
salvarsan or galyl. (Incidentally eight galyl and three neo¬ 
salvarsan injections given the same morning with the same 
apparatus were followed by no unpleasant symptoms.) 
Spirochietes were demonstrated in the serum from the 
sores four days after injection (they were not looked for 
later than this). Ten days later, as no improvement was 
evident and one of the men had developed a secondary 
roseola, 0 4 gm. galyl was given to each case. The penile 
sores then healed in a week. 

The foregoing article is practically an abstract of a paper 
to be published in the Journal of the Royal Naval Medical 
Sen-ice for July. 1916, to which anyone who is interested is 
referred for further details. 


1 The Laxcbt, June 17tb 1916. 


TWO CASES OF PENETRATING WOUNDS 
OF THE ABDOMEN INVOLVING THE 
INFERIOR VENA CAVA. 

By D. C. TAYLOR, F.R.C.S., 

TEMPORARY CAPTAIN, ROYAL ARMY MEDICAL CORPS. 


The two following cases of penetrating wounds of [the 
abdomen, complicated by tearing of the inferior vena cava, 
have recently come under my care. 

Case 1.—Private-, aged 20, admitted to clearing station 

12 hours after being hit by a piece of high-explosive shell. 
Wound of entrance tenth right rib in posterior axillary line; 
no exit wound. The patient was pale and had marked 
abdominal pain, tenderness, and rigidity. No vomiting; 
pulse 100 ; respirations 28. 'iaL " A 

Laparotomy was performed. Warm ether vapour; axillary 
saline. Incision through right rectus; fair amount of free 
blood in peritoneum. Right lobe of liver penetrated but not 
bleeding. A single tear 2 inches long in the greater curvature 
of the stomach, extending on to the anterior wall near the 
pyloric end, was found and sutured. The stomach was 
empty and no contents had been extruded. No lesion of 
bowel was discovered. A small retroperitoneal hiematoma 
was noticed at, and on the right side of, the base of the 
mesentery of the small gut. A rubber tube was passed to 
the under surface of the liver and the rest of the incision 
was closed in layers. Pulse at end of operation 120. The 
pulse began to fail six hours later and the patient became 
very blanched ; he died eight hours after operation. 

Necropsy. —No fresh lesion in gastrointestinal tract was 
discovered. There was an enormous retroperitoneal htema 
toma on the posterior abdominal wall, but little or no fresh 
bleeding into the peritoneal cavity. An oval hole of about 
the area of a threepenny-piece was found in the anterior wall 
of the inferior vena cava just below the entry of the right 
renal vein. Careful search failed to find the missile. 

Case 2.—Rifleman -, aged 40, admitted to clearing 

station three and a half hours after being hit by a fragment 
from a bomb. Entrance wound one inch to right and half 
an inch above the umbilicus; no exit. A small tag of 
omentum was extruded. The patient was pale ; pulse 120, 
abdomen very rigid and tender, had vomited four times. 

Laparotomy was performed. Warm ether ; axillary saline 
four hours after injury ; incision through right rectus, 
excising track of missile; much free blood in peritoneum. 
Missile had passed through gastro-colic omentum, just 
missing the colon; two veins were bleeding; ligated. 
Two large tears in front loop of jejunum were found, one 
at the mesentery border with a small tear of the mesentery, 
the other at the free border of the bowel immediately 
opposite. Both tears were sutured. Much bleeding from 
the posterior abdominal wall on the right side. The in¬ 
testines were packed lmck; a hole was found in the posterior 
peritoneum, just outside the line of the inferior vena cava, 
and a considerable retro-peritoneal hiematoma. The posterior 
peritoneum was slit up with scissors, when furious bleeding 
took place from a hole in the anterior wall of the inferior 
vena cava, at and below the entrance of the right renal vein. 
The tear was longitudinal and three-quarters of an inch long. 
Bleeding was checked by placing the tip of the left fore¬ 
finger in the hole in the vessel. Attempts were made to 
control the bleeding by compressing the vessel above and 
below, but failed owing to proximity of the renal vein. A 
pair of artery forceps was placed on the front of the 
cava just above the wound to produce a pleating effect, 
and then a series of six other artery forceps were applied 
from above down, effectually closing the hole, leaving 
the lumen of the vessel patent but narrowed. The missile 
was not found. The omentum was then packed around the 
bodies of the forceps. The abdominal incision was rapidly 
closed with deep salmon-gut sutures, taking up all the 
layers; the handles of the artery forceps were left pro¬ 
truding through a gap in the middle of the incision. The 
pulse at the beginning of the operation was 80 and the blood 
pressure 140; at the end the pulse was 120 and the blood 
pressure 80. On the first dav after the operation the patient 
was surprisingly lit; pulse 112; vomiting at frequent 
intervals. Rectal salines given ; urine normal. On the 
second dav the vomiting stopped. The patient was taking 
fluids well; pulse 80. The bowels acted naturally; no abdo¬ 
minal distension; no discharge from wound ; uriDe normal. 
On the fourth day warm chloroform and ether mixture was 
given, anil the stitches above and below the forceps were 
removed and the muscles separated. Adhesions had formed 
a good firm track down to the points of the forceps. The 
forceps were then removed one by one, and no bleeding 
took place until the last pair was removed ; this bleeding 
was trivial in amount and easily controlled with a gauze 
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plug. Two days later the gauze plug was removed without 
any further bleeding. The patient did not vomit after the 
second anaesthetic. 

The patient was evacuated to the base on the tenth day, 
and a month after the injury I heard that he was doing well 
in England. 

I have heard of other cases of wounds involving the 
inferior vena cava beiDg brought to clearing stations, but I 
believe they have all ended fatally. The second of my two 
cases shows that it may he possible to save some of these 
patients by using forcipressure, or possibly suture in cases 
where the bleeding can he controlled while the suture is 
inserted. The reason that these cases do not bleed to death 
immediately is that the wounds in the posterior peritoneum 
and the cava are not, or do not remain, directly super¬ 
imposed. 

1 am much indebted to Lieutenant-Colonel J. W. 
Longstaff, R.A.M.C., for permission to publish these notes, 
and also to Colonel H. M. Rigby, A.M.S., for his advice in 
the after-treatment of the second case. 


ON THE USE OF TUBERCULIN IN 
GENERAL PRACTICE. 

By J. LINTON BOGLE, M.D. Edin., 

LATE TUBERCULOSIS OFFICER UNDER THE COUNTY COUNCIL (PARTS 
OF LINDSEY), LINCOLNSHIRE. 


Granted the two postulates (1) that tuberculin is a useful 
remedy in the treatment of tuberculosis, and (2) that the 
use of tuberculin should not be the exclusive role of the 
specialist, but should belong to the armamentarium of the 
general practitioner, then notes on the main principles of 
tuberculin administration and hints as to the best practical 
means of carrying them out should be useful in inducing 
many medical men in general practice to commence treatment 
with this valuable remedy in the prevention and cure of 
the most generally prevalent disease in our country. 

The best period to commence a course of treatment is in 
the early stages of the disease, at a time when only the 
family medical attendant is aware of its existence, and 
when a wise nse of the proper remedies means all the 
difference between a vigorous and useful manhood on the 
one hand and a wasting and lingering malady on the 
other, followed too often by an early death. My experi¬ 
ence as a tuberculosis officer has led me to conclude 
that amongst medical men generally there is a reluctance 
to venture on the use of tuberculin, based partly on the 
knowledge that, carelessly given, it is a potent cause of evil, 
and partly also on ignorance as to the proper ways and 
means to begin and to carry out the course of treatment. 
The notes are designedly simple ; they are written for the 
instruction of those who have not hitherto used this method 
of treatment. 

General Principle t of Tuberculin Administration. 

Tuberculin, if injected into the healthy, produces no 
symptoms whatever, but in a tuberculous subject it causes 
the symptoms of the tuberculin reaction. The theoretical 
explanation of this reaction is that the tuberculous have 
present in their tissues a specific antibody or lysin, capable 
of breaking down the tuberculin molecule with the formation 
of toxins. After injection these toxins are carried into the 
general circulation, giving rise to the symptoms of general 
or focal reaction, and are followed by increase in the blood 
of antituberculous lysin or antibody, causing a state of 
tolerance or increased resistance to the effects of the 
tuberculous poison. 

In the administration of tuberculin one of two courses is 
followed : either (1) it is given in small doses repeated at 
long intervals, causing immunisation ; or (2) in initial small 
doses, advancing rapidly to large and repeated ones, pro¬ 
ducing immunisation with tolerance. The former is the 
course taken in glandular tuberculous disease in children, 
and local tuberculosis ; and the latter in autotoxic disease, 
or pulmonary tuberculosis. When Koch first discovered the 
tubercle bacillus, and introduced his preparation of “Old 
Tuberculin,” I remember administering the remedy under 
the advice of a Liverpool consultant. The usual mode of 
treatment at that time was large and increasing doses, 
causing severe reactions. As a result, the remedy quickly 
fell into disrepute. Now the aim of the medical man is the 


avoidance of reactions, or their production in a very mild 
degree, as a valuable guide to further treatment. 

Varieties of Tuberculin. 

All preparations of tuberculin, whether derived from the 
human or the bovine bacillus, have similar curative pro¬ 
perties. They vary, however, in their strength and 
character. The preparations I have generally used are 
P.T.O., or bovine tuberculin ; T.A.F., or tuberculin albu- 
mose-free ; and T., Koch's Old Tuberculin, belonging to the 
class of soluble extractives. Also B.E., bacillus emulsion, 
and P.B.E., bovine bacillus emulsion, belonging to the class 
of mixed products—i.e., soluble extractions, with the 
insoluble parts of the tubercle bacillus in addition. Their 
relative strength is approximately as follows, taking T. as a 
standard: T. = 1, T.A.F. = 1, B.E = P.B.E. =$, 
P.T.O. = 1/10. 

Preparation of Dilutions. 

The Record tuberculin syringe consists of a glass cylinder 
with a capacity of 1 c.c., or 16-9 minims, and is divided into 
tenths—i.e., divisions of OT c.c. The syringe is filled with 
tuberculin to the first division, the remaining nine divisions 
are filled with diluent consisting of normal saline with 0 25 
per cent, of carbolicacid. This is the first dilution, or Dil. A, 
and consists of OT c.c. of tuberculin in 1 c.c. of dilution, or 
linlO. Dil. B, or thesecond dilution, consists of onedivisionor 
1/10 of Dil. A, together with 9/10 of diluent; it has 0 01 o.c. 
of tuberculin in 1 c.c., or 1 in 100. Dil. C in like manner 
has 0T c.c. of Dil. B to 0 9 c.c. of diluent, and = 0-001 of 
tuberculin in 1 c.c., or 1 in 1000. Dil. D has 0 0001 c.c. of 
tuberculin in 1 c.c., and Dil. E has 0 00001 c.c. in 1 c.c , 
being respectively 1 in 10,000 and 1 in 100,000 of tuberculin 
in 1 c.c. of dilution. It is convenient to make these dilutions 
in bottles containing 10 c.c. (Sir A. E. Wright’s vaccine 
bottles), and these bottles have rubber caps through which 
the needle can be plunged into the dilution without exposing 
it to the air. 

Mode of Administration. 

The usual method is by subcutaneous injection, although 
it is also given orally, in which case the dose is 
usually double that given under the skin ; bat as there is 
some doubt whether the gastric juices do not change and 
weaken the action of the tuberculin, the former method is 
the one in general use. It is to be preferred for its quick 
action, its accurate dosage, and also for the guidance given 
by the local reaction. In non-pulmonary tuberculosis the 
injection is sometimes made near the site of the diseased 
gland or joint. In oral administration the preparations used 
are T.R. or B.E. ; they are given in a wineglassful of cold 
water an hour before a meal. 

The Tuberculin Most Suitable for Children. 

In my experience P.B.E. (the bovine bacillus emulsion), 
B.E., and, on account of its relative mildness, P.T.O. are 
the most useful preparations. They give a slow and mild 
reaction, and it is here that Wright’s system of repeated 
small doses spread over a long period is so valuable. In 
adults, where pulmonary disease is the usual type, it is 
advisable to begin with T.A.F. or P.T.O. and to follow, as a 
second course, with B.E. The first few doses are carefully 
watched, but usually afterwards they can be rapidly 
increased until the optimum dose is reached. Some very 
useful guidance can be obtained by observing carefully the 
symptoms of the tuberculin reaction. A local reaction, 
shown by a thickening or swelling in the tissues, with some 
tenderness, or by redness of the skin, is a warning that the 
dose is being increased quickly enough, and may soon produce 
a general reaction. A strong general reaction, shown by raised 
temperature, sickness, shivering, headache, and malaise, and, 
foeally , by signs of crepitation or haemorrhage in a diseased 
lung, points clearly to the dose being too high, and it should 
be reduced at once. 

The main guidance in treatment by tuberculin is to be 
obtained from a regular observance of the temperature (the 
opsonic index being left to experts). It should be taken 
twice daily, at 8 30 a.m. and 6 P.M., and recorded upon a 
chart. In all rises of temperature rest is the primary 
necessity ; a week in bed is most beneficial, especially in 
the early febrile stages of the disease. 

Dotage. 

Dosage of tuberculin varies according to the type of 
the disease. In local tuberculosis in adults an initial dose of 
0 00005, 1/20000 c.c., of P.T.O. or B.E., and in children 
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one of 0 00002, 1/50000 o.c., of the same preparations, are 
fair average commencing doses. In pulmonary phthisis a 
dose of 0 000002 c.c. to 0 000005 c.c. of P.T.O., BE., or 
P.B.E. is sufficient. The sequence of doses is more rapid at 
first than afterwards. At first every four days, then weekly. 
After the first few doses the quantity is doubled. 

The two following sequences, actually carried out in cases 
of tuberculous disease in children, are instructive : 

1. Boy, aged 10, whose grandfather and two brothers had 
died from pulmonary tuberculosis, was found to be suffering 
from tuberculous disease of the glands and bones, having one 
sinusin the right popliteal space, twosinusesabove the right 
ankle, four openings in the right groin (two discharging 
freely), two also in the left groin; glands swollen and 
suppurating on left side of neck. On June 6th, 1914, the 
initial dose was 0 000001 c.c. P.B.E., and in February, 1915, 
he was receiving Dil. D, 0 00001 c.c. P.B.E., followed at 
intervals of two to three weeks by Dil. D, 0 2, 0-4, 0 6, 
Dil. C, 01, 0'2, 0-3, 0 4, 0-45, 0 5. 0 5, 0 6, 0 6, 0 6, 0 6. His 
present condition is very satisfactory; all the sinuses are 
soundly healed, the only remnants of extensive disease from 
which "he suffered being some fibrous scars in the groins 
and two small fibrous knots on the left and one palpable 
gland on the right side of the neck. His general health is 
excellent, with an increase in weight from 4 st. lib. to 
5 st. lib. 

2. Girl, aged 12. Commencing pulmonary tuberculosis. 
Had lived in the same house as her uncle, who died of the 
same disease a few- months previously. She reacted to the 
von Pirquet test, and showed signs of commencing disease 
of the right lung. During the first few injections focal 
reaction occurred, shown by crepitant rfldes, altered breath 
sounds, and fever. Now she has no signs, having lost her 
cough and other svmptoms, and is also gaining in weight. 
Initial dose, P.T.O. 0 000002, Dil. E, 0’2, 0 4, 0 8; D, 01, 0 2, 
0-3, 0-5 (focal reaction), 0 35, 0-25, 0-35, 0-70; C, 01, 0-2, 0-3, 
0-4, 0-5,0-65, 0-75. 

Final done. —The final dose of 01 c.c., or the whole c.c 
of Dil. A, is generally considered the highest safe dose—i.e., 
1/10 c.c. of tuberculin and 9/10 diluent, but many medical 
men do not advance so far, being content with 0 5 A, or 
0-75 A. In these higher doses, where the tendency to 
reaction is more manifest, it is also desirable to lengthen 
the interval, making it 10 to 14 days in place of a week ; 
and after a few doses either to discontinue treatment for a 
few months or to inject a dilution of a different preparation 
of tuberculin of a lower strength. The initial dose of this 
new course may be of a higher strength than that of the 
first course on account of the state of tolerance established 
in the patient. 

Errors to be Avoided. 

It is necessary to remember that in passing from one 
dilution to another the strength is 10 times greater. Thus 
a sequence 0 5 D to 0-75 D is an increase of 50 per cent., 
but from C 01 to C 0 2 is 100 per cent, increase; so that on 
changing to a smaller injection of greater strength the 
increases should be small. Again, dilutions newly made 
are stronger than old dilutions, and the extractive toxin 
tuberculin dilutions are less stable than those made from 
the ground bacillary bodies, such as T.R. It is desirable 
to make fresh dilutions every two or three weeks in the 
former case, and every four or six weeks in the latter, or they 
will lose in strength. 

The duration of the course depends upon the patient and 
the nature of the disease. A nervous patient, tending to 
high temperatures or hsemorrhage, requires smaller doses, 
and of a slowly-acting preparation, such as BE., and hence 
the course will be lengthened. In children, too, with 
glandular disease, and in all cases of bone disease, the 
course will be a long one, and much patience is required. 
In pulmonary disease of the-ordinary early type the course 
would last from three to six months, with doses at intervals 
of a week. Then, after three months’ rest, a shorter course 
of three months with another preparation of tuberculin. 
While undergoing this special treatment many patients 
can and do resume their occupations. The two following 
examples with their sequences of doses are interesting :— 

(a) Young man aged 21. Pulmonary tuberculosis. Is now 
at work in a shed (outsidel all day at his trade, the local 
signs having passed away. Once during my absence a dose 
many times stronger was given by inadvertence, with a 
resulting general reaction and a temperature reaching 
104-2° F. Sequence : Dil. D, P.T.O., 0 5, 0 5 ; C, 0-1, 0-2, 0-4, 
0-55, 0-75 ; B, 01, 0 25, 0‘5, 0 5, 0 75 (marked reaction); B, 01, 
0-2, 0-3, 0-4, 0-5, 0-5, 0 4, 0 5, 0-55, 0 75; A, 0-1, 0'25, 0 3, 0 4, 


0'4, 0-5, 0-5,0-55, 0 6, 0 7, 0-75, 0-75, 0-8; reaction to 99-8- F. 
Change to P.B.E. Dil. O, 01. 0-15, 0-25, 0 35, 0-5,0-75; B,01, 
015, 0 2, 0’3, 0 35, 0 35; P.B.E., 0'3.5 c.c. (here the error 
occurred). Dil. B, 0-35, 0-5, 0-75 ; A, 01, 015; reaction to 
99-2° F. once. This second course is now closed. 

(6) Young man aged 27, shop assistant. Cavity in right 
apex, with consolidation of upper lobe of right lung and 
biemoptysis. Had been in sanatorium for three months. 
The commencing dose was Dil. D, 0 00001 c.c. of P.B.E.; 
D, 01, 0-2, 0-4, 0-7; C, 01, 0-2, 0-35, 0-5, 0-75; B, 01, 0-2, 0-3, 
0-45, 0-7; A, 0-1, slight hmmoptysis, rest from business for 
two weeks ; one weekly injection omitted, then followed by 
A, 0-15, 015, 0-25, 0-2. He is working daily at his business 
and has had no higher temperature than 98-6°F. since the 
first injection. Pulmonary symptoms quiescent and disease 
gradually drying up. 

Tests for Tuberculosis. 

Von Pirquet's test (cutaneous) is the most readily applied, 
the most satisfactory in its results, and the one generally 
used. This test is carried out as follows. The points of the 
scarifier having been sterilised by heating red-hot in the 
flame of the spirit lamp, a few scratches are made, as a 
control, upon the outer extensor surface of the arm or 
forearm, which has previously been carefully cleansed, and 
at a 8pot a few inches above, a drop of T. (Old Tuberculin) 
is, with the syringe, dropped upon the skin. The scarifier 
makes a few cross scratches under the tuberculin until a 
faint redness is perceptible Tuberculin can be used pure or 
diluted, the rule being that the lower the strength used, to 
cause a reaction, the more active the disease. In 36 or 48 
hours afterwards a note is taken of the temperature and of 
the condition of the punctured spots. If the result be 
positive the temperature may rise and the tuberculin spot 
become red and inflamed, with perhaps even a vesicular 
areola. 

t'ontra-indicatuins to the Use of Tuberculin. 

Although experts, with their knowledge and wide experi¬ 
ence, may be able to use tuberculin in most cases of tuber¬ 
culosis with benefit and without injury, there ard cases in 
which the general practitioner would do well to avoid the use 
of this remedy. In mixed infections, catarrhal or bronchial, 
or complicated by disease of the heart or kidneys ; in rapidly 
advancing or extensive disease ; in cases of high fever and 
quick pulse ; in anaemia associated with little power of resist¬ 
ance ; in those in whom there is a strong haemorrhagic 
tendency; and in cases of infantile tuberculosis, tuberculin 
as a rule does no good. 

Although I have confined my remarks almost exclusively 
to tuberculin administration in treatment, it must never be 
lost sight of that unless a patient understands the advantage 
of life in the open air with abundance of light and sunshine, 
rest, healthy surroundings, the avoidance of excitement, and 
the value of good and nourishing food, with cod-liver oil and 
other food tonics, tuberculin alone can do very little. It is 
only in conjunction with a rational general treatment that 
the striking results of the special treatment are manifest. It 
is here that residence in a sanatorium does so much: it 
teaches the tuberculous patient how to live. 

“ Fes tin a lente ” is the golden rule in tuberculin adminis¬ 
tration, as experiments have shown that even such a minute 
dose as 1/1,000,000 c.c. of tuberculin can raise the opsonic 
index from 0-70 to 1-3, although not the slightest clinical 
symptoms of change were present. 

A word, in conclusion, as to the cost of the apparatus 
required. A good tuberculin syringe with two steel needles 
can be obtained for 9*. 6 d. Tuberculin in its different pre¬ 
parations varies in price from Is. to 3». a bottle, containing 
1 c.c. The scarifier costs only a few shillings, and the 
adjuncts are easily obtained at any chemist's. Altogether a 
very simple outlay. 


Alexandra Rose Day was observed at Portsmouth 
on June 24th, when £928—a record sum—were collected on 
behalf of the Royal Hospital and the Eye and Ear Hospital. 

Clerical, Medical, and General Life 
Assurance Society.— The war has certainly had no 
deteriorating effect on the business of this well-known 
society. The new net life business for the financial vear 
ended June 30th was £737,472, being an increase of £64,740 
over that of last year, with new premiums of £25,792, show¬ 
ing an increase of £1953. The amount of the claims was 
£300,341, being a decrease of £48,710 as compared with the 
previous year. Included in this amount is £54,148 paid for 
war claims. 
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Burdett’s Hospitals and Charities , 1916. 

By Sir Henry Burdett, K.C.B., K.C.V.O. London: 

The Scientific Press, Limited. Price 10*. 6 d. net. 

This is an authoritative guide to British, American, and 
Colonial hospitals and asylums, medical schools and colleges, 
nursing and convalescent institutions, consumption sanatoria, 
and other institutions of a similar character, giving a review 
of their position and requirements, management, revenue, 
and cost of maintenance, and there is no reference book 
more convenient and useful than “ Burdett’s Hospitals and 
Charities.” The present edition is on the lines of its pre¬ 
decessors, among the additional matter being a list of 
London institutions affording facilities for post-graduate 
work and a list of territorial hospitals. The great hospital 
funds of London, the institutions for the care of the blind, 
deaf, and dumb, orphanages, missions, nursing and con¬ 
valescent institutions are all described, while there are 
chapters on hospital finance and hospital charity generally. 
The magnitude of the interests touched upon can be realised 
by the statement that in the year 1914 the 1978 charities of 
which particulars are forthcoming had an income from all 
sources of £12,907,000, or a decrease of £651,000 from the 
income for 1913. The expenditure in 1914 was £12,144,000 
as compared with £12,280,753 in 1913. The expenditure ou 
the management of hospitals will, of course, be enormously 
increased as a consequence of the war, while accommoda¬ 
tion for the wounded has multiplied throughout the country, 
representing 100,000 additional beds. Sir Henry Burdett 
pays a well-deserved tribute to the way in which the 
voluntary hospitals have responded to the demands made 
upon them in spite of the heavy financial drain on institu¬ 
tional resources. It is interesting to note that the Norfolk 
and Norwich Hospital has obtained a new source of 
revenue by an appeal in the form of 200 written letters, 
costing one sovereign, for contributions of £5 per month for 
each of the soldiers’ beds. The response produced £5721. 
The beds are maintained by individuals and groups of 
persons of all classes, domestic servants contributing no less 
than £152. It is hoped that this system will produce a 
steady revenue after the war. 

In his preface Sir Henry Burdett refers to the fact that 
50 years of continuous work for the voluntary hospitals of 
this country will be completed should he live until August, 
1918, by which time he will have passed the allotted span of 
threescore years and ten. For several years in succession he 
has appealed for someone to take up and continue his task 
as editor, and it is to be regretted that there has been no 
response to the appeal. We hope that Sir Henry Burdett 
will be spared to edit for a long time yet a book of the 
utmost value to everyone interested in hospital charities, 
but it would be a great loss to the hospital world if from 
any cause the book which has been regularly issued for 27 
years should fail to make its appearance. 


Nouveau Traite de Chirurgie. 

Publif- sous la direction de A. Le Dentu et Pierre 
Delbet. Fractures. Vol. I. : Fractures en General; 
Fractures du Membre superieur. Far Jean Tanton, 
M6decin-major de l'Armee, Professeur agrfigfi du Val-de- 
Grfice. Avec 470 figures dans le texte. Paris: J. B. 
Bailliere et Fils. 1915. Pp. 860. Price 20 francs. 

This fasciculus of an important treatise on surgery has 
appeared in spite of the war, and it is of special value when 
innumerable fractures present themselves to all those surgeons 
who are concerned with the treatment of the wounded. A 
glance at the volume is sufficient to show the thorough way in 
which the subject of fractures has been treated. Fractures of 
the skull, of the vertebral column, and of the thorax have been 
excluded, as they have been treated in other fasciculi of this 
system of surgery, while the author has been unable to include 
in this volume more than the general subject of fracture and 
the fractures of the upper limb. The fractures of the lower 
limband of the pelvis will form the subject of another volume. 
The recent great increase in our knowledge of fractures has 


been undoubtedly due to the introduction of the X rays, for 
thus we have been enabled to gain exact knowledge of the 
pathology of the living ; and the author has appreciated to 
the full the value of skiagrams, for he has included in 
his work a large number. He is, however, folly alive to 
the erroneous deductions which the untrained may draw 
from X ray photographs, and he shows us illustrations 
exemplifying this fact. 

It is needless to criticise in detail such a work as this 
when we are able to draw attention to the completeness and 
exactitude with which the author has dealt with the whole 
subject. We cannot give a better example of his thorough¬ 
ness than his treatment of fracture of the base of the first 
metacarpal bone, for he recognises three, or rather four, 
forms of this fracture, and each of these varieties is illus¬ 
trated with photographs. The sections dealing with the 
treatment of the various fractures are good ; the illustrations 
are abundant and apposite. 

We have not met a more scholarly treatise on fractures, and 
we look forward with interest to the appearance of the next 
volume. 


The Origin and Nature of the Emotions : Miscel¬ 
laneous Papers. 

By George W. Chile, M.D., Professor of Surgery, School 
of Medicine, Western Reserve University, Cleveland. 
Edited by Amy F. Rowland, B.S. London and Phil¬ 
adelphia : W. B. Saunders Company. 1915. Pp. 240. 
Price 13*. net. 

Dr. Crile’s work on shock, anoci-association, and kindred 
topics is already well known in this country. The present 
volume contains various papers that bear more or less on his 
previous contributions ; they serve also as a preface to certain 
monographs which we are told are in preparation. It is not 
practicable to give an analysis of all the eight essays com¬ 
prising this volume ; they deal with such diverse subjects as 
the relation between the physical state of the brain-cells and 
brain functions, alkalescence, acidity and anaesthesia, pain, 
laughter and crying, a mechanistic view of psychology, a 
mechanistic theory of disease—to name but some of them. 
We may refer more particularly to those which have a bearing 
on the title of the book. 

Briefly, it may be stated that the author has determined 
by laboratory researches that such emotions as fear and 
anger produce the same histological changes in the brain as 
physical trauma. Inasmuch as the phylogenetic origin of 
fear is injury, it follows that injury and fear cause the same 
phenomena. In their quality and in their expression, psychic 
shock and physical shock are the same. Dr. Crile has made 
a patient investigation of the cells of the cortex in human 
cases of exhausting diseases, in various animals completely 
exhausted by running and fighting, by rage and fear, by 
physical injury, and by the injection of strychnine, and in 
every instance he has been able to demonstrate that the loss 
of vitality—in other words, the loss of the normal power to 
convert potential into kinetic energy—is accompanied by 
physical changes in the brain cells. He concludes that these 
changes are “work” changes. But, further, changes were 
also found in the adrenals and in the liver, again in every 
instance. Dr. Crile regards these three organs as constituting 
what he calls the “ kinetic system.” Linked to it is the 
thyroid gland. “When the kinetic system is driven at an 
overwhelming rate of speed, as by severe physical injury, by 
intense emotional excitation, by perforation of the intestines, 

. by the sudden onset of an infectious disease, by an 

overdose of strychnine, by a Marathon race, by a grilling 
fight, . by anaphylaxis, the result of these acute over¬ 

whelming activations of the kinetic system is clinically 
designated shock, and according to the cause is called 
tranmatic shock, toxic shock, anaphylactic shock, drug shock, 
&c. ” In this way the author endeavours to harmonise the 
pathological changes in these organs in disease with the 
occurrence of the same changes as the result of emotional 
strain. Conversely, any agency that can sufficiently inspire 
faith or dispel worry will inhibit the action of emotion on 
these organs. They can be, and are, physically damaged 
by fear—they can be protected and strengthened in their 
function by suitable psychical stimuli. 

We commend to the thoughtful reader these essays on the 
fasoinating subject of psychical and physical interaction. 
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JOURNALS. 

Quarterly Journal of Experimental Physiology. Editors : 
E. A. Schafer, W. D. Halliburton, C. S Sherrington, 
E. H. Starling, and A. D. Waller. VoI. IX., No. 4. 
London: Charles Griffin and Co., Limited. 1916. I’p. 281-401. 
Price 7*. 6 d .—On the Regeneration of the Cervical Sympa¬ 
thetic After Section, by R. Taukaguchi. The experiments 
were made on two dogs and a number of adult cats. In the 
dogs, about six months after cutting out a portion of the 
vagus and sympathetic trunks the paralytic symptoms 
affecting the eye and other parts are not entirely recovered 
from. There is no restoration of the inhibitory action of 
the vagus on the heart nor of its motor effects upon the 
(esophagus and stomach. The histological observations 
indicate that the regeneration of the sympathetic has been 
accomplished not by its own fibres alone, but to a large 
extent by others of vagus origin. In cats, the regenerating 
fibres of the cut sympathetic first reach the superior 
cervical ganglion between three and four weeks after section 
and begin to function about six weeks after section.— 
Notes on the Functional Regeneration of the Out Cervical 
Sympathetic and Vagus. By E. A. Schiifer and H. O. Feiss. 
—Even 10 to 12 months after excision of a portion of the 
cervical vagus and sympathetic, there are still differences 
observable in the physiological conditions of the parts 
supplied by the sympathetic as compared with the normal 
side. Stimulation of the peripheral (upper) end of the cut 
and regenerated sympathetic evokes the usual effects after 
such periods, but a stronger stimulus is required than the 
normal side. A decidedly stronger stimulation of the lower 
stump is required to elicit the effects of sympathetic 
excitation in the eye, results which are easily elicited by 
stimulation of the upper stump. This appears to indicate 
that vagal fibres have been largely instrumental in effecting 
the regeneration of the peripheral sympathetic. No sign of 
physiological recovery of the peripheral cut vagus, one dog, five 
cats, could be obtained after intervals of from 10 to 13 months. 
—The Influence of Muscle Extract on Muscle Contraction, by 
S. Takayasu. Saline extract of muscle affects the contrac¬ 
tion of the frog sartorius in much the same way as a saline 
extract which contains excess of potassium. The deleterious 
effects produced by muscle extract in the contraction are due 
to potassium. These effects can be antagonised by a small 
addition of calcium chloride to the extract.—The Influence 
of Adrenalin on the Contraction of Skeletal Muscle, by 
S. Takayasu. Solutions of adrenalin 1 in 1.000,000 show no 
distinct effect on the frog sartorius. Immersion in solutions 
1 in 500,000 or 1 in 5000 diminishes the contractile power, 
the effect being most marked on the height and duration of 
the curve, while the latency is little affected. Muscle 
poisoned by immersion in solutions of adrenalin rapidly 
recovers on being transferred to normal Ringer. Adrenalin 
muscular contractions are not fatigue contractions, and are 
unlike those produced under the influence of veratrine, 
although they resemble to some extent those obtained under 
the influence of excess of potassium salts.—Experimental 
Researches on Sensory Localisations in the Cerebral Cortex, 
by J. G. Dusser de Barenne. Extirpation and not electrical 
stimulation methods have been the more prolific in advanc¬ 
ing our knowledge of sensory cortical localisation. The 
author claims that his method of the local application of 
strychnine to the exposed uninjured cortex is a great advance 
on the extirpation method. Strychnine produces symptoms 
of excitation in the sensory sphere. Some of the author’s 
results in his experiments on cats are as follows. Applica¬ 
tion of strychnine to a local “active zone” of the cortex 
causes constant and typical symptoms of excitation, but if 
applied outside this zone there is no like disturbance. The 
sensory disturbance produced affects both cutaneous and 
deep sensibility, the disturbances in the latter manifesting 
themselves in an abnormal hypenesthesia to pinching and 
pressure of the bones, tendons, and muscles. As to the 
sensory functions of the skin, both sides of the body are 
represented in the cortex of one hemisphere, but on the 
opposite side most. The author gives a minute analysis of 
the localisation of the sensory areas for head and limbs. 
The lobus frontalis has no sensory functions in the cat. The. 
paper is illustrated by a large number of figures of the brain 
and one plate.—The Effects of Thyroidectomy and Thyroid 
Feeding upon the Adrenalin Content of the Suprarenals, by 
P. T. Herring. Complete thyroidectomy has little, if any, 
permanent effect upon the adrenalin content of the supra¬ 
renals of the rabbit—an animal in which no characteristic 


symptoms follow removal of the thyroid. In cats the 
adrenalin content of the suprarenals is diminished in direct 
proportion to the severity of the symptoms induced by 
removal of the thyroids. 

The Military Surgeon. —The last issue has a special value 
just now. for the reports from the various Red Cross parties 
sent out by the unstinted generosity of the United States 
give comparable information about the medical and surgical 
work being done by each of the belligerents. In the June 
number Major H. H. Snively tells of the work done 
by the unit at Kieff, behind the Galician lines, from 
December, 1914, to September, 1915. The Russian Array 
Medical Corps, he says, takes complete charge of the 
wounded as far as the railhead, the Red Cross is then allowed 
to share in providing hospital trains, in supplying nurses for 
war hospitals, and is indeed allowed to equip and staff base 
hospitals, but under military supervision, which never loses 
sight of any wounded man even if he be convalescing 
in his distant village. Kieff had some 30.000 beds for 
wounded soldiers, but it received daily from 2000 to 
12,000 cases, so all patients fit to travel were sent 
daily further on into Russia, by order, and at any rate 
8 per cent, of total cases. The hospital was located in a 
polytechnic school and could take 750 cases, in canvas cots 
at first, but later iron bedsteads were supplied. The expe¬ 
riences of the hospital as regards infected wounds, lice, and 
so on, were similar to those reported from elsewhere. 
Cases of Asiatic cholera and typhoid fever were seen in 
the great military hospitals, but the civil population w'as 
unusually free from epidemics in the summer of 1915, the 
peasants ignorantly and ungratefully ascribing this to the 
absence of the doctors now away with the troops. There 
was no vodka, of course : a drunken man was an unusual 
event. To the interdiction of vodka is ascribed the lower 
frequency of insanity in this than in the Russo-Japanese 
War. Also, there was practically no venereal disease among 
the Russian soldiers. 

The Journal of Bacteriology. Being the Official Organ of 
the Society of American Bacteriologists. Bi-monthly. 
Baltimore: The Williams and Wilkins Company; London: 
The Cambridge University Press. Subscription 23*. per 
annum.—It is somewhat remarkable that there is, as the 
publishers’ announcement points out, no journal in the 
English language which deals with bacteriological science 
as a whole. This gap it is the aim of this new addition to 
our lists of scientific publications to fill. It is to be the official 
organ of the Society of American Bacteriologists, and is to serve 
also as a medium for the discussion of such general questions— 
of interest to all bacteriologists, whether engaged in medical, 
technical, agricultural, or purely scientific research—as the 
structure and physiology of the microbes, the inter-relation¬ 
ships of microbic types, the effects of physical and chemical 
agents on microbic life, the mutual interactions of microbes 
growing together in various media, the nutritional needs and 
products of metabolic activity of various microbes, new 
advances in technique, and so on. There is no doubt that 
such a journal is sorely needed. Bacteriologists dealing with 
any particular section are only too apt to regard that as the 
only important branch of the science, and it might often be 
greatly to their advantage to know what was going on in other 
fields of work. As Dr. W. T. Sedgwick says in his foreword, 
“ Bacteriology must henceforward be recognised as a broad 
and fundamental branch of science, coordinate with, rather 
than subservient to, the other grand divisions of biology, 
such as medicine, agriculture, zoology and botany.” The 
first number gives excellent promise. The contents include 
a paper by Messrs, llettger, Berman, and Sturgess on the 
utilisation of proteid and non-proteid nitrogen, which goes 
to show that bacteria are unable to attack and bring about 
the destruction of proteins without the aid of enzymes or 
other proteolytic agents ; and this appears to be true in the 
case of albumoses and peptones as well as for more complex 
proteins like egg-albumen. James Sherman commences an 
elaborate study of the protozoa in the soil and their 
relation to the bacterial flora, a question of great importance 
in agriculture. C. G. A. Roos gives a complex potato-blood- 
agar which will keep the meningococcus living and viable 
for many days and even as long as four weeks at room 
temperature. M. M. Obst finds that lactose bouillon is 
a much more suitable culture medium for B. coli than 
lactose-peptone-ox-bile, permitting the development of 
twice as many colonies from water. Some excellent abstracts 
conclude the first number of a useful and promising journal. 
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extended to all branches of their business, including Hos¬ 
pitals and Sanatoria. Public Health Authorities, in connection 
with the Infant Welfare Movement, and the development of 
their home and export trade. More than 1500 Hospitals, 
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had, as a result of a record increase in their sales, been able 
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With regard to the use of their preparation by the Public 
Health Authorities in connection with the Infant Mortality 
crusade, there could be no question of the important part 
that proper feeding must play in the reduction of the Infant 
Death Rate. The universally acknowledged value of Virol, 
whether given to the child direct or through the agency of 
the mother, who herself fed her child, confirmed the belief 
that in this connection Virol stood in a unique position as a 
National Asset. 

He desired also to call the attention of the Governing 
Authorities of our great Fever Hospitals to the consideration 
of the fact that the period of convalescence might be 
considerably shortened by more generally Virolising the 
diet of their patients. He felt sure that by this means very 
large economies could be effected in the administrative 
expenses of these inval liable institutions, through whose wards 
such enormous numbers of children passed year by year. 

The Report and Accounts were unanimously adopted. 
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“ Neocaine-Surrenine gives marvel¬ 
lous results In the operation of extraction, 
dental amesthetlsation, In pnlpectomy, 
and cases of periodontitis.” 
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Pure Neocaine.1 gramme. 

Borated Adrenalin Takamine . 2 milligrammes. 

Stability. — Neocaine-Surrenine is in 
the form of a white powder which may be kept 
for any length of time in closed receptacles. 
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APPLICATIONS. 

1.—LOCAL ANESTHESIA BY 
INFILTRATION. 

\ 2.-REGIONAL ANESTHESIA. 
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LONDON: SATURDAY, JULY S. 1910. 


The State Promotion of Scientific 
Research. 

At the recent Paris Economic Conference a 
resolution was passed urging the granting of 
State assistance to scientific research, while the 
question whether the State can usefully en¬ 
courage research by granting sums of money for 
the purpose is naturally receiving considerable 
attention just now in this country, which has 
always been in the very front rank in producing 
discoverers. What we have lacked is not so much 
the spirit of inquiry as the faculty of applying 
the results of our inquiries to practical purposes. 
We have been too academic in this matter rather 
than too lazy, for. as a rule, the British man of 
science shows irritation when asked as to the utility 
of this or that discovery. But it is now recognised 
that our immediate requirement is to swell the 
ranks of investigators by affording financial help, 
to defray the expenses of the work, to give an 
adequate salary to the investigator, and, as a 
further stimulus, to offer a substantial reward 
for the work of research when that work has 
materialised into valuable practical application. 
The State must recognise, though few private 
individuals do, that negative results are often of 
the greatest importance and value. Failures, of 
course, must mean a large expenditure of material, 
but after all. when they are the sequel to honest 
and intelligent work, they necessarily narrow the 
issues of the inquiry and advance the purpose 
in view. This is a truism which regularly fails 
to appeal to the British manufacturer who 
hesitates to spend more money when, to his 
thinking, most of it is going, as he would say, 
“down the sink.” He is in too great a hurry 
to see the fruits of research realised. It is the 
opposite spirit which has gained for Germany her 
high position in technical science. In an excellent 
series of articles upon the German economic 
position now appearing in the Field, the expert 
economist who writes as “Viator ’’ attributes much 
of German commercial success to her large class 
of young men equipped to pursue research in 
subordinate positions and at low wages, and gives 
instances of organised search for discovery, both in 
physics and chemistry, which have been crowned 
with success. The Germans will spend years over 
an exploration, when the procedures are attended 
by failure after failure, with the conviction of 
gaining an ultimate triumph; it will be true 
patriotism in us if we follow their lead here. 

But costly attacks upon many provinces of scien¬ 
tific learning cannot be maintained without financial 
support, and this can hardly be expected invariably 
from private sources. State aid, properly and 


scientifically organised, should provide the neces¬ 
sary funds where the proposed research is worth 
State interference. If results of State importance 
are to be realised this position is becoming 
inevitable in many technical branches of science. 
The grants from educational institutions, scientific 
societies, and corporations which have formed in 
the past the chief sources of support for research 
in this country, are totally inadequate for the pro¬ 
secution of investigations the results of which are 
intended to create new industries. The Advisory 
Council for Research appointed by the Board of 
Education may do some good in bringing scientific 
work more intimately to the knowledge of a 
Government department, but more can hardly 
be hoped in this direction. Hitherto the sums 
of money granted by generous bodies and by 
occasional individual donors have nearly always 
been expended on research of an academic nature. 
The investigation of underlying principles is of 
vital importance, but the work should not stop at 
theoretical considerations. The possible significance 
of all the phenomena in industrial processes should 
early be studied and placed at the disposal of the 
manufacturer, and under conditions controlled by 
the State, where the State has found the money 
which made the research possible. The actual work¬ 
ing details of a scheme of State-aided research will 
need to be carefully drawn up, and precautions 
taken to safeguard the interests of the true and 
first discoverer. The Association of British Chemical 
Manufacturers has appointed a strong provisional 
committee to take steps to promote cooperation 
between British chemical manufacturers, who 
would then be in a position to place before Govern¬ 
ment information upon the chemical industry, so 
that industrial research may be promoted and 
technical organisation developed. This seems to 
us to be a most practical way of meeting the 
situation, for under such a plan there is no vague 
wail to the State for help, but the directions in 
which assistance should be given by the State are 
indicated by those who know. 

In this connexion the scheme for the promotion of 
scientific research presented to the public by Mr. 
Walter B. Priest in 1905 should re-claim attention, 
particularly as he has now brought his ideas into 
line with present considerations. We commented 
favourably upon this scheme on its appearance, and 
if its underlying principles had then gained general, 
and especially official, acceptance it is probable 
that much time would have been saved, to this 
country and to the whole Allied cause—time which 
has been spent in mere preparation—while the 
present inconvenience of a shortage of material in 
so many directions would have been obviated to a 
large extent. The war has opened our half-closed 
eyes to the neglect and even discouragement 
displayed by the State towards scientific research. 
Mr. Priest's scheme provides for the ample com¬ 
pensation to the discoverer, just as the Patents 
Acts offer a pecuniary prize to the inventor. It 
may, in fact, be regarded as an extension of these 
Acts, the clauses of which give an incentive not 
only to carrying out of research of industrial signifi. 
cance but to the prosecution of academic research 
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also. As Mr. Priest points out, there are discoveries 
which have no marketable value and for the pro¬ 
duction of which, therefore, patent rights provide 
no incentives, and yet these discoveries may reveal 
knowledge of incalculable value. Such are the 
discoveries, for example, which promote the public 
health, and it is a question whether the incentive of 
a substantial reward would not attract a much 
larger number of workers into the field of research 
and lead to a bigger harvest of results. That, at 
all events, is what has happened in Germany, and 
the man who will not learn from the enemy is a 
pedant, not a patriot. 


The Practices of Absentee Medical 
Officers. 

The fate of the practices of members of the 
medical profession who have accepted, or are 
accepting, commissions in the Royal Army Medical 
Corps has not received the amount of practical 
attention which the importance of the subject 
demands. The fact that the practices of the absent 
medical men must in many cases suffer severely by 
the call which the needs of the country are making 
has often been insisted upon, but nothing definite 
has been done as yet to remedy what may 
become a widespread trouble and lead to fre¬ 
quent and infinite hardship. It must, however, 
be clearly stated that the neglect, which on 
the face of it appears to have been grave, cannot 
be attributed as an actual blame to anyone. 
It is true that no local committees have been 
formed with the exact intention of watching over 
the interests of the absentee practitioners, but 
the British Medical Association has made definite 
and strongly-worded pronouncements on the neces¬ 
sity of those who remain safeguarding the property 
and professional and pecuniary look-out of those 
who depart. It is the individual practitioners them¬ 
selves who have with extraordinary light hearted¬ 
ness disregarded the situation. They have accepted 
commissions and in a large number of instances 
have gone from their homes without making, and 
without attempting to make, any provision for 
the abandoned patients. This is tantamount to 
saying that, while no machinery has been erected 
for protecting the interests of the temporary officers 
of the Royal Army Medical Corps, there has been 
no general demand for such machinery from the 
direction where it might have been anticipated. 
The Central Medical War Committee has now the 
whole matter under consideration, and the inter¬ 
ference of this statutory body in a very difficult and 
important matter should be welcomed. 

A scheme has been laid before the Central Medical 
War Committee under which local committees can 
be instituted, to whom there may be submitted the 
agreement which it is suggested should be entered 
into by an absentee medical practitioner with his 
deputy. The local committee is to be comprised 
of the practitioners of the district (if thought 
advisable the Local Medical War Committee 
can itself discharge the functions), and there 
would be relegated to it by the proposed 
agreement powers to deal with all disputes of 


whatsoever nature arising between the absentee 
and the deputy in regard to any question affecting 
the absentee’s practice, or the carrying on of the 
same by the deputy, the decision of the local 
committee being binding on both parties. Any 
medical man deciding to take a commission, or 
being called up for ordinary military service, 
could thus give notice to the local committee, 
stating whether he has made arrangements with 
a medical practitioner or practitioners to carry 
on his practice in his absence, and if so giving 
the necessary names and addresses. To the 
various parties to such arrangements an agree¬ 
ment would then be submitted as forming a 
basis upon which the practice of the absentee 
could be carried on and restored to him upon 
return with, it is hoped, some approach to integrity. 
Under the proposed agreement the practitioner, on 
departing, definitely appoints his deputy or deputies, 
contracts for the faithful and diligent discharge 
of the requirements of the practice, and provides 
payment for the substituted service on a scale of 
remuneration judged by the gross receipts of the 
practice, and capable of readjustment every six 
months. The deputy undertakes to keep strict 
accounts and accurate entries of all moneys 
received, and to be responsible for the working 
costs incidental to the practice, which as far as 
possible should be carried on at the chief surgery 
of the practice ; he also admits liability for all acts 
of nogligence brought home to him. The scope 
and intentions of the scheme and the draft legal 
agreement are in accordance with the above 
summary; the Central Medical War Committee 
has the details under consideration. 

It is quite clear that no scheme can exactly fit 
all kinds of practices. It may indeed be said that 
every medical man's practice is to some extent an 
individual affair requiring individual treatment if 
its preservation and cultivation are to be of the 
best. On the other hand, all medical practices have 
certain things in common, for with regard to them 
all there is a common need that when the principal 
is away some one should do his work for him, and 
prevent the practice from disappearing. Assuredly 
one difficulty about any scheme must be that 
the public cannot be ordered to accept the 
services of Dr. A because Dr. B is absent; a certain 
proportion of a medical man’s clientele will transfer 
themselves willingly to a nominated successor, but 
others will always prefer to choose a different 
practitioner. Each man who deputises under the 
suggested agreement for an absent colleague may 
find that he has also to look after a certain number 
of patients belonging to other doctors not parties 
to the agreement, and complications may arise here 
requiring some exhibition of judgment and skill 
if they are to be met with any uniform pattern 
of remedy. Undoubtedly other objections, more or 
less valid, will be forthcoming when the whole 
scheme is in the hands of those concerned, but we 
cannot think that any criticisms will conceal 
the value of instituting a general plan for 
dealing with the situation : the urgency of some 
action is admitted, and some action should be taken. 
The scheme, which is now under the consideration of 




The Lancet,] 


THE SIGNIFICANCE OF THE AMINO-ACIDS. 


[July 8,1916 67 


the Central Medical War Committee, has been drawn 
up with particular regard to urban practices. In 
country districts, for instance, the old question of 
mileage will occur and ask for separate treatment; 
but otherwise in country districts the arrangements 
for a deputy must naturally be far simpler than they 
ever can be in town communities, for in the country 
the public is limited by geography in its choice of 
a doctor. A method of payment in proportion to 
receipts, a certain maximum and minimum weekly 
sum being laid down, is clearly a fair proposal, but 
some ingenuity will be required to meet the case 
where the deputy seeks cash payment and the 
patients are always used to being given credit. 
But assuredly such matters can be dealt with by 
competent local committees. 


Annotations. 


“Ne quid nlmis.” 


THE SIGNIFICANCE OF THE AMINO-ACIDS. 

The interesting group of bodies knowm as the 
amino-acids is disclosing facts of the utmost im¬ 
portance in connexion with nutrition. It is well 
known that on hydrolysis proteins break down 
by resolution of the polypeptide linkings in the 
molecule into an assembly of a-amino-aeids, of which 
some 18 have been separated. Enquiry is now being 
developed in directions which show that each of 
these substances possesses its own significance— 
sometimes greater, sometimes less—in the processes 
of nutrition. Inasmuch as the proteins do not all 
alike resolve into the same amino-acids, it is clear 
that their metabolic value will depend upon the 
kind of amino-acid produced. In an interesting 
and lucid lecture upon the subject delivered before 
the Chemical Society on May 18th by Dr. F. 
Gowland Hopkins, and now published in the 
June number of the society’s journal, these 
“ newer standpoints in the study of nutrition ”— 
the title of the lecture—are carefully discussed. 
The starting point of this study is that when a 
mixture of all the free amino-acids obtainable from 
protein has entirely replaced the normal intact 
protein of their food, an adult animal maintains 
itself and a young animal grows. In his own expe¬ 
rience Dr. Hopkins records that scores of young 
animals grow steadily during experimental periods 
when no trace of intact protein, and no other source 
of flesh-forming material save amino-acids, was 
passing their mouths. In a brief and excellent out¬ 
line 1 of the salient features of the problem Dr. Frank 
P. Underhill, professor of pathological chemistry, 
Vale University, makes similar observations. His 
conclusion is that the amino-acids must be regarded 
as foodstuffs capable of supplying the nitrogenous 
needs of the organism, and that the chief factors 
to be taken into account with regard to the nutri¬ 
tive value of any protein or proteins are the 
character and theextent of theamino-acids contained 
therein. Since it is mainly, if not entirely, in the 
form of free amino-acids, and not in complex asso¬ 
ciations of these, that our nitrogenous food begins 
its proper metabolism, it is obviously valuable to be 
able to measure the relative nutritive importance 

1 The Physiology of the Amino acids. Bv Frank P. Underhill, Ph D 
Professor of Pathological Chemistry. Vale University. London- 
Oxford University Press. 1915. Pp. f69. Price 6s. net. 


of the different molecular groups in the protein 
molecule. We could then determine, as Dr. 
Hopkins points out, whether in any particular 
case the withdrawal of individual amino-acids 
deprives the animal of something essential, or 
whether, perhaps, the removal from the food of 
any particular amino-acid under study may have 
little effect, because the animal can synthesise it 
for itself or dispense with it altogether. We may 
thus gain a further insight into the question of 
deficiency diseases. It should be pointed out, how¬ 
ever, that during the use of the synthetic diets 
suggested as a basis of inquiry, Dr. Hopkins has 
found that it is always essential to supply the “at 
present mysterious vitamine or food hormone 

factor.” The results of the experiments are very 
remarkable. Thus when an animal is fed on food 
containing only tryptophan, histidine, tyrosine, 

lysine, and cystine, that is, five out of the 18 amino- 
acids of protein, there is a remarkably slow loss of 
weight, and long maintenance of apparent health. 
On the other hand, when the five amino-acids 
mentioned are replaced by another five of 

simpler aliphatic type, when leucine, valine, 
alanine, and glycine, together with glutamic 
acid form the sole nitrogen supply, loss of 

weight is rapid and the animal soon succumbs. 
A familiar case of a non-nutritional protein is 
gelatin, and, significantly enough, this substance 
on hydrolysis yields neither tyrosine nor tryptophan. 
The entire absence of tryptophan from its molecule 
stamps it at once, says Dr. Hopkins, as a deficient 
foodstuff. Dr. Hopkins goes even so far as to say 
that he feels it quite possible that further experi¬ 
ment will show that life can be maintained on a 
mixture from which many of the amino-acids are 
lacking. This suggests that if nutrition can be 
guaranteed on a quite limited number of amino- 
acids, the solution of the problem of artificially syn¬ 
thesising our food-supply is brought within the region 
of possibility. On all fours with this are the inde¬ 
pendent conclusions of Professor Underhill in the 
work already referred to. Investigations of this 
character promise ultimately, he suggests, to lead 
to the assignment of more or less specific functions 
to the various amino-acids, and hence will in¬ 
directly indicate the relative efficiency of this or 
that protein in bringing about a desired result in 
nutrition. The whole story is a triumph of bio¬ 
chemical research. _ 


THE TRYPANOSOMES OF SLEEPING SICKNESS. 

The South African Institute for Medical Research 
has recently issued a pamphlet 1 prepared by Mr. 
G. D. Maynard, statistician and clinician to the 
Institute, on the Trypanosomes of Sleeping 
Sickness, being a study of the grounds for the 
alleged identity of T. brucei with those causing 
disease in man in Nyasaland. The Sleeping Sick¬ 
ness Commission of the Royal Society in their 
sixteenth report seem to have satisfied themselves 
that the form of the malady met with in Nyasaland 
and Rhodesia was caused by a trypanosome believed 
to be common to all “ fly country,” and that it was 
spread from wild animals to man. It was there¬ 
fore recommended that efforts should be made to 
diminish as far as possible the number of wild 
animals in fly areas, and it was urged that every 

1 Memoirs of the South African Institute for Medical Research, 
No. VI. The Trypanosomes of Sleeping Sickness, be>ng a Study of 
the Grounds for the Alleged Identity of T. Brucei with those 
Causing Disease In Man in Nyasaland. By G. D. Maynard, F.71.C.S. 
Bdin.. Statistician and Clinician. Published by the Institute, 
Johannesburg, December, 1915. Pp. 39, with 26 charts. Price 
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wild animal destroyed or driven out would be 
one less source or centre of infection. The Com¬ 
mission at the same time admitted that there were 
many difficulties in the way of carrying out this 
recommendation. Mr. Maynard, while agreeing that 
the conclusions of the Commission should not be 
treated lightly, recommends caution in entertaining 
them. He takes exception to the suggestion that 
sleeping sickness exists unrecognised in the Union 
of South Africa. He observes that the assumption 
that the disease occurs in hitherto unsuspected 
areas is apparently based entirely upon the pre¬ 
sumed identity of the Trypanosoma brucei with 
the organism causing human trypanosomiasis in 
Nyasaland. Mr. Maynard tests some of the evidence 
brought forward by the mathematical methods of 
Professor Karl Pearson, especially with regard 
to the morphology of the organisms. He is of 
opinion that the analysis of length distribu¬ 
tions shows that the dimorphic trypanosomes 
dealt with—namely, T. rhodesiense, T. brucei, 
T. gambiense, trypanosomes of Nyasaland sleeping 
sickness, and Nyasaland wild game strain, have 
certain features in common. There is some 
evidence to suggest that there is less similarity 
between the Nyasaland human strain and T. brucei 
than between T. rhodesiense, of Stephens and 
Fantham, and T. gambiense as recorded by these 
authors. The analysis suggests to him that 
uniformity in treatment of strains, prior to the 
inoculation of rats, from which measurements are 
made, may be an important factor in determining 
the mean size and the variability of the components 
of the distributions. No valid argument in regard 
to the identity or otherwise of T. brucei and the 
trypanosome causing disease in man in Nyasaland, 
can, he thinks, be drawn at present from length- 
measurement distributions. At the present time, 
Mr. Maynard says, the only valid arguments in favour 
of the identity of the trypanosome causing disease in 
Nyasaland with T. brucei is to be drawn from experi¬ 
ments in regard to their pathogenicity for animals, 
and these, as well as such serological experiments 
as have been undertaken, negative, in his opinion, 
the supposition of identity or even of close 
relationship. There is, he holds, no evidence at 
present from the known geographical distribution 
of T. brucei to suggest that it is a cause of sleeping 
sickness in man, adding that even if it were found 
to produce disease in man this would of itself con¬ 
stitute no greater argument in favour of its identity 
with the Nyasaland human trypanosome than 
with T. gambiense. Mr. Maynard expresses 
the opinion that from the foregoing it would 
appear that there is very little scientific evidence 
to support the contention that T. brucei and the 
trypanosome causing sleeping sickness in Nyasaland 
are the same species, while there are some very 
valid reasons for regarding them as distinct. 
Although the question may still be considered 
sub judice there does not seem to be any justifica¬ 
tion for entertaining a bias in favour of their 
identity; if this be admitted, it follows that the 
recommendations of the Commission, which are 
based on their assumed identity, do not rest on a 
sure foundation of fact. Mr. Maynard suggests 
certain alternative hypotheses as possible explana¬ 
tions of some of the facts. Finally, he points out 
that unless an unmodified game strain be the cause 
of human trypanosomiasis—and the weight of 
evidence appears to him to be against this view— 
the human carrier is of much greater importance 
than the wild animal, and consequently the 


recommendations of the Commission cannot, unless 
considerably modified, be accepted as a satisfactory 
solution. The wholesale destruction of the big 
game of Africa cannot be accomplished without 
profoundly affecting the economic position of the 
continent, nor, even if it could be satisfactorily 
carried out, can any positive guarantee be given 
that the situation in regard to sleeping sickness 
would be improved. _ 

THE RELATIVE PROPORTION OF BOYS AND 
GIRLS BORN DURING THE WAR. 

There is a widespread belief that the proportion 
of male births tends to rise under the conditions 
produced by warfare, and that this excess of boys 
has in the past been a useful factor in restoring 
the male population of a country whose manhood 
had been depleted by a long campaign. It has been 
contended that, since famine and hardship are 
conditions of its production, this excess of boys 
does not occur in the case of the larger nations 
of the present world-warfare, as these condi¬ 
tions are not present, at all events not yet. The 
phenomenon should be noticeable, if statistics were 
available, in occupied Belgium and Serbia, not in 
England or France. We have, however, seen a 
recent published statement to the effect that in 
France this year the number of males at birth 
greatly exceeds the number of females, and that in 
a Paris maternity hospital an overwhelming pro¬ 
portion of boys is being born. We do not know 
the authority for such statements, but the figures 
in our possession do not confirm them. At the 
Maternite Departementale in Chalons-sur-Marne.for 
which the matron in charge, Miss E. M. Pye, has 
furnished us the figures up to the end of May last, 
122 boys and 140 girls have been born to women of 
the distressed area of the Marne, where, if any¬ 
where in France, the conditions are those of want 
and of strain. _ 

HEMIGLOSSITIS IN MEASLES. 

Some catarrh of the mucous membrane of the 
mouth occurs in measles and may lead to ulcera¬ 
tion, but glossitis is not mentioned as a complica¬ 
tion in the text-books. At a meeting of the Societe 
Medicale des Hdpitaux of Paris recently M. Paul 
Sainton reported two cases. In the first case 
the patient was a young soldier with such a 
painful swelling of the tongue that asphyxia was 
feared. The swollen organ projected from 
the mouth, and he could neither speak nor 
take food. The condition rapidly subsided, but 
during the acute stage exploration of the tongue 
could not be carried out. In the second case 
the patient was also a young soldier who, 
on the third day of a slight attack of measles, 
suddenly complained of difficulty of mastication. 
Examination showed only some diffuse redness of 
the throat; the tongue was white, furred, and red 
at the edge. There was submaxillary adenitis suffi¬ 
cient to explain the patient's trouble. But on the 
following day the temperature, previously normal, 
rose to 100'4°F., the mouth was closed, and speech 
and deglutition were difficult*. There were spon¬ 
taneous pains in the tongue and all its movements 
were painful. It was put out with difficulty and 
the mouth was opened with pain. The tip was 
swollen, and its bright-red colour contrasted with 
the coating of fur on the middle of the tongue. 
Palpation, which was painful, showed on the right 
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side of the tip, at a distance of 1 cm. from the 
extremity, a non-fluctuating lump of the size of a 
filbert -which was lost in the neighbouring indurated 
tissue. On the following day the trouble in¬ 
creased. Articulation and even the taking of fluids 
were difficult and there was abundant salivation. 
The lump did not sensibly vary in size and the 
surrounding area of inflammation was almost 
limited to the right side of the tongue. The 
general condition was bad and the temperature 
was 104°. When the formation of an abscess 
seemed probable the lump began to diminish and 
the symptoms regressed. The tongue rapidly 
regained its normal suppleness, but a little 
redness at the tip and the submaxillary adenitis 
persisted. On the eighth day the tumour had dis¬ 
appeared. The measles ran a mild course, but 
terminated in slight suppurative otitis. Hemi- 
glossitisis rare. In 1879 Gueneau de Mussy reported 
two cases very similar to the preceding one, but in 
neither was any recognised infection present. The 
swelling was almost completely localised to the 
left side of the tongue, and resolution took place 
by the fifth day. As to the pathology of this deep 
glossitis, Sabrazes and Bousquet described in 1897 
a case followed by a necropsy. There was an 
interstitial infiltration of the tongue by embryonic 
cells, with thrombosis of the veins. The patho¬ 
genic agent was the streptococcus. M. Sainton 
thinks that in his case the lump was due to inflam¬ 
mation of the glands of Blandin or Nuhn. The glands 
of this name are situated on either side of the mid¬ 
line at a distance from it of i cm. and of 1 cm. from 
the edge of the tongue. The centre of the lump 
corresponded to this position. No doubt under the 
influence of the buccal inflammation of measles the 
gland became affected through its duct. 


THE IMPORTATION OF GERMAN SYNTHETIC 
DRUGS INTO AMERICA. 

We are indebted to an American correspondent 
for the circular of the New York house of the 
Farbwerke-Hoechst Company addressed to doctors 
in the United States informing them that— 

Thanks to the good efforts of the State Department, the 
Allied Governments have consented to unmolested passage 
of a quantity of salvarsan, neosalvarsan. and novocain, and 
that the German authorities, despite the abnormal condi¬ 
tions, have now permitted the exportation of these products 
to the United States. The first shipment of salvarsan and 
neosalvarsan is on the way to this port on the s.s. Nxeun 
Amsterdam , which is expected to reach here the early part 
of the week beginning May 22nd. The only condition 
imposed upon ns by the German Government is that strict 
guarantees have to be given on the part of this company 
that the shipments allowed to come from Germany are for 
use in this country only, and under these circumstances 
there is nothing for us to do but to continue our method of 
direct distribution as practised since the outbreak of the war. 
Notwithstanding advanced cost to us, due to very materially 
increased cost of importation, we shall maintain the schedule 
which has been in existence since April 1st, 1915, namely, 
$4.50 per ampule for salvarsan 0 6 gram, and neosalvarsan 
0-9 gram. 

We are informed that while no general under¬ 
taking has been given in regard to the shipment of 
such drugs, their importation into the United States 
has been allowed by the Board of Trade in certain 
special cases. In October and November last, for 
example, certain quantities were shipped for the 
use of the United States Army and Navy in con¬ 
sideration of the fact that the quantities required 
were at that time unobtainable elsewhere. In 


December last a permit was granted for the ship¬ 
ment of what was stated to be a six months’ supply 
of salvarsan and neosalvarsan for the whole of the 
United States of America on the understanding 
that at the end of the six months the United States 
of America would be self-supporting in the matter 
of these drugs. In January last a similar con¬ 
cession was made in regard to novocain, but no 
other permits have been granted. 


THE WELSH NATIONAL SCHOOL OF MEDICINE. 

It is now nearly a year since Lord Pontypridd 
laid the foundation-stone of the new buildings of 
the Welsh National School of Medicine at Cardiff. 
Towards the erection of these buildings Sir William 
Thomas has given over £90,000 on condition that 
Treasury grants are sufficient for maintenance, 
while the efforts of Colonel E. M. Bruce Vaughan on 
behalf of the school have resulted in a contribution 
of over a quarter of a million of money. The war has 
unfortunately interfered with the carrying out of the 
project, and has occasioned a delay of the Treasury 
grant. The postponement is naturally a source of 
keen regret to its promoters, and must cause 
anxiety to all those who have the cause of medical 
education at heart and who view with dismay the 
probable shortage of medical men in the near 
future. We welcome, therefore, the publication 
in brochure form of the speeches delivered last 
August at the inaugural proceedings at Cardiff by 
Lord Aberdare, Lord Pontypridd, Sir Ivor Herbert, 
Sir William Thomas, Sir William Osier, and Pro¬ 
fessor E. H. Starling, and trust that they may 
command a wide publicity. The Royal Commission 
on University Education in Wales paid a visit last 
w T eek to Cardiff and other university centres in 
Wales, and doubtless Sir William Osier’s address 
at Bangor will substantially advance the cause of 
the Welsh National School of Medicine. He spoke 
of the purposes of a medical school as threefold : 
(1) The prevention of disease ; (2) the solution of 
problems connected with the cure of disease; 
and (3) the teaching of medical science and practice. 
Judged from this broad standpoint the Cardiff 
scheme cannot be considered too lavish, as the 
provision of facilities for research in the interests 
of public health is as important as the training of 
medical students. _ 


LUARGOL OR “102.” 

M. Danysz, who has for some time past made a 
study of the cure of trypanosomiasis, has recently 
added to the therapeutic armamentarium a new 
product under the designation of “ 102,” consisting 
of a bromo-argento-ammoniated arseno-benzol. The 
microbicide properties of silver salts have been 
long known, whence colloid silver has come into 
practical use for inunction and intravenous injec¬ 
tion. The results of Danysz’s experiments with 
this substance are given in the issue of 11 Morgagni 
for June 14th, and show that it is more active than 
other arsenical preparations in trypanosomiasis, 
and that small doses frequently repeated give better 
results than the injection of the same quantity of 
the remedy in a single dose. Luargol is an orange- 
coloured powder, insoluble in water, but very 
soluble in sodic hydrate, with which it forms a 
dark-brown solution. Ten centigrammes are soluble 
in 1 c.c., or better 1’5 c.c. of normal sodic hydrate, 
and this may be used for injection diluted 
with sterile distilled water to 1 per cent. The 
apparatus supplied consists of a tube containing 
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the dose of luargol, a flask with 20 c.c. of the diluted 
sodic hydrate, and a filterin a glass tube. The con¬ 
tents of the tube are dropped into the flask and 
shaken for five minutes until completely dissolved, 
the filter tube is then fitted on and the whole sucked 
up into a syringe of 20 c.c. capacity. For syphilis 
Danysz advises progressive doses of 15, 20, 25. and 
30 centigrammes up to a total of 1‘20 to 1'50 gm., 
with intervals of two, three, and four days between 
each injection. The febrile and general reaction 
is certainly much less than with salvarsan. In¬ 
tolerance is rarely observed; even slight arsenical 
erythema is infrequent. Herxheimer’s reaction 
occurs with “ 102,” as with every other anti¬ 
syphilitic remedy, as might be expected. Thus, a 
roseola treated with 0T0 gramme became more 
copious, red, and inflamed on the following day, 
while the temperature rose to 39° C., with the usual 
phenomena of Herxheimer’s reaction, shivering, 
headache, and sweating ; on the other hand, there 
was no vomiting or diarrhoea, the usual phenomena 
of intolerance. From the point of view of dis¬ 
agreeable concomitants, therefore, “ 102 ” seems to 
offer an advantage over “ 606 ” and “ 914.” There 
is, however, a possibility of the occurrence of slight 
venous thrombosis at the point of injection when 
the requisite technique is not rigorously carried 
out. Danysz attributes this thrombosis to in¬ 
sufficiency of soda in the solution, but these risks 
are reduced to a minimum by using the apparatus 
supplied commercially. Lastly, the therapeutic 
activity of luargol is decided, syphilitic manifesta¬ 
tions disappearing with much greater rapidity than 
with “ 606 ” and “ 914,” especially in secondary 
ulcerative forms in which “ 606 ” often fails. This 
new preparation marks a progress in the treatment 
of syphilis and deserves further extended trials. 

THE “VOMITING SICKNESS” OF JAMAICA. 

In a report by Dr. II. Harold Scott, Government 
bacteriologist to Jamaica, which on account of war 
economy is not being printed in full but appears in 
abstract in the Tropical Diseases Bulletin (vol. vii., 
No. 6), an important investigation is given of a 
disease which for many years past has been a 
veritable scourge on the island. The term “vomiting 
sickness” has apparently been long used in Jamaica 
to cover any disease occurring in the cooler months 
and associated with vomiting and convulsions, but 
is now becoming restricted to an affection of which 
the symptoms and post-mortem changes are not 
those of any known disease. The case mortality 
is above 80 per cent., and the toll of deaths 
is heavy. Major T. J. Potter, R.A.M.C., came 
to the conclusion in 1912 that the majority 
of deaths ascribed to vomiting sickness were 
due to yellow fever, but Seidelin, who in 1913 
was the first to give a detailed description of 
the morbid anatomy, showed that the condi¬ 
tion was neither yellow fever nor cerebro-spinal 
fever. Dr. Scott's own investigation on a typical 
and severe outbreak in February, 1915, revealed the 
fact that in a majority of cases where a trust¬ 
worthy history was obtainable ackees—the fruit 
of the tree Blighia sapida —had formed part 
of the last meal taken. Under certain con¬ 
ditions ackees are known to be poisonous, and 
in a case of such poisoning in a human subject Dr. 
Scott noted the same symptoms and post-mortem 
findings as occur in vomiting sickness. He 
observed also that in animals to which an aqueous 
extract of unopened ackees had been given 


similar manifestations occurred. He considers 
that all the characteristics of the sickness find 
ready explanation in the ackee theory—viz.: 
(1) the peculiar seasonal prevalence; (2) its con¬ 
finement to Jamaica, so far as is known; (3) the 
sudden onset of symptoms in apparent good 
health, and in the well-nourished as in the 
emaciated; (4) the rapid and complete recovery 
of non-fatal cases; (5) the affection of several 
members in one house or close neighbours in a 
settlement; (6) the vastly greater preponderance in 
children; (7) the absence of preference as regards 
sex ; (8) the rarity of occurrence in white children 
and in East Indians; and (9) the pathological changes 
induced. Dr. Scott's exhaustive investigation will 
go far towards settling the origin of Jamaican 
vomiting sickness, and it remains to isolate and 
identify the actual poisonous substance in the 
fruit. His paper appeared at length in the April 
number of the Annals of Tropical Medicine and 
Parasitology. 1 _ 

THE ROYAL SOCIETY OF MEDICINE: SECTION 
OF OTOLOGY. 

It has been arranged to hold a special discussion 
on “ Warfare Injuries and Neuroses of Otological 
Interest” on Friday, Feb. 16th, 1917, at 5 p.m. This 
early notice is given in the hope that those 
interested will prepare reports of cases to submit 
to the meeting, and will send full particulars of 
them not later than Nov. 30th to Mr. E. D. D. Davis, 
81, Harley-street, W. The council hope that if 
they receive sufficient material they will be able to 
classify and group the cases, as this should add 
to the value of the discussion; and it is therefore 
suggested that those sending in cases should later 
on send a further report on the progress of the 
cases; these additional reports should be received 
before the middle of January. Pathological notes 
of any fatal cases will, we understand, be considered 
extremely valuable._ 


The Harben lectures for 1916 will be delivered at 
the Royal Institute of Public Health, 37, Russell- 
square, W.C., oh Thursdays, July 13th, 20tb, and 
27th, at 5 p.m., by Dr. A. C. Houston, F.R.S. Edin., 
Director of Water Examinations to the Metro¬ 
politan Water Board. The subject chosen for the 
lectures is “ Rivers as Sources of Water-supply.” 


1 The Lancet, June 17th, 1916, p. 122E. 


Metropolitan Hospital Sunday Fund.—T he 

following are among the chief amounts received at the 
Mansion House up to the middle of the week :— 

Anon.. £1000; Mr. William Herring and Anon., £500 each ; Messrs. 
Watts Watts, and Co., £210; Mr. Alexander Miller, £201; Brixton Inde¬ 
pendent Church, £181; The Temple Church. £122; St. Peter's. Vere- 
strect, £118; St. John's, Penge, £110; Christ Church. Chislehurst, £106; 
Corporation of Loudon, United National Collieries, and Westminster 
Chapel, £105 each; Sir W. Vaughan-Morgan. Lieutenant-Colonel More 
Nisbett, Messrs. S In per Brothers. Sir Savllo Crossley, Mr. W. D. 
Graham-Memtes, Messrs. George Williamson and Co., Messrs. Blyth, 
Green. Jourrtain, and Co., Messrs. Bossier, Waechter. and Co., and Mr. 
E Norttn, £100 each; St. Mark's. Koigate, £ 93 ; St. Philip's, Ken¬ 
sington, £86; St. Andrew's. Frognai, £85 ; All Souls, South Hampstead, 
£78- Regent Square Presbyterian Church, £74; Bromptcn Oratory, 
£68- Holy Trinity, Roehampton, £57; St. Stephen's. Eillng. £65; 
Crouch Hill Presbyterian Church and St. .Matthew's, Bayswater. £63 
each; St Michael's. Paddington, £51; Gray's Inn Chapel and St. 
Marvlebono Presbyterian Church, £67 each ; St. Anne’s, Soho, £55; 
The Chapels Royal, £54 ; St Luke's, Redcliffe-square, £53; Mr. Oscar 
S. Ashcroft, Messrs. W. Cory and Son. Messrs. Tartdy and Co., 
Messrs. RyUnds and Son, and Messrs. Stapley and Smith, £52 Ws. 
each ; Christ Church, Brondesbury. £51; Mrs. Kenneth Clark, Mr. 
Otto Beit. Anon.. Miss M. E. Druce, Mr. G. P. Gooch, Mr. Russell 
D. Walker, Miss Howell, St. Peter’s. Belsize Park, Mr. Josias 
Alexander, and St. Michael’s, Highgate, £50 each. 

The total already available for distribution amounts to 
about £30,000. 
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THE USE OF AMMONIA IN THE 
CHLORINATION OF WATER. 

By Joseph Race, F.I.C., 

CAPTAIN, CANADIAN ARMY HYDROLOGICAL CORPS. 


In the course of some experiments on the effect of colour, 
turbidity, and temperature on the chlorination of water, I 
thought it would be interesting to determine the relative 
efficiencies of various hypochlorites. Nothing worthy of 
mention was observed until ammonium hypochlorite was used. 
This was prepared in solution by the double decomposition 
of calcium hypochlorite and ammonium oxalate, and great 
care was exercised to prevent the addition of an excess of 
oxalate, which if present would introduce a factor of 
unknown value. It was anticipated that the reaction would 
proceed somewhat along the lines represented by the 
following equation :— 

Ca(OCl) 2 + (NH,) 2 C a 0 4 = CaCsOi + 2 NH 4 OCI 

Calcium Ammonium Calcium Ammonium 

hypochlorite. oxalate. oxalate. hypochlorite. 

The calcium oxalate was deposited by centrifuging at a high 
speed and the supernatant liquid removed for experimental 
work. 

In testing the effect of this solution on a culture of B. coli 
communior seeded into raw Ottawa River water, I was 
much surprised to find that the germicidal value was very 
much in excess of the hypochloiites of calcium, sodium, and 
potassium. The velocity of the reaction as calculated by the 
1 N 
° g N 

formula K = -in which N, represents the number 

t 2 — t, 

of organisms at t, and N, at t a , showed that with 0 3 part 
per million of available chlorine in each instance the value 
of K for ammonium hypochlorite was twenty to thirty times 
as great as that of calcium hypochlorite. This experiment 
was confirmed by others which gave similar results. 

In searching for an explanation of the above phenomenon, 
it occurred to me that it was probable that ammonium 
hypochlorite was exceedingly unstable in dilute solution 
and spontaneously decomposed into chloramine and water 
as represented by the following equation :— 

NH 4 OCI = NHjCl + H 2 0 

Ammonium hypochlorite. Chloramine. Water. 

Chloramine has been shown by Rideal 1 to have a much 
greater germicidal action than an equivalent of chlorine. 
Rideal deduced this fact from experiments on the chlorina¬ 
tion of sewage, in which he found that “ the first rapid 
consumption of chlorine or hypochlorite was succeeded by a 
slow action which continued for some hours, even days, arid 
was attended by a germicidal power after free chlorine 

or hypochlorite had disappeared. It became evident 

that chlorine, in supplement to its oxidising action, 
which had been exhausted, was acting by substitution 
for hydrogen in ammonia and organic compounds, 
yielding products more or less germicidal.” He supported 
this by determining the carbolic coefficients of hypochlorite, 
and of hypochlorite with the addition of an equivalent of 
ammonia. These gave values of 218 and 6 36 respectively. 
Although Rideal seems to have made this experiment merely 
for the purpose of explaining an observed phenomenon, it is 
curious that the possibilities of its practical application to 
water and sewage disinfection seem to have been either 
entirely overlooked or discarded on account of economic 
considerations. 

After noting the above-mentioned facts in connexion with 
ammonium hypochlorite, I followed up Rideal’s work and 
produced dilute solutions of chloramine by the addition of 
ammonia to calcium hypochlorite solutions. These had the 
same germicidal power as the chloramine prodneed by double 
decomposition, and were approximately three times as efficient 
as an equal quantity of hypochlorite. 

The next step was to determine the relative proportions of 
hypochlorite and ammonia that would yield the greatest 
efficiency. The results obtained, though not entirely con¬ 
clusive as to the most efficient ratio, showed that an increase 
in the ammmia beyond an equivalent of the chlorine 
(available chlorine : ammonia as NH, = 2 : 1 by weight) 

1 Jour. Roy. Sftn. Inst., 1910, vol. xxxl,, pp. 3J-45. 


did not produce results commensurate with the increase of 
ammonia. Half an equivalent of ammonia, or chlorine : 
ammonia = 4:1, gave inferior results, but the reduction in 
efficiency was very much smaller than the reduction in the 
ammonia. The relative proportions of chlorine and ammonia 
must also be considered from the economic standpoint, and 
when this process is carried out on a large scale these various 
considerations will demand a rather fine adjustment. 

A remarkable featnre of the treatment of water with a 
mixture of hypochlorite and ammonia is the almost entire 
absence of absorption. On adding bleach to the Ottawa River 
water so as to produce a mixture containing 10 parts per 
million of available chlorine, about 35 per ceDt. is absorbed 
in five minutes at 60° F. and 60 per cent, within one hour. 
If an equivalent of ammonia is first added to the bleach, 
only 1-4 per cent, of the available chlorine is absorbed in one 
hour and 3 2 per cent, in 20 hours. As there is practically 
no absorption of the germicidal agent, the loDger the contact 
period the better will be the results obtained. For instan¬ 
taneous sterilisation the relative efficiency ratio of 3:1, for 
the mixture of chlorine and ammonia as compared with 
chlorine, cannot be obtained, but with increase of contact 
period the efficiency ratio also increases and after about 
40 minutes the ratio becomes greater—3 :1. The germicidal 
action of the mixture continues to persist on account of non¬ 
absorption, and for a comparatively long time and as a 
consequence of this no aftergrowths are produced. 

Cost .—Basing the calculations on a ratio of one equivalent 
of ammonia to one equivalent of available chlorine (0-6 part 
per million NH 3 to 1- 0 part per million available chlorine)—a 
very conservative estimate of the most efficient ratio—this 
process becomes economical when the price of hypochlorite 
exceeds 8*. 4 d. per 100 lb. This statement is based on the 
mixture produced being three times as efficient as hypo¬ 
chlorite, that 33 per cent, of available chlorine can be 
obtained from bleach, and that ammonia can be purchased 
at 1». per lb. The efficiency ratios of 3 : 1 can be obtained 
under the conditions of chlorination usually found, and 
no alteration in the point of application will be required. 
Bleach containing more than 33 per cent, of available 
chlorine can be obtained, bat very few plants actually 
extract more than this amount, as there are certain losses 
which are unavoidable. The present price of ammonia solu¬ 
tion, 16° B.. is quoted in the United States of America at 2 j to 
2J cents per lb. This solution contains 10 3 per cent, of 
NH 3 . and the anhydrous ammonia is therefore worth 22 to 
25 cents, or approximately Is. per lb. In Ottawa bleach 
can be obtained for 14s. 9 d. per 100 lb., and by the adoption 
of the ammonia process the heavy dosage of 1 part per 
million of available chlorine required to treat the Ottawa 
River water (colour 40 parts per million platinum scale) can 
be reduced to 0-33 part per million, with a saving of about 
28s. per day, or £500 per annum, if the laboratory results 
can be duplicated under service conditions. In the United 
States, where much higher prices prevail for bleach, the 
advantage to be gained by the substitution of the ammonia 
process is, of course, even greater. 

Jisthttio consideration .—For some years it has been con¬ 
sidered as at least probable that the fishy odour and taste of 
heavily chlorinated water was caused, not by the chlorine or 
hypochlorite, but by substituted nitrogenous compounds. 
At first sight it would appear that by the addition of the 
substituted nitrogenous compounds contained in the ammonia 
mixture this objection would be accentuated and might 
deprive the process of its practical value. In practice no 
such result is obtained and no trace of the added mixture 
can be detected As the total amount of chlorine added to 
the water is only about one-third of the usual dosage, the 
total amount of chlorine compounds, nitrogenous and other¬ 
wise, is only one-third also, and complaints regarding taste 
and odour should be reduced and not increased by the 
adoption of the new process unless the compounds produced 
are totally different in the two cases. 

Since writing the foregoing I have applied the above 
process to a small plant treating 200,000 imperial gallons 
per day and have met with unexpected difficulties. When a 
10 per cent solution of bleach was made and strong 
ammonia (0 880) added, a rapid loss of available chlorine 
resulted. This was reduced considerably by diluting the 
hvpoohlorite solution before adding the ammonia, but even 
then the results were not satisfactory. Laboratory experi¬ 
ments confirmed the loss produced by mixing comparatively 
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concentrated solutions, and also that the loss could be 
obviated by immediate dilution with large volumes of water. 
The arrangements in the experimental plant are now being 
altered so that the ammonia and hypochlorite will only mix 
for a few seconds before dilution with the raw water in the 
intake pipe. 

Although various details have yet to be worked out, these 
notes are published in the hope that others will take up this 
work and endeavour to work out a process that will give 
some relief from the present exorbitant price of hypochlorite. 

Ottawa Civic Laboratories. 


PARIS. 

(From our own Correspondent.) 

The Influence of Syphilis on the Wound* oj War. 

The influence of syphilis on the effects of traumatism 
has long been known, and is now being freely observed in 
military patients. The consolidation of fractures, in par¬ 
ticular, is slower in syphilitic subjects, the callus though 
more profuse is more friable. Dr. Sourdel, a surgeon with 
the army, has drawn attention to several points in this con¬ 
nexion, mentioning that the influences of syphilis on the 
wounds of war manifest themselves not at first but in the 
later stages of treatment. A wound involving skin and 
muscle, for example, will be found slow in cicatrisation, 
the borders becoming livid and badly vascularised, but 
the unhealthy conditions will disappear rapidly on the 
application of a specific dressing like Vigo's plaster. In 
suppurating conditions after operations on the knee-joint, 
after a long period of discharge there will be rapid ameliora¬ 
tion, but there will be fistulous tracts, and these will 
continue to discharge with defined edges as though punched 
out. If a specific history is obtained, drastic treatment 
like the intravenous injection of cyanide of mercury will 
generally give good results. Syphilitic subjects are liable 
to secondary haemorrhage, and minor causes—the irritation 
of a ligature, a drain, or a small foreign body—produce in them 
serious results, even hemorrhages to the point of ansemia. 
If these patients are submitted to some such specific treat¬ 
ment as hypodermic injection of biniodide of mercury, the 
tendency to haemorrhage will disappear and cicatrisation 
will proceed normally. Dr. Sourdel recommends the specific 
treatment for syphilis of every wounded syphilitic subject, 
especially where any abnormality occurs in the course of the 
healing of the injury. 

Public Health and the Cinema. 

Professor Raphael Blanchard has represented to the 
Academy of Medicine the advantage of using the cinema 
to spread valuable hygienic notions among the public in a 
striking manner. The idea is a sound one, and already the 
sanitary services have organised cinematograph displays 
comprising many valuable scientific records. It is altogether 
desirable that the spectators at these shows, while being 
interested in the display, should learn the elementary facts 
concerning the diffusion of disease. 

Transplantation of Ca/rtilage in Reparative Surgery. 

Dr, Morestin brought before the Academy of Medicine a 
subject of great practical interest at the present moment— 
viz., the role which the transplantation of cartilage may be 
destined to play in the vast domain of reparative surgery. 
Cartilaginous props have already been employed for the flaps 
in plastic nasal surgery. But Dr. Morestin's new method 
consists in a wide extension of this principle in the repair of 
cranium and of the bones of the face. Of all the tissues 
none can be grafted more easily than cartilage, which is not 
merely tolerated by the tissues into which it is transplanted, 
but lives and flourishes there. It has no tendency to be 
absorbed and only undergoes trifling modification. The graft 
is therefore a stable one and can be utilised with confidence. 
Cartilage commends itself also as a graft on account of the 
extreme ease with which it can be cut into any form by means 
of a simple bistoury. In practice it is always the costal 
cartilages which are employed, particularly the sixth to 
eighth, the removal of which has no unpleasant con¬ 
sequences. Fragments of cartilage from another subject 
may also be employed. With such grafts we are in 
possession of an easy and certain procedure for making good 
losses of cranial substance, even if these are large and 


irregular. The method is specially suitable for replacing 
portions of frontal bone or of the orbital margins. Even the 
malar arch can be thus restored, or the greater part of the 
maxillary bone replaced. The hope is justified that in cases 
where the orbit has been extensively damaged, conditions 
suitable for a proper prosthesis may be attained by means of 
cartilaginous fragments. In repairing limbs, especially the 
hand and foot, the procedure should have some useful 
application. 

The Sign of the Crossed Leg in Raised Arterial Tension. 

A simple clinical observation may be of service in the 
diagnosis of increased arterial tension. The sign consists in 
the measurement by the eye of the shock produced by 
arterial momentum in the leg which is crossed over the 
other, a shock due to the partial obstruction produced at the 
level of the popliteal vessels. The patient is asked simply 
to cross one leg over the other in the ordinary way. 
Normally the upper leg does not apparently show any 
spontaneous movement, or it requires careful attention 
to note the oscillation synchronous with the arterial 
pulsation. But this i8 not the case in observing the subject 
of plus tension. Dr. Molle has noted that oscillation due 
to the arterial shock begins to be apparent with a systolic 
pressure of 160 to 170 mm., and is marked with a pressure 
over 170 mm. The observer should carefully watch the limb 
from the side, and he will be surprised at the ease with 
which the movement can be registered. The sign may be 
made still more striking by covering the limb with a piece 
of paper such as a folded journal, when the amplitude of 
movement may become remarkable. The observation may 
be compared with one made by Delpeuch in 1900. He noted 
rhythmic shocks of the head when placed in certain positions, 
synchronous with arterial pulsation in cases of aortic lesion, 
especially aortic insufficiency. 

July 4th. _ 


EPSOM COLLEGE. 


The annual general meeting of the governors of Epsom 
College was held at the office in Soho-square on June 30th, 
when the Treasurer, Sir Henry Morris, occupied the chair, 
supported by many representative governors. 

In moving the adoption of the report. Sir Henry Morris 
referred to the loss which the council had sustained in the 
death of two of their members, Sir Thomas Boor Crosby and 
Mr. Stanley Boyd. In reference to the reduced receipts 
from subscriptions as a result of the war, he mentioned 
that one member of the council had recently procured 
in less than two months a sum of over 40 guineas in 
annual subscriptions, and he expressed the hope that 
other governors would endeavour to bring the work 
of the foundation before their friends. He expressed 
the appreciation of the council at the services rendered to 
the College by the British Medical Journal and The Lancet, 
adding that the British Medical Association had rendered 
special help in collecting contributions, and that the 
Medical Insurance Agency had recently sent a donation 
of £100, which brought the total of the donations of the 
Agency to over £500 within a very short space of time. He 
expressed the regret of the council at the death of the 
Rev. \V. A. Thomas, a master of the College for 32 years, 
who throughout that period had won the affections of many 
generations of boys as well as of his colleagues on the staff, 
by all of whom he was deeply respected. 

The report showed that the foundation and the trustee 
funds render assistance to 100 pensioners, medical men, or 
the widows and aged daughters of medical men in reduced 
circumstances, and that 50 sons of medical men are being 
boarded, educated, and clothed at Epsom College free of 
charge. The report further stated that, although the 
numbers in the school were at first slightly affected by the 
war, the College is now full, the total number of boys being 
305, as against 273 at the corresponding period last year. 
The report also included a good list of scholastic honours 
gained, and mentioned that over 520 Old Epsomians are 
serving with the forces, of whom 420 have joined since the 
outbreak of war, while in the roll of honour are included 21 
who have been killed in action, 4 who have died in hospital, 
40 wounded—two of them twice, 4 missing, and 1 a prisoner. 
Twenty-seven Old Epsomians have, it appears by the report, 
been mentioned in despatches—4 of them twice, 3 (since 
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killed) bave been awarded the D.S.O., and 7 have received 
the Military Cross. 

After the transaction of formal business a cordial vote of 
thanks to the chairman for the .services which he renders to 
the College as treasurer was carried with acclamation. 

The report of the scrutineers showed that the following 
had received the largest number of votes at the election 
and were consequently elected :—Pensioners : Isabella S. V. 
Wall (highest pensioner); Mary Molineux (ordinary 
pensioner); Katherine Lambkin (ordinary pensioner). 
Annuitants : Eliza G. Stevens (Morgan annuitant); Emily 
Wallace (Brodie Sewell annuitant). Foundation Scholars : 
Thomas A. Mason, John R. Simpson, William R. Pike, 
Alexander Shiels. Robert G. G. Evans was also admitted a 
Foundation Scholar, an additional vacancy having occurred 
since the voting-papers were issued. 


THE SERVICES. 


Royal Navy Medical Service. 

In accordance with the provisions of Order in Council 
of April 1st, 1881, the undermentioned Fleet-Surgeons have 
been placed on the retired list: A. G. Andrews, E. H. 
Hodnet de Courtmacsherry, and T. C. Meikle. 

Army Medical Service. 

Lieutenant-Colonel Sir Janies K. Fowler. K.C.V.O., 

R. A.M.C. (T.F.), to be temporary Colonel. 

Royal Army Medical Corps. 
Lieutenant-Colonel J. S. Green is retained on the Active 
List under the provisions of Articles 120 and 522, Royal 
Warrant for Pay and Promotion, and to be supernumerary. 

Surgeon-Major W. S. Henderson, K. E. Horse, relinquishes 
the rank of temporarv Lieutenant-Colonel on reposting. 

Temporary Major fe. H. Starling to be temporarv Lieu¬ 
tenant-Colonel. 

Majors relinquishing the rank of temporary Lieutenant- 
Colonel on reposting : R. Storrs, J. W. .Jennings', D.S.O. (ret.), 

D. Ahern, M. C. Beatty, and (temporary) E. L. Gowlland. 
The undermentioned relinquish their temporarv rank: 

Major (temporary Lieutenant-Colonel) Richard B. Hole and 
Captain (temporary Major) J. W. Lane. 

E. D. Hancock to be temporary Major whilst employed at 
the Guildford War Hospital. 

The undermentioned temporary Captains relinquish their 
commissions: M. L. G. Hallwright, O. Eaton, A. Burtbn, 
W. D. Chambers, and E. P. Dickin. 

Temporary Captain J. Craig relinquishes his commission 
on account of ill-health. 

Temporary Lieutenants to be temporary Captains: G. H. 
Alabaster, E. H. Roberts, J. R. MacNeil'l, A. W. Harvey, 
H. St. A. Agate, G. M. Adam, W. A. Alexander, F. W. A. 
Ponsford, C. H. Lloyd, S. E. Humphreys, W. K. Bigger, 
H. E. P. Yorke, W. G. E. Allen, R. Warrant, W. Reid, 

S. Churchill, J. G. Willmore, W. C. Gowdey, F. W. 
Diamond, S. C. W. Morris, T. J. Costello, J. R. 
White, W. J. Patterson, J. L. Pearce, 0. J. W. 
Adamson, G. R. McCaul, S. Greenwood, L. L. Fyfe, 
P. B. Belanger, C. D. Kean, F. R. Kirkham, P. S. Hopkins, 

T. A. Hindmarsh, T. F. Keenan, A. A. Wilson, I. E. Bruneau, 

R. T. Grant, W. F. Law, F. G. O’Donohoe, F. J. Allen, J. 
MacRae, A. F. Ross, A. A. O’Connor, P. P. J. Stewart, E. C. 
Bowden, T. C. Findlater, J. H. Davis, W. 8. Hall, D. B. I. 
Hallett, D. J. Lewis, G. F. May, F. J. Rawlinson, H. O. 
Smith, J. R. K. Thomson, W. F. Hare, E. J. Griffiths, H. C. 
Beasley, H. H. Kendrick, D. J. McLeish, H. M. C. Green, 

E. H. Black, C. R. Wills, J. W. Coulter, D. B. MacLean, 

C. F. Knight, L. Zealand, A. F. Menzies, H. B. Lawson, H. 
Smurthwaite, W. Watkins, S. R. Gleed, A. B. Jones, J. M. 
Keegan, H. B. Walker, T. E. Cottu, C. H. Corbett, H. U. 
Leembruggen, S. Hodgson, J. E. Paterson, A. St. J. 
Bateman, H. F. T. Chambers, W. W. Linington, G. V. T. 
McMichaei, C. Banks, J. D Ryan, A. G. Christian, A. 
O’Flaherty, V. B. Kyle, J. A. V. Slathews, R. B. F. McKail, 
T. A. O’Brien, A. A. W. Petrie, E. J. Selby, W. R. Logan, 
A. Grant, T. Chalmers, J. W. Edington, A. Gillespie, W. O. 
Travis, C. E. Dolling, E. A. Wilson, C. A. Meaden, A. E. 
Hntton, J. Appleyard, J. Lamont, J. N. Donnellan, C. E. 
Droop, A. C. Bryson, R. Nicoll, J. A. A. Orlebar, E. S. 
Holloway, J. T. Grant, O. C. G. Shields, W. H. H. Parsons, 
M. C. Burke, G. H. Roberts, D. B. Crerar, G. L. Thornton, 
G. H. Brown, W. G. L. Wambeck, J. McC. Lang, G. S. 
Coghlan, J. B. Boyd, N. E. MacDougall, O. E. Finch, W. 
Scott, H. G. Hobson, R. Vincent, A. M. Roome, T. F. Craig, 
T. Bell, T. L. Davies, H. E. Rawlence, H. H. Serpell, A. 
Campbell, D. G. Wishart, R. L. Hutton, A. G. Anderson, 

D. R. JoneB, F. V. Hanratty. R. W. L. Wallace, A. C. 
Rowswell, W. 8. Thacker, J. J. II. Ferguson, J. D. Hart, 
W. Fell, T. C. Reeves, F. G. W. Deane, C. G. Galpin, R. 


Bruce-Low, N. Dunn. G. M. Gregoire, H. P. Gaston, and 

R. Stirling. 

To be temporarv Lieutenants : D. V. O’Malley, K. S. 
Macky, T. B. A. Haggard, A. Morrison, F. E. bowling, 
J. L. Gordon, W. .1. P. Lillis, S. Verdon-Roe, J. E. Finlay, 
G. Dougan, A. F. Fraser, I. YV. Dickson, E. F. Hoare, G. A. 
Campbell, L. Bensted, F. C. Morgan, A. E. Hunter, C. W. 
Budden, F. Kinnear, J. F. C. O'Donohoe, H. E. T. Dawes, 
A. \Y. Brodribb, T. H. Martin, M. J. Loughrey, J. H. Fryer, 
P. A. Dykes, J. Graham, H. Whitwell, J. Lindsay, W. D. 
Hopkins, D. McCormack, F. H. Cooke, C. J. B. Pasl'ey, D. F. 
Kennard.and D. Campbell (from Second Lieutenant, Indian 
Army Reserve of Officers). 

To’ be temporary Honorary Lieutenants whilst serving 
with No. 8 British Red Cross (Baltic and Corn Exchange) 
Hospital: C. E. Drennan, E. Aylward, and S. Wicks. 

Temporary Lieutenant R. Marshall to be temporary 
Honorary Lieutenant. 

Temporary Lieutenants relinquishing their commissions: 
J. Forbes, It. McL. Wishart, YV. W. YVood, J. Maxwell, 
T. H. D. Storms, L. E. Belcourt, M. R. Helliwell, J. J. 
Brown, C. A. H. Gee, YY’. G. Southey, C. J. Tisdall, L. 
Y'alentine, A. M. A. James, J. H. Rowe, J. Laird, G. E. 
Beggs, J. YY'. Jackson, S. R. Johnston, J. J. Thomson, P. 
MacKasey, G. L. Kennedy, W. J. MacNab, J. Pearson, D. K. 
Parkes, W. R. Taylor, P. P. Wright, B. E. Lang, O. Y'an 
Luven. D. E. Scott, E. J. de Beaupre, S. A. Overend, 
C. M. Keillor, H. K. Groff, R. B. Martin, K. L. MacKinnon, 

S. K. McKee, LeB. B.YVilmot, R. YV. McQuay.J. 8. Chisholm, 
J. H. Fisher, E. Lachopelle, W. L. Robertson, L. J. Pellew, 
YV. Turner, and B. J. Nolan (on account of ill-health). 

Temporary Honorary Lieutenant Harold L. Hughes 
relinquishes his commission on account of ill-health. 

Temporary Honorary Lieutenants to be temporary 
Lieutenants : A. W. Adams and W. L. Thomas. 

Canadian Army Medical Corps: To be temporary Captains: 

T. Coleman, YV. Filmer Coy, J. G. MacNeill, W. H. McMillan, 
M. G. Brown, C. L. Blight, W. G. Blair, A. E. Blackett, 

R. A. Dowd, J. S. Fitzsimmons, E. R. Graham, S. E. 
Holmes, N. MacL. Harris, F. D. Sinclair, B. C. Reynolds, 
L. R. Shier, C. C. Schlichter, Lieutenant A. J. Lomas 
(Canadian Militia), E. Gardner, and J. H. Slayter. 

Indian Medical Service. 

Lieutenant-Colonel L. P. More, R.A.M.C.. to be an 
Assistant Director of Medical Services, vice Colonel E. 
Eckersley, A.M.S. 

Colonel W. R. Edwards, C.B., C.M.G., to be Surgeon- 
General. 

Lieutenant-Colonels to be Colonels : J. T. Daly, G. J. H. 
Bell, C.I.E., H. Fooks, andYYY H. B. Robinson. 

Territorial Force. 

Royal Army Medical Corps. 

North Midland Field Ambulance: Lieutenants to be 
Captains: F. C. I’ridham, J. Howard, and D. A. Wilson. 

East Anglian Field Ambulance : Lieutenant J. Humphrey 
to be Captain. 

Home Counties Field Ambulance : H. England and 

S. K. McKee (late temporary Lieutenant, R.A.M.C.) to be 
Lieutenants. 

London General Hospital: Lieutenant-Colonel Sir J. K. 
Fowler, K.C.Y’.O., is seconded whilst holding a commission 
as temporary Colonel, R.A.M.C. Captain F. H. Humphris 
is restored to the establishment. 

Western General Hospital: Captain K. W r . Monsarrat is 
seconded whilst holding a commission as temporarv Major, 
R.A.M.C. 

North Midland Mounted Brigade Field Ambulance: 
Lieutenant J. M. Mitchell to be Captain. 

West Lancashire Field Ambulance: Lieutenant A. V. 
Glendenning to be Captain. 

YY'elsh Field Ambulance: Lieutenants to be Captains: 
YV. Sankey and R. Wilian. 

Southern General Hospital: Major R. H. Lucy relinquishes 
his commission on account of ill-healtb. 

Sanitary Service: R. A. Farrar, late temporary Major, 
R.A.M.C., to be Major (temporary), whose services will be 
available on mobilisation. 

London Sanitary Company : Lieutenants M. S. Briggs 
and H. S. Tebbitt to be Captains. 

London Field Ambulance: Captains M. W. K. Bird, L. 
Milton, C. E. Petley, YY’. J. T. Kimber, L. B. Clarke, 
L. L. Preston, A. F. - Comyn, and A. B. P. Smith, from 
General Hospitals, to be Captains. Captain H. P. Ashe, from 
a London General Hospital, to be Captain. 

East Anglian Casualty Clearing Station: Lieutenant 
(temporary Captain) F. YY. Lewis to be Captain. 

London Casualty Clearing Station: Captains W. H. Lloyd 
and W. F. B. Bensted-Smith, from General Hospitals, to oe 
Captains. 

Eastern Mounted Brigade Field Ambulance: Major YY’. 
Archibald, to be temporary Lieutenant-Colonel whilst in 
command of a Field Ambulance. 
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Highland Mounted Brigade Field Ambulance: G. W. 
Deeping, late temporary Lieutenant. R.A.M.C., to be Lieu¬ 
tenant. 

South Midland Mounted Brigade Field Ambulance: Lieu¬ 
tenant S. P. Johnson to be Captain. 

South-Western Mounted Brigade Field Ambulance: Lieu¬ 
tenant J. W. A. Cooper to be Captain. 

East Lancashire Field Ambulance: Captain M. Moritz, 
from Western General Hospital, to be Captain. 

South Midland Casualty Clearing Station: Lieutenant 
G. H. Kirby to be Captain. 

Attached to Units other than Medical Units .—Surgeon Captain 
W. T. Rowe, from South Nottinghamshire Hussars Yeo¬ 
manry, to be Captain. Captains W. K. Churchouse, D. N. 
Hardcastle, J. D. L. Currie, and H. A. Philpot, from General 
Hospitals, to be Captains. Captain J. M. Kirkness is restored 
to the establishment. Lieutenant B. G. Ewing to be Captain. 
“Supernumerary for service with the Officers Training Corps .— 
G. F. Blacker to be Captain for service with the Medical 
Unit of London, University Contingent, Senior Division, 
Officers Training Corps. 

Unattached List for the Territorial Force. —Royal College of 
Surgeons in Ireiand Contingent, Senior Division, Officers 
Training Corps: Second Lieutenant A. Miller to be tem¬ 
porary Lieutenant whilst commanding the Contingent. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7931 births and 
3352 deaths were registered during the week ended Saturday, 
July 1st. The annual rate of mortality in these towns, 
which had been 12'0, 12-3, and 12-6 per’lOOO in the three 
preceding weeks, fell in the week under notice to 116 
per 1000 of their aggregate civil population, estimated at 
17,312,295 persons for the year 1915. During the 13 weeks 
of last quarter the mean annual death-rate in these towns 
averaged 14-3, against a corresponding rate of 13 8 per 1000 
in Loudon. Among the several towns the death-rate last 
week ranged from 5 2 in York, 55 in Ealing, 6'5 in 
Wimbledon, 6'8 in Willesden, and 6'9 in Edmonton, to 17-4 
in Cambridge, 18-6 in Preston, 18'9 in Birkenhead, 205 in 
Dudley, and 217 in Great Yarmouth. 

The 3852 deaths from all causes were 344 fewer than the 
number in the previous week, and included 225 which 
were referred to the principal epidemic diseases, against 
numbers declining from 335 to 244 in the four preceding 
weeks. Of these 225 deaths, 68 resulted from measles, 
55 from whooping-cough, 59 from infantile diarrhoeal 
diseases, 29 from diphtheria. 13 from scarlet fever, and 10 
from enteric fever, but not one from small pox. The 
annual death-rate from these diseases was equal to 0*7 per 
1000, and coincided with that recorded in each of the two 
preceding weeks. The deaths attributed to measles, which 
had been 70,65, and 67 in the three preceding weeks, numbered 
68 last week, and included 22 in London, 9 each in Liverpool 
and Sheffield, 4 in Newcastle-on-Tvne, and 3 each in 
Birmingham and Manchester. The deaths referred to 
whooping-cough, which had been 102, 76, and 77 in the 
three preceding weeks, fell to 55, of which 11 were regis¬ 
tered in London, 6 in Manchester, and 3 in West Ham and 
Stoke-on-Trent. The fatal cases of diarrhma and enteritis 
(among infants under 2 years), which had been 63, 52, and 
45 in the three preceding weeks, rose to 50; 13 deaths were 
recorded in Loudon, 6 in Birmingham, and 3 in Manchester. 
The deaths attributed to diphtheria, which had been 52, 
34, and 27 in the three preceding weeks, slightly rose to 
29, and included 6 in London and 2 each in Great 
Yarmouth, Coventry, YVallasev, and Aberdare. The deaths 
referred to scarlet fever, which had been 9, 9, and 15 
in the three preceding weeks, fell to 13, of which 3 occurred 
in London and in Manchester, and 2 in St. Helens. The 
fatal cases of enteric fever, which had been 4, 11, and 13 
in the three preceding weeks, fell to 10, and included 3 in 
London and 2 jn Hull. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals aud the London Fever 
Hospital, which had been 1313,1302,and 1303at the end of the 
three preceding weeks, declined to 1273 on Saturday last; 
162 new cases were admitted during the week, against 
166, 149, and 171 in the three preceding weeks. These 
hospitals also contained on Saturday last 1313 cases of 
diphtheria, 191 of measles, 184 of whooping-cough, and 47 of 
enteric fever, but not one of Bmall-pox. The 904 deaths from 
all causes in London were 107 below the number in the 
previous week, and corresponded to an annual death-rate 
of 10-9 per 1000. The deaths referred to diseases of the 
respiratory system, which had increased from 117 to 157 in 
the four preceding weeks, fell to 107 in the week under 
notice. 


Of the 3852 deathB from all causes in the 96 towns, 160 
resulted from violence, 306 were the subject of coroners' 
inquests, and 1192 occurred in public institutions. The 
causes of 24, or 06 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Sheffield, Leeds, Bristol, West Ham, Brad¬ 
ford, and in 75 other smaller townB. Of the 24 uncertified 
causes, 5 were registered in Birmingham, 4 in Liverpool, 
aud 2 in l’reston. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest 8cotch townB with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1119 births and 574 deaths were registered during the week 
ended Saturday, July 1st. The annual rate of mortality in 
these towns, which had been 12 9, 12 2, and 13 4 per 1000 in 
the three preceding weeks, fell to 12 6 per 1000 in the week 
under notice. During the 13 weeks of last quarter the mean 
annual death-rate in these towns averaged 15'3, against 14-3 
per 1000 in the large Euglisii towns. Among the several 
towns the death-rate last week ranged from 6'4 in Kirk¬ 
caldy, 9-2 in Falkirk, and 10 0 in Perth, to 16 8 in Greenock, 
18-4 in Leith, and 20-2 in Ayr. 

The 574 deaths from all causes were 34 fewer than the 
number in the previous week, and included 54 which 
were referred to the principal epidemic diseases, against 
39 and 52 in the two preceding weeks. Of these 54 deaths, 
28 resulted from measles, 13 from infantile diarrhoeal 
diseases, 5 each from whooping-cough and diphtheria, 2 
from enteric fever, and 1 from scarlet fever, but not 
one from small pox. The annual death-rate from these 
diseases was equal to P2, against 07 per 1000 in the 
large English towns. The deaths attributed to measles, 
which had been 13, 17, and 19 in the three preceding 
weeks, rose to 28, and included 18 in Glasgow, 4 in 
Leith, aud 2 each in Dundee and Greenock. The deaths of 
infants (under 2 years) from diarrhoea aud enteritis, which had 
been 12, 4, aud 11 iu the three preceding weeks, rose to 13, of 
which 4 occurred in Glasgow, 3 in Dundee, and 2 iu Edin¬ 
burgh. The fatal cases of whooping-cough, which had been 
9, 7, and 4 in the three preceding weeks, numbered 5, and 
were all recorded in Glasgow. The 5 deaths from diph¬ 
theria were slightly below the average in the earlier weeks 
of the quarter, anil comprised 2 each in Glasgow and Edin¬ 
burgh and 1 in Hamiltou. The fatal cases of enteric fever 
were recorded in Glasgow and Falkirk, aud that of scarlet 
fever in Aberdeen. 

The deaths referred to diseases of the respiratory system, 
which had been 92, 75, and 75 in the three preceding weeks, 
fell to 57 in the week under notice, and were 42 below the 
number registered in the corresponding week of last year. 
The deaths from violence numbered 22, against 14 and 28 
in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 169 births aud 136 deaths 
were registered during the week ended Saturday, July 1st. 
The annual rate of mortality, which had been 17-7, 17'8, and 
15 9 per 1000 in the three preceding weeks, rose to 173 in the 
week under review, against 10-9 and 12-4 per 1000 in London 
and Glasgow respectively. 

Of the 136 deaths at all ages, 21 related to infants under 
1 year and 27 to persons aged 65 years and upwards. The 
deaths referred to the principal epidemic diseases numbered 
4, and comprised 1 each from measles, scarlet fever, diph¬ 
theria, and infantile diarrhoea. 

The causes of 4 deaths were uncertified, and 1 other was 
the subject of a coroner’s inquest, while 76. or 56 per cent., 
of the total deaths occurred in public institutions. 

During the same period 203 births and 104 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 13 5, or 0 5 per 1000 less than in the 
previous week, and included 15 of infants under 1 year of 
age and 17 of persons aged 65 years and upwards. The 
deaths from the principal epidemic diseases numbered 2, 
against 11 in the previous week, and both resulted from 
measles. All the causes of death were duly certitied, and 
included 5 which had been the subject of coroners’ inquests, 
while 27 of the total deaths occurred in public institutions. 

VITAL STATISTICS OF LONDON DURING MAY, 1916. 

In the accompanying table will be found summarised 
complete statistics relating to sickness and mortality in 
the City of London and in each of the metropolitan boroughs. 
With regard to the notified cases of infectious diseases, it 
appears that the number of persons reported to be suffer¬ 
ing from one or other of the 10 diseases specified in the table 
was equal to an annual rate of 4-7 per 1000 of the civil popula¬ 
tion, estimated at 4,310,030 persons; in the three preceding 
months the rates had been 6 0, 5'6, and 5 3 per 1000 respec¬ 
tively. The lowest rates during the month were recorded in 
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Kensington, St. Marylebone Hampstead, Holborn, and the 
City of London, and the highest rates in St. Pancras, Fins¬ 
bury, Shoreditch, Bethnal Green, Poplar, and Deptford. 
The prevalence of scarlet fever showed a considerable decline 
from that recorded in the preceding month; this disease was 
proportionally most prevalent in the month under notice in St. 
Pancras, Finsbury, Shoreditch, Bermondsey, and Deptford. 
The number of scarlet fever patients under treatment in the 
Metropolitan Asylums Hospitals, which had been 1956, 1735, 
and 1608 at the end of the three preceding months, had 
further fallen to 1325 at the end of May; the weekly 
admissions averaged 155, against 210, 208, and 190 in the 
three preceding months. Diphtheria was rather more 
prevalent than it had been in the preceding month; the 
greatest proportional prevalence of this disease was recorded 
in Finsbury, Shoreditch, Stepney, and Poplar. The Metro¬ 
politan Asylums Hospitals contained 1242 diphtheria 
patients at the end of May, against 1538, 1417, and 1331 at 
the end of the three preceding months; the weekly 
admissions averaged 152, against 160 and 149 in the two 
preceding months. The prevalence of enteric fever showed 
but little variation from that recorded in other recent 
months; of the 42 cases notified during May, 6 belonged 
to the City of Westminster, 5 to Kensington, 4 to Islington, 
4 to Wandsworth, 3 to St. Marylebone, and 3 to Stepney. 
There were 30 enteric fever' patients under treatment 
in the Metropolitan Asylums Hospitals at the end of 
May, against 50, 46, and 39 at the end of the three pre¬ 
ceding months; the weekly admissions, which had averaged 
7 in each of the three preceding months, declined to 5 
in May. Erysipelas was proportionally most prevalent 
in St. Pancras, Stoke Newington, Holborn, Shoreditch, 
Poplar, Southwark, and Bermondsey. The 36 cases of 
puerperal fever notified during the month included 5 
in Fulham, 4 in Islington, and 3 each in Bethnal Green, 
Southwark, Lambeth, Wandsworth, and Woolwich. The 
52 cases of cerebrospinal meningitis included 6 in 
Islington, 5 in St. Pancras, 5 in Wandsworth, 4 each in 
Stepney, Poplar, and Lambeth, and 3 each in Shore¬ 
ditch, Bethnal Green, and Battersea. The 5 cases of 


poliomyelitis belonged respectively to Islington, Hackney, 
Bethnal Green, Stepney, and Wandsworth. 

The mortality statistics in the table relate to the deaths of 
persons actually belonging to the several metropolitan 
boroughs, the deathB occurring in institutions having been 
distributed among the boroughs in which the deceased 
persons had previously resided. During the five weeks 
ending dune 3rd the deaths of 5338 London residents 
were registered, equal to an annual rate of 12-9 per 
1030; in the three preceding months the rates had 
been 14 5, 181, and 17-2 per 1000. The death-rates for the 
month ranged from 85 in Stoke Newington, 9'1 in 
Hampstead, 9 8 in the City of Westminster and in Wands¬ 
worth, 10 3 in Lewisham, and 10 7 in the City of London, to 
15 4 in Chelsea, 15 7 in Deptford, 16-3 in Bermondsey, 16-5 in 
Shoreditch and in Poplar, and 18-6 in Finsbury. The 5338 
deaths from all causes included 405 which were referred to 
the principal infectious diseases; of these, 115 resulted from 
measles, 16 from scarlet fever, 34 from diphtheria, 151 from 
whooping-cough, 7 from enteric fever, and 82 from diarrhoea 
and enteritis among children under 2 years of age. No 
death from any of these infectious diseases was recorded 
in the City of London; among the metropolitan boroughs 
they caused the lowest death-rates in the City of Westminster, 
Hampstead, Stoke Newington, Bermondsey, and Camber¬ 
well, and the highest death-rates in Chelsea, Islington, 
Finsbury, Shoreditch, Poplar, Deptford, and Greenwich. 
The 115 deaths from measles were 82 below the corrected 
average number in the corresponding period of the five 
preceding years; this disease was proportionally most 
fatal in May in Islington, Finsbury, Shoreditch, Poplar, 
Greenwich, and Deptford. The 16 cases of scarlet fever 
were 6 below the corrected average number, and included 
2 each in St. Pancras, Shoreditch, and Southwark. The 34 
deaths from diphtheria showed a decline of 11 from the 
corrected average, and included 7 in Wandsworth , 3 each 
in Hammersmith, Chelsea, and Finsbury, and 2 each in 
St. Pancras, Stepney, Poplar, and Southwark. The 151 deaths 
from whooping-cough were 15 in excess of the corrected 
average; this disease was proportionally most fatal inFulham, 
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St. Marylebone, Shoreditch, Bethnal Green, and Stepney. 
The 7 fatal cases of enteric fever were 4 helow the corrected 
average, and belonged respectively to St. Marylebone, 
St. Pancras, Islington, Hackney, Stepney, Poplar, and 
Lambeth. The 82 deaths from diarrhoea and enteritis among 
children under 2 years of age were 8 below the corrected 
average ; the greatest proportional mortality from this cause 
in May was recorded in Paddington, Chelsea, Poplar, 
Deptford, and Greenwich. In conclusion, it may be stated 
that the aggregate mortality in London during’ May from 
the principal infectious diseases was 21 0 per cent.' helow 
the average. 



HENRY BENJAMIN HINTON, M.R.C.S. : 

A Centenarian Doctor. 

Surgeon-Major Henry Benjamin Hinton, who has recently 
died at Adelaide, South Australia, was in his 104th year and 
the senior Member of the Royal College of Surgeons of 
England. He was born two years before the Battle of 
Waterloo at Southsea (Portsmouth) on March 7th, 1813. 
One of his immediate relatives was Dr. James Hinton, who 
had secured fame as an ear surgeon—a fact which it is 
thought had some influence on his career, as he selected the 
medical profession as the field of his life’s work. From 
1832-34 he was a student at the London Hospital, and 
afterwards went to the Westminster Hospital. On 
May 25th, 1835, he became a Member of the Royal College of 
Surgeons of England. He was appointed surgeon on the East 
Indiaman Broadholme in 1835, and made three voyages to 
Calcutta. His first army appointment was as an assistant 
surgeon in the Bengal army in 1839. He served in the 
Arracan district of Burma for some three years, and then was 
transferred to Gwalior and assisted in tending the wounded 
at the battle of Maharajpore. In 1846 he was present at 
Aliwal in the first Sikh War and at Sobraon, and received 
the medal and clasp. He was at Delhi in the same year, and 
also participated in the second Sikh War of 1848-49 and in 
the Mutiny of 1857. In 1858-60 he volunteered for work in 
China and served with the 70th Native Infantry in Canton, 
and obtained the campaign medal and received a similar 
token for his work in the Bhootan Campaign of 1864-65. 
In 1869, acting on medical advice, Mr. Hinton retired 
from the service and went to Australia. He lived in 
Tasmania and also in Melbourne and Geelong, and finally 
settled in South Australia. Mr. Hinton was congratulated 
by the Conncil of the Royal College of Surgeons of England 
on attaining his 100th birthday in 1912, but in the same year 
had the misfortune to sustain a painful accident, and a 
fractured thigh bone kept him in hospital for some time. 
Despite his accident he displayed extraordinary vitality until 
a short time before his death. He enjoyed excellent health 
for his years and retained his mental faculties in a wonderful 
degree. In his early life he was obliged to wear glasses, but 
these he abandoned in middle age. Towards the close of his 
long life he could read books and write his letters without 
any artificial aid to his sight. He was a non-smoker, 

radically a total abstainer, and a small eater. Mrs. L. H. 

holl, of Adelaide, and Mr. Reginald Hinton, of Tasmania, 
are the two surviving children. 


Donations and Bequests.— The Directors of the 
Powell Duffryn Steam Coal Company have given £1000 
towards the proposed extensions to ’ King Edward VII. 
Hospital at Cardiff.—The Lord Mayor of Leeds has received* 
a contribution of £3600 from the estate of the late Mrs. 
Sarah L. S. Geldart towards the extension of the Leeds 
General Infirmary. 

Queen’s University, Belfast. —At the final 
degree examinations in medicine, out of 35 candidates 27 
passed. The success of the women candidates was remark¬ 
able. Miss Grace English was first of all the candidates, 
gaining the £20 prize, and first in obstetrics, for which she 
was awarded the £30 scholarship; Miss M. Puree was 
second of all the candidates, and won the £30 exhibition for 
being first in medicine; while Mr. Joseph P. McGinley was 
third candidate, and was first in surgery and obtained the 
£30 prize. All three candidates were awarded first-class 
honours. 


Camspankiue. 


“Audi alteram partem.’ 


THE REGISTERED PRACTITIONER AND 
THE UNCERTIFIED MATERNITY 
NURSE. 

To the Editor of The Lancet. 

Sir.—I am directed by the President of the General 
Medical Council and the chairman of the Central Midwives 
Board to send yon for publication the accompanying copy of 
a correspondence which has recently taken place between a 
registered medical practitioner in England and the chairman 
of the Central Midwives Board with regard to the conditions 
under which a medical practitioner may properly cooperate 
with an uncertified woman, not being a nurse employed by 
him, in attending a maternity case. 

I am. Sir, yours faithfully, 

G. W. Duncan, 

Secretary. Central Midwives Board. 
Westminster, S.W.. July 3rd, 1916. 

! Copy.] 

Dear Sir,—D o you mind telling me if, in your opinion, 
the following case is that of '‘covering an uncertified 
midwife”? Mrs.— , who was in practice before the Act, 
and who has since been crossed off the Roll, or to be strictly 
accurate, has resigned, still acts as a nurse, and tells every¬ 
body who comes to her that she cannot act withouta doctor, 
and sends all the people to me. Am I justified in going to 
them? The instruction I give is that they are to send for 
me directly they want me, and in the event of the child being 
born before I arrive that the placenta is always to be kept 
for me to see. 

As I have been in practice over 35 years, and done a good 
deal of midwifery, I am naturally anxious not to break the 

law, and sooner than do that would rather tell Mrs. - 

that I cannot go with her, either as a nurse or in any other 
capacity. I am sorry to trouble you, but believe yon are the 
chairman of the Central Midwives Board. 

Yours truly, 

June 8th, 1916. - 

DEAR Hir,—I n reply to your letter of June 8th, forwarded 
to me, in such a case as that which you mention—the woman 
having already been struck off the Midwives Roll or having 
resigned— 

You must take care that it is clearly understood that any 

patients whom you attend with Mrs.-- are your patients 

and not hers, though she may have sent them. 

In any dispute on this point the C.M.B. always goes on 
this principle, that the case belongs to the person who has 
undertaken to attend the confinement, whenever it occur * 
(day or night), even if normal. A monthly nurse summons 
the’doctor so that he may condnct the delivery. 

In many of the disputed cases it has been plain to the 
Board that this arrangement has not been made, but that 
the midwife and doctor have agreed that the doctor should 
not be called at night except in case of some abnormality, or 
that he should not be called to deliver at any time, except in 
case of some abnormality. 

In these cases the Board holds that the case belongs to the 
woman, and that the doctor is covering her. 

In your case I should write your instructions to the mid¬ 
wife,and should keep a cony in’ case of any dispute. 

There is nothing to prevent Mrs.- from acting as a 

monthly nurse under your orders. You are responsible for 

the cases, and for Mrs.-nursing of them. 

I am glad to help you, and only wish that more practi¬ 
tioners would adopt the course which you have adopted. 

Believe me, yours very faithfully, 

F. H. Champneyk. 

Littleraead, Nutley, Uckiield, June 12th, 1916. 

Dear Sir,—I am more than grateful to you for your letter 

aud advice. I have written to Mrs.-and enclose you a 

copy. 

I wish to carryout the Act both in the spirit as well as 
the letter, and am naturally anxious uot to run any risk 
mvself. 

With kind regards. Yours truly, 

June 14th, 1916. - 

[Copy.] 

To Mrs.- .—I havo made enquiries, and am quite wining to go 

with you : 1. If you act as nurse only 2. If you look on the patient as 
my patient . 3. If you sond for me before the child is born. The only 
exception to this is where it is born in a hurry before your arrival, or 
dlrectiv after, before you have time to send. 4. If you cannot keep to 
these instructions I cannot go with you at all. 

June 14th, 1916. -- 
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THE CAUSATION AND CURE OF CERTAIN 
LUNACIES. 

To the Editor of The Lancet. 

Sir,—I t may not be too late to refer to a communication 
with the above title in your issue of June 24th. Captain 
Rupert Farrant, the author, appears to have gone to foreign 
parts on service and to have left us to support, with such 
fortitude and philosophy as we may, the concussion effects 
of the following (amongst other) high explosives until such 
time as he returns, as we trust he may ere long, and in 
fettle to deal with the bemused claimants to his attention. 

Mental cases and others have been examined for the presence of 
toxaemias inducing the alteration in the elands (i.e., endocrinal 

glands). It is deduced that many cases of lunacy may be classified 

according to the toxiemia present, and the change that it has induced 
in the ductless glands. 

I dare say many of us will be prepared to face yet another 
classification of insanity if at last we are presented with one 
based upon pathology. Until, however, Captain Farrant 
demonstrates a toxin, or toxins, in a case of insanity, and 
proves experimentally that such has caused a change in the 
ductless glands, no value will be attached to this deduction. 

In primary and secondary amentia atrophy of the pineal, pituitary, 
and thyroid were found in three main groups of cases. 

I do not know what is meant by “ primary and secondary- 
amentia,” nor do I understand how three groups of cases are 
spread over two morbid states ; but in any case, an atrophy 
of these glands is not by any means found only in association 
with a particular variety or varieties of mental deficiency or 
disease. I deny that any significance whatever can be 
attached to this condition, upon the basis of any work done 
up to the close of 1914 ; and a considerable amount of such 
work had by then been recorded. 

The pituitary gland was found xometlmes to have glvsn rl«« (sic) to 
symptoms of hyperpituitarism, to apituitarlsm in idiocy, dementia 
prsecox, and other forms of insanity. 

I commend this sentence to Dr. Mercier's notice. If by 
it is meant that disease of a gland sometimes gives rise to 
specific symptoms associated with loss, impairment, or 
derangement of the function of that gland, that has no 
bearing upon the pathogenesis of any form of insanity. 

Streptococci were found up to 100 per cent, and the total exclusion 
of bacillus coli in some cases of mania. 

The first portion of this statement is meaningless. Is it 
intended to convey that the number of streptococci per 
gramme of faeces is increased, and, if so, by how mnch 1 
Such work as Barton White and I were able to do in this 
direction 1 showed that there was no increase in these 
organisms in acute mania and melancholia. The second part 
of the statement is startling. Our experience showed that 
B. coli was increased in acute mania, and even Pardo (whose 
work I refer to in the lectures cited), who claims to have 
demonstrated that the putrefactive anaerobes are increased 
in this disorder at the expense of B. coli and B. aerogenes, 
does not claim to have observed a complete disappearance 
of B. coli. 

In adults certain toxmmlas react on these glands, especially the 
thyroid and pituitary, and induce stimulation, hypertrophy, and 

finally atrophy.. The alteration in the amount of secretion induces 

an altered mental Btate, and this, combined with the effect of the 
toxtemia. renders the patient insane, or liable to Insanity from slight 
mental stress. 

As to this we require evidence of the particular toxin 
concerned—evidence that this acts on certain glands, and, 
so acting, induces the conditions mentioned ; evidence that 
alteration in amount of secretion induces an altered mental 
state ; evidence that toxiemia renders, or helps to render, a 
patient insane. 

The whole of this utterance is ex oathedrd, valueless, and 
unscientific, in my opinion. Of a piece with it is the further 
assertion that— 

alteration In the sexual glanda . leads to altered mentality up to 

insanity. 

The lines on which beneficial treatment may be carried out, based on 
the above pathology, become obvious. 

Unfortunately, the “pathology ”is by no means obvious. 

Toxsemlas, if present, should be removed. 

By all means let that be done when their presence has been 
demonstrated. 

i Croontan Lectures. The Lancet, Dec. 5th (p. 1287), 12th (p. 1343), 
19th (p. 1397), and 26th (p. 1451), 1914. 


The glands should be allowed to involute if they are hypertrophied. 
Certainly, by kind permission of the impresario, I mean the 
doctor ; for he, dread man, can, of course, withhold consent, 
prevent involution, and thus damn the proceedings. 

I am, Sir, yours faithfully, 

Cardiff, July 3rd, 1916. EDWIN GOODALL. 


THE NEEDS OF THE ROYAL MEDICAL 
BENEVOLENT FUND. 

To the Editor of The Lancet. 

Sir,—T he Royal Medical Benevolent Fund, the great 
benevolent society of the medical profession, is sorely in 
want of money now. Though in ordinary times the medical 
profession supports its own poor, in these war times this is 
no longer possible. At the May meeting the committee had 
a balance of only £17 in hand, and at the June meeting was 
faced with a deficit of £16. The demands were heavy and 
had to be met, and this could only be done by withdrawing 
£500 from the bank. As the direct outcome of the war, not 
only are the ordinary cases of poverty greatly increased in 
number, but an entirely new class of case has arisen 
urgently requiring relief, in which, without actual poverty, 
there is great temporary distress—distress, however, which 
it is hoped will relieve itself soon after the war is over and 
the doctors serving return to their civil duties. 

At the outbreak of war the medical profession responded 
freely to the nation’s call. The Territorial medical officers 
were at once called out, and other medical men volunteered. 
Both alike had to leave their practice at very short notice, 
and often without being able to make adequate provision for 
its continuance and maintenance during their absence. Their 
pay went but little way to supply the loss which their absence 
entailed, for the working expenses of the practice could not 
be materially reduced. The result was that many families 
found themselves in very straitened circumstances. Rent, 
rates, and insurance brook no delay, but, worst of all, school- 
bills could not be paid, and if help had not been quickly 
forthcoming the children would have suffered for the 
patriotism of their father. 

The following are typical of the cases with which our Fund 
has had to deal:— 

A young doctor wbo had only been in practice a few years volun¬ 
teered for service, and was killed in action a few days later. He left 
a widow, aged 35. with two young boys, aged 3i and 1 year, entirely 
without means. The Fund voted £25 for her immediate necessities, and 
put her into communication with the Officers’ Families Association, 
which gave further help. 

A practitioner, aged 38, earning £700 to £800, volunteered for service, 
leaving his practice in the hands of a neighbour, who was not a success. 
There were two young children, and another baby was bom shortly 
after the husband left. The wife contracted pneumonia and nearly 
died. A resident patient had to leave the house. Rent and other 
expenses led to a debt of about £80. This the doctor could not meet, 
and he hurried back from the trenches to save his home from being 
sold up. The Fund voted £25, the Guild gave £i5, the Officers 
Families Association £25, and the Professional Classes War Relief 
Council further help, with the result that he returned to the front 
with his immediate anxieties relieved. 

A captain in the Territorials was called out and had to leave his 
practice In the hands of a locum, who proved a failure. There were 
seven children, aged 2 to 14. Financial difficulties arose, and payment 
of the school fees became impossible. Between the Fund and Guild, 
and Officers' Families Association, the necessary fees were raised, and 
clothing, which was greatly required, provided. 

These cases show well the way in which the Fund works, 
not only by giving relief itself in money and kind, but also 
by obtaining, through cooperation with other benevolent 
societies, more substantial assistance than it could afford 
alone. 

But there is another class in which the distress is perhaps 
even greater and adequate relief more difficult. It is that of 
men who left home and a good practice in vigorous health 
and who have come back, crippled by wounds or with health 
impaired, to a practice severely damaged by their absence 
and without the strength or energy to regain the practice 
and position which they sacrificed. Our Fund has set apart 
a special sum to meet emergency claims of this kind, yet the 
demands are so great that it will soon be exhausted. We 
cannot now rely on the profession alone to supplement it 
largely, for the medical profession, like all other professions, 
is hit very hard by the war and has no longer its old 
resources to draw upon. What is required is an emergency 
fund large enough to deal adequately with these emergency 
cases arising directly out of the war, and for this we are 
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driven to appeal to the public as well as to our own 
profession. 

We trust that our appeal will meet with a liberal response 
both from the public and from the medical profession, for 
unless fresh funds are quickly forthcoming it will be 
impossible to continue the relief which is so urgently 
required.—We are. Sir, yours faithfully, 

John Tweedy, President. 

SAMUEL West, Hon. Treasurer. 

G. Newton Pitt, Hon. Secretary. 

11, Chando6-street. Cavendish-square, 

London, W., July 1st, 1916. 


THE MEDICAL DIRECTORY. 

To the Editor of The Lancet. 

Sir,—O ur annual circular has been posted to the profession 
to-day. In view of the difficulties in obtaining labour, we 
are most anxious to have returns made to us as promptly as 
possible We hope that practitioners who are serving in the 
navy and army will have arranged for their circulars to be 
forwarded to them. 

We are, Sir, yours faithfully, 

July 4th, 1916. J. AND A. CHURCHILL. 

WOMEN STUDENTS AT THE LONDON 
HOSPITALS. 

To the Editor of The Lancet. 

Sir, —I note that in your issue of July 1st Professor W. D. 
Halliburton states “that St. George’s Hospital has made a 
step forward in admitting a limited number of women 
students to ‘ their ’ wards, and that the experiment has 
proved such a complete success that he is hopeful that other 
hospitals will follow their example.” Professor Halliburton, 
however, does not mention the fact, of which he is doubtless 
aware, that St Mary’s Hospital has already thrown open its 
doors to women students at the request of the authorities of 
the London School of Medicine for Women. 

Since May 1st women students have been admitted to the 
wards of St. Mary’s Hospital for clinical instruc'ion, and at 
the present time 12 are working there. This number, it is 
expected, will be largely augmented in October. No request 
was made for admission of women students to courses of 
instruction in preliminary or intermediate subjects. 

In justice to St. Mary’s Hospital Medical School, I have 
thought it my duty to place these facts before you. 

I am, Sir, yours faithfully, 

John F. H. Broadbent, 

July 3rd, 1916. Dean of St. Mary's Hospital Medical School. 


SPINAL ANAESTHESIA, WITH REFERENCE 
TO ITS USE IN THE TRENDELENBURG 
POSITION. 

To the Editor of The Lancet. 

Sir, —Will you allow me to add the following remarks to 
my paper on the above subject in answer to Mr. A. G. 
Stewart’s letter, which appeared in your issue of June 24th ? 

In the case of the child aged 3 the injection was made in 
the third lumbar space ; in the others in the second lumbar 
space. I was aware of the continental work done in relation 
to this position, and I heard Professor Jonnesco give 
his interesting lecture on high spinal amesthesia at the 
Royal Society of Medicine in 1909, and, of course, did not 
mean to claim any originality. As to the general ames- 
thetic given in combination, I have used spinal anaesthesia 
in the dorsal position in many abdominal operations without 
any general anaesthetic, but our object in these cases in 
giving a very small amount of general anaesthetic was to 
prevent psychic Bhock and to do away with the discomfort 
of the position. I am, Sir, yours faithfully, 

July 3rd, 1916. H. M. PAGE. 


ALIMENTARY REST IN DIABETES. 

To the Editor of The Lancet. 

Sir, —Your leading article in to-day's issue does very 
scant justice to F. M. Allen. Allen bases his methods of 
treatment upon experimental work on animals and not upon 
hypotheses ; in this it differs from that of Gueipa. Many of 


his followers have taken but a few steps along his path and 
failed to see the goal. The word drastic ” when applied 
to a treatment is misleading. The prolonged fast is an 
essential part of the treatment, and any case which is not 
submitted to alimentary rest until sugar disappears from the 
urine has not been treated by Alien’s method and should not 
be included in records under that heading. The reason for 
the fast is not that it leads to the disappearance of sugar 
from the urine—that observation is simply a convenient 
method of determining that the fast has been of sufficient 
duration but that it leads to an alteration in metabolism 
which permits a greater katabolism of carbohydrates. In 
my experience the severe cases prove the value of the 
method, the chronic cases yield to treatment which does 
not test so severely the control of the patient. " 

Although many hundreds of cases have been treated in 
America, many suffering from severe disease, with most 
happy results, let us wait until we have more evidence 
before we pass judgment, but do not let us prejudice the 
case by asserting that the treatment is of less value^in 
severe cases than in mild. — I am, Sir, yours faithfully, 
Portland-place. W., July 1st, 1916. O- Leyton. 


THE STRETCHING OF SCAR TISSUES 
IN MOUTH LESIONS. 

To the Editor of The Lancet. 

Sir, —The description of a simple device for stretching 
scar tissue associated with month lesions may perhaps be of 
some value at the present moment. Its use applies particu¬ 
larly to those cases where the lip and cheek are bound down 
by scar tissue to the subjacent structures. The apparatus 
consists of a ring made with rubber tubing into which wire 
is introduced, the free ends of the tubing being fastened 
together to form a complete ring. The ring is placed 
between the lip and cheek on the one side and the gum, 
supported by bone on the other side in such a manner as to 
bring pressure to bear upon the scar tissue. By increasing 
the size of the tubing and the tension of the wire the 
pressure can be increased without causing discomfort to the 
patient beyond the presence of the apparatus. No. 8 size of 
tubing has been used most frequently at the commencement. 
The wire used is similar to that used as a driving cord for 
dental engines; it is twisted spirally. The ends of the 
tubing are fastened together with rubber solution, one end 
being made to overlap the other. 

Previous to the introduction of this apparatus I had 
for some years been using pads of cotton-wool and simple 
tubing which has not been strengthened, but used (chiefly 
in a U form. The chief use formerly has been to fuee the 
lip in cases of hare-lip. The method was referred to( by me 
at the recent discussion upon injuries of the jaws lat the 
Royal Society of Medicine. \ 

I am, Sir, yours faithfully, 

W. Warwick JamJes. 

Park-ereseent, Portland-place, W., Junet27tb, 1916. I 


ENTERIC FEVERS IN THE TROPICSt: A 
POINT IN NOMENCLATURE. \ 

To the Editor of The Lancet. \ 

Sir,—W ith reference to the slight change which will \he, 
made in the “ heading ” of the section referring to typhoiW 
aud paratyphoid fevers in the August number of the Tropicar 
Diseases Bulletin it may be safely stated that the medica’J 
profession is not satisfied with the present classification ol| 
the “typhoid fevers” or with that of the bacilli which 
cause the separate infections. There is a fairly well marked 
group of “ enteric fevers ” having certain features in common, 
and if those diseases are grouped under the word “enteric ” 
the bacilli naturally fall into a genus “enterica” with : 
Enterica typhosa — B. typhosus, E. mitis = B. paratyphosns . I, 
and E. icteriformit = B. paratypkosus B. To adopt any 
such change of nomenclature without the consent of a 
majority would only create further confusion. The present 
suggestion is made with a view to attracting attention to arb 
unsatisfactory state of things. I 

I am. Sir, yours faithfully, i 

J. H. Tull Walsh, / 

Kingston Hill, July 4th, 1916. Lieutenant-Colonel. I.M.S. iretd.jJ 
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OBITUARY OF THE WAR. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain K. H. A. Kellie, R.A.M.C., was educated at Cam¬ 
bridge and at St. George’s Hospital, London,and qualified 
in 1903. He was a well-known rowing man, and held 
appointments at several London hospitals, and was in 
consulting practice in Queen Anne-street before joining 
the R.A.M.C. in April, 1915. 

Lieutenant J. B. Haverson, R.A.M.C., who came over with 
the Canadian Contingent, graduated at the Manitoba 
Medical College in 1915. 

Died. 

Major G. H. M. Dunlop, R.A.M.C., qualified M.B. at Edin¬ 
burgh University in 1880, and was in practice at Aber- 
crombie-place, Edinburgh, when war broke out. 

Lieutenant J. St. J. Dundon, R.A.M.C., qualified recently, 
and thereupon joined the R.A.M.C. 

Captain N. J. Hofmevr, South African Medical Corps. 

Wounded. 

Captain T. C. Clarke, R.A.M.C. 

Lieutenant E. C. Lambert, R.A.M.C., attached to the East 
Surrey Regiment. 

Lieutenant R. C. B. Briscoe, R.A.M.C. 

Lieutenant D. St. C. Creighton, R.A.M.C., attached to the 
Royal Field Artillery. 

Lieutenant V. F. Stock, R.A.M.C. 

Lieutenant J. Unsworth, R.A.M.C. 

Captain N. Black, R.A.M.C., attached to the Argyll aud 
Sutherland Highlanders. 

Captain W. T. Smith, R.A.M.C., attached to the King’s 
Liverpool Regiment. 

Believed to have been taken Prisoner at Kut-el-Amara. 

Major E. F. E. Baines, I.M.S. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :_ 

Armourer-Corporal J. O’D. Watson, 10th Battalion Canadian 
Infantry, only son of the late Lieutenant-Colonel J 
Watson, R.A.M.C. 

Lieutenant E. H. Bird, Royal Fusiliers, attached to the Roval 
Flying Corps, second son of the late Dr. A. H. Bird. " 
Lieutenant H. A. Llewellyn, South Wales Borderers, only son 
of the late Dr. J. D. Llewellyn, of Bargoed, South VVales. 
Lieutenant J. J. Ball, Royal Field Artillery, only son of Dr. 

J. B. Ball, of Upper Wimpole-street, London. 

Private C. P. S. Morris, Canadian Infantry, son of Dr. C. E. 
Morris, of London, Ontario. 


Mentioned in Despatches. 

In a despatch received from Lieutenant-General J. C. 
Smuts, Commander-in-Chief of the East African Force, dated 
June 30th, 1916, the names of the following medical officers 
are mentioned :— 


Staff.— Maj. It. T. Brown. R.A.M.C.; Col. (temp. Surg.-Gon ) G D 
Hunter, C.B.. O.M.G., D.S.O.. AM.3.; Lt.-Col. C. A. Johnston IMS ■ 
Lt.-Col. C J. O’Gorman, D.S O., R.A.M.C.; Lt.-Col H G Turner IMS 
Fartdkot Imperial Service Sappers and Miners.— 1st Class Siib- 
Assist. Surg. Mr j i<i Abdul. 

Royal Army Medical Corjys.— Capt. C. V. Thornton. 

Smith African Army Medical Corps.— Capt. S. G Grinsell 
East AJrican Medical Corps— Lt.-Col. A. D. Milne; Capt. J. McP 
Mackinnon ; Temp. Capt. 0. J. Wilson. 

Indian Medical Service— Maj. B. T. Harris; Maj. C. G. Seymour • 
Capt. G. T. Burke; Capt. R. S. Townsend. J y * 

Indian Subordinate Medical Department.— 3rd Class Assist Surtr 

A. R. Emmett. - ‘ 

In a despatch received from General Sir Beauchamp Duff, 
Commander-in-Chief in India, the names of the following 
medical officers are mentioned :— 

. B A-M.C.; Maj. T. B. Kelly, I.M.S.; Lt.-Col. 

L. F. Smith, R.A.M.C. ; Lt. J. S. Townley, R.A-MLC. iT F) - Astdst 
n U R g rh Vt' °» n 80 t’hH : Maj - G - E Cathcart, R.A.M.C.; Lt.-Col! 

B. R. Chatt.flrton. IMS- Pont T rv,,,,.,:.,r it « 


Assist. Surg. A. N. Quick. 

The names of two civilian medical men. Dr. A. Macrae and Dr. J. 
loung, of the Keith falconer Mission, are also mentioned. 


SIDNEY EDWARD PUNCH, L.R.C.P. k S. Irel., 

SURGEON, ROYAL NAVY. 

Surgeon S. E. Punch, who lost hislife on H.M.S. Indefatigable 
in the naval engagement of May 31st, was in his thirty-first 
year and son of the late Philip Edward Punch of Ardfoile, 
Cork. He was educated at Clongowes Wood College, Co. 
Kildare, and Amplefortli College, Yorkshire, and then spent 
five years in his father's office (wholesale tea merchants) 
before entering University College, Cork, as a medical 
student. After studying in Dublin he passed his qualifying 
examination in 1912, 
entering the navy three 
months later. Surgeon 
Punch was good at field 
sports ; he played in his 
University College 
Rugby fifteen and in 
the cricket eleven, was 
fond of sailing, and 
had won prizes in 
diving competitions. 

A senior colleague 
writes thus of Surgeon 
Punch: “Though only 
four years in the Naval 
Medical Service before 
meeting his death, 

Sidney Punch had 
already endeared him¬ 
self to hundreds of 
naval officers and men. 

His was a charming 
personality, always 
cheery—sometimes under circumstances that might well 
depress many another man—willing to help others, a loyal 
and cheerful assistant. He took part in all sports, and was 
ready to take as good as he gave. Punch was, to sum up 
in a single sentence, ‘A good Irishman.’ ” 


HUGH LEIGH NORRIS, M.R.C.S. Eng., L.R.C.P. Lond., 

FLKKTSURGEON, ROYAL NAVY. 

Fleet-Surgeon H. L. Norris, who was lost on H.M.S. 
Indefatigable in the naval engagement on May 31st, was 
son of the late Dr. Henry Edmonds Norris of Charmouth, 
and grandson of Captain Marryat, the famous writer. 
He was educated at Dulwich College and 8t. Thomas’s 
Hospital, qualifying in 1898 and entering the navy in 
the same year. Fleet- 
Surgeon Norris’s 
activities were not con¬ 
fined to his professional 
work, he was an artist 
of some ability, and his 
sketches were of use to 
the service. Following 
in his grandfather’s 
footsteps, he published 
two books, “Rice 
Papers” and “China 
Side,’’ besides contri¬ 
butions to various 
journals, including 
Punch. He was good 
at games, a good 
average football player, 
and devoted to sailing. 

A colleague writes 
of Fleet-Surgeon 
Norris : “ It was on his 
return home from 
abroad, where he had seen active service, and at the 
Royal Naval Barracks, Portsmouth, to which he had been 
appointed, that I renewed my friendship with Norris 
and again enjoyed his genial wit and ready smile and 
the manly qualities which so endeared him to his mess¬ 
mates. By his medical colleagues and patients alike he was 
deservedly held in high esteem, for he possessed a high pro¬ 
fessional knowledge and an intimate comprehension of the 
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bluejacket. Though he had all the sailor's love of home, 
the call of the sea was in his blood, and when, after a brief 
spell of shore service, he was appointed to the Indefatigable , 
he answered the summons with willingness and that devotion 
to duty that had marked his service career. Fallen in action 
now, he leaves many friends to mourn him. The Naval 
Medical Service has lost a valued officer and the navy a very 
gallant one.” _ 

EDMUND HUGHES FLANIGAN. M.B., B.Ch. R.U.I., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant E. H. Flanigan, whose death occurred at 
Belfast, on June 17th, as the result of an illness contracted 
on active service, was the eldest son of the late Mr. Patrick 

Flanigan. Educated 
at Clongowes College 
and University 
College, Dublin, he 
qualified in 1908, and 
after practising for a 
short time in Belfast 
went out to South 
Africa in 1910, where 
he engaged in prac¬ 
tice at PenbaloDga, in 
Southern Rhodesia. 
On the outbreak of 
war Dr. Flanigan 
volunteered for war 
service, and obtained 
a commission in the 
Royal Army Medical 
Corps, being invalided 
home in February last. 

Lieutenant Flanigan 
was a popular figure 
in Belfast, well 
esteemed as an able practitioner, and possessed of a wide 
circle of friends. He married in Sonth Africa Miss Mary E. 
Greenwood, of Grahamstown, who was engaged in nursing 
during the Boer war, and recently on a hospital ship. To his 
widow and friends we tender our sincere sympathy. 


The British Interned Prisoners of War at 
Chateau d'Oex. 

The British chaplain at Chateau d’Oex, the Rev. E. Dudley 
Lampen, M.A., writes as follows :—The improvement in the 
men’s general health even in such a brief period as a fortnight 
is very marked. They arrived at Chateau d'Oex in a pitiable 
condition, utterly worn out. To day many are walking about 
apparently well, although a closer acquaintanceship shows 
that they are still suffering terribly from the effects of their 
wounds and the terrible experiences they have passed 
through. Many of the men state that they have met with 
kindness and skill in German hospitals, and the impression 
gained from talks with them is that both German 
doctors and nurses are humane and have usually done all 
that was possible. On the other hand, the men speak of 
unnecessary pain inflicted by operations conducted without 
anaesthetics, general or local. One man had four major 
operations without chloroform, and no doubt more might 
have been done to relieve pain and to straighten limbs. 
Stories are told of ligaments severed and injuries done in 
hospital to produce permanent lameness. A large number 
of men are suffering from leg and foot wounds, and 
shots through the lungs are frequent; head wounds rarer. 
The use of steel helmets seems to have saved lives. A remark¬ 
able coincidence is that of a man who was shot through the 
lungs, the bullet entering one side through the rib and 
passing out on the other; in the South African War he had 
an exactly similar wound about an inch lower down. One 
of the worst cases is that of blood poisoning. This man was 
ordered to go down a coal mine and work there. He 
refused and was put to work on the coke at the surface. 
A scratch on the arm produced a poisoned wound. He 
applied to the doctor for treatment and was told that he 
could expect no assistance after having refused to work in 
the mine. Later he became so ill that they were obliged to 
take him to hospital where he lay four months. He is still 
in bed here but rapidly recovering with care and good food. 
Many of the soldiers are suffering from nervous strain, due 



to ill-treatment and insufficient food in German camps. A 
man who was constantly trembling said: ‘‘ It’s that barbed 
wire.” The sense of being continually shut in, continually 
watched by a sentinel at every hand, reacts on the men’s 
nerves. It is an immediate relief to them to find in 
Chateau d’Oex a complete freedom from barbed wire and 
sentries. The attempt of the Germans to break the spirit of 
our men has failed, but it has left its mark. For the most 
trivial offences the men were punished. One said he was 
tied to a tree for two hours in the cold. Another told how a 
man was tied to a post head downwards and was only 
released on the indignant expostulations of the other men. A 
number of men are from the notorious Wittenberg Camp. 
They confirm with poignant additions all that has been 
reported in many newspapers. The loss of limbs among 
this contingent is not very noticeable, though there are some 
lacking an arm or a leg. Crutches are being used by about 
50 men. Cases of “gassing” do not seem to have come 
here to any great extent, though there are a few. 

Malnutrition has to account for the bad health of many. 
One man related how in his camp, when they went to bathe 
they hardly dared to look at each other they were so 
emaciated. For the most part the parcels from home 
and from Switzerland were the only suitable food, but it 
is not to be supposed that, in every case where a post¬ 
card was received from the man to say he had enjoyed 
the parcel, he had necessarily been allowed to have it. 
As a punishment for the slightest offence, such as not 
saluting a German officer whom the soldier may. not have 
noticed, the man was told: “ You will not have your parcel 
from home, but all the same you must write the card to say 
you have had it and that you are quite well,” when the 
reverse was the case. If he refused, all his parcels and 
letters were held back for some time. 

A Swiss doctor confidently asserts to us that there 
is good hope of greatly improving the cbndition of 
most of the cases of crippling. No doubt a long time 
has elapsed since some of the injuries were received, 
but all that the latest methods can effect will be done to 
enable the men to recover the use of their limbs. The 
Swiss practice is to get the men as soon as possible into 
the open. Most of the hotels and pensions where the men 
are located are furnished with balconies, where sun and air 
baths can be obtained. So far the weather has been un¬ 
favourable for sun baths, but as soon as summer weather 
comes much benefit is expected from the action of the solar 
rays. Exercise is also encouraged within strict limits and 
under medical supervision. The hotels and pensions are 
divided into sections, each of five doctors taking one of the 
larger hotels and one or more pensions. The food is good, 
plain, and abundant. The following scheme has been issued 
by the chief doctor, reckoned as per man per day (grammes 
where not otherwise stated) : Bread, 400 ; milk, 750 ; meat, 
weighed without bone, 175 ; potatoes or macaroni, rice, 
peas, &c., 100-150 ; soups, 50 ; vegetables, for 10 centimes ; 
cheese or bacon, or sausages of the same nutritive value, 40 ; 
coffee, 8 ; cocoa, 20'; butter, 10-20; jam, 20 ; sugar, 2 pieces. 
The menus are as follows :—Breakfast; Bread, milk, coffee 
or cocoa, jam, butter. Dinner : Soup (500 gm. with 50 gm. 
farinaceous), meat, potatoes, vegetables, coffee (black). 
Supper: Thick soup (500 gm. with 100 gm. farinaceous), 
cheese or bacon, or sausages, macaroni or rice, salad. The 
men are well content with the food, are thriving upon it, 
and their comfort is generally looked after. They occupy 
well-furnished rooms, sleep on box-spring beds, wool or hair 
mattresses, and have feather pillows. Extras, such as 
beef-tea, wine, and brandy, are ordered only by the doctors, 
and are provided by the British authorities at Berne, acting 
through the local civilian committee. 


Tests for the Detection of Malingering 
among Soldiers. 

A correspondent who is mcdecin-en-chef under the French 
Service de SantS of a military hospital in Savoy has recently 
seen a case of croton-oil dermatitis and two of artificial 
abscess, one from turpentine and one from paraffin, in 
soldiers who were not anxious to return to the fighting 
line. In other cases of non-tangible complaints such as 
sciatica and rheumatism, he has suspected malingering but 
has not been in a position definitely to prove it. He sends 
some notes of the latest methods for identifying the pus of 


The Lancet,] 


THE WAR. 


[July 8,1916 81 


artificial abscesses and for the detection of egg albumin in 
nrine, as well as a note on the jaundice caused by the 
ingestion of picric acid. 

Teats for Turpentine and Paraffin in the Pus of Artificial Abscesses . 1 * 

Microchemical tests. —The pus from an abscess caused by turpentine 
or paraffin contains oily globules risible on microscopical examination. 
Just as fats do, these globules reduce osmic acid in presence of Nile 
blue, paraffin a golden yellow, turpentine brownish-yellow. The 
action of the staining agent attains its maximum if we take the 
precaution to deposit it beforehand on the glass side on which the pus 
iB to be spread, by simple evaporation of a drop of the alcoholic solu¬ 
tion : Nile blue 0'20 gm. in 20 c.c. of 96 per cent, alcohol. In contrast 
with the vegetable oils, fatty globules of vaseline or oil of vaseline, 
possibly derived from the dressings, the droplets of turpentine dry in 
the open air. These latter droplets moreover are alone soluble in 
ethylic aldehyde. To a'certain that such i 9 the case we introduce one 
or two drops of aldehyde between the slide ami the cover glass stained 
with Nile blue, watching under the microscope the action of the solvent 
on the tinted drople's. 

Macroscopic reactions —If we treat pus from such an abscess with 
alcohol at 90° (2 c.c. of pus In 5 c.c. of alcohol) any turpentine or 
paraffin therein contained will be dissolved, (a) If to 2 c.c. of water we 
add two drops of the preceding alcoholic solution and one drop of ordi¬ 
nary commercial formol we witness a deep-orown grenadine tint If the 
pus contains paraffin. ( b ) The alcoholic solution (5 to 10 c.c.) poured 
Into a largo quantity of water (450 c.c. i saturated with picric acid when 
shaken leaves on the surface of the liquid droplets or an oily ring 
coloured orange-yellow In the case ot paraffin, colourless in presence of 
turpentine. The 6 mell will enable us to distinguish between turpen¬ 
tine and paraffin, (c) A small quantity of butter of antimony (Sb CI 3 ) 
on a platinum wire, plunged into the air of the recipient, turns 
reddish-brown in presence of turpentine vapour tKibau’s test). 
( d ) Lastly, In a subject who has Induced abscess formation by the 
injection of essence of turpentine the urine often presents an odour of 
violets when passed. 

The Detection oj Egg-Albumin in Urine.* 

Egg-albumin Is often made use of In order to simulate albuminuria. 
A little white of egg is beaten up with plain water and allowed to 
deposit. Only the upper part of the liquid, containing very little 
albumin, is employed. In some instances the malingerer himself 
injects it into the urethra or into the bladder by the aid of an ordinary 
gonorrhoeal syringe. In others he keeps it in a small phial, which he 
hides “ up his sleeve and adds to the urine as he passes it. To deter¬ 
mine the presence of egg-albumin proceed as follows: (1) Take 5 c.c. of 
the suspected urine and introduce right to the bottom of tbe tube, 
without mixing, 5 c.c. of Maurel’s test solution. Should the urine 
contain egg-albumin a precipitate forms, either at once or in the course 
of a few minutes, at the line of junction of the two fluids. On mixing 
the two fluids the precipitate rapidly increases. This gives no pre¬ 
cipitate with aero-albumin. In some rare instances, however, in the 
absence of egg-albumin, we meet with a precipitation ring when the 
urine contains a large proportion of aceto-soluble albumin, albumoses. 
or blood, but on shaking up the precipitate dissolves, or at any rate does 
not increase. A mixture of equal parts of ordinary commercial formol 
and glacial acetic acid behaves like Maurel’s test solution. Maurel's 
test solution has the following composition: Solution of caustic soda 
33 per cent., 25 c.c.: solution or sulphate of copper 3 per cent., 5 c.c. ; 
glacial acetic acid, 70 c.c. 

Biochemical reaction*.— When we obtain a positive reaction with 
Maurel’s solution and the aceto-formol solution, the biochemical reac¬ 
tions of the precipitates must be ascertained in a suitably equipped 
laboratory. With this object in view prepare rabbit anti-ovalbumin 
by the repeated subcutaneous Injection at six days’ interval (six In all) 
of 2 c.c. of pure ovalbumin obtained under aseptic conditions. The 
rabbit blood is obtained by introducing a platinum needle Into the 
marginal vein of the ear. The blood is allowed to coagulate; the 
supernatant serum Is decanted and placed in 5 c.c. ampoules, then 
being placed for half an hour in the warm chamber at 56° C. Tbe test 
is applied as follows: Pour 1 c.c. of the filtered urine into a small 
test-tube (same as used for Wassermann reaction); Introduce 8 drops 
of anti ovalbumin. The drops of serum fall to the bottom of the tube 
and set up a copious precipitate if the urine contains ovalbumin; in 
the contrary event the urine remains clear. The serum must not 
deposit in presence of normal solution or normal urine. These tests do 
not exclude other methods of investigation nor the close observation of 
the subject, washing out the bladder, &c. Sometimes the malingerer 
operates more clumsily, making use of a strong solution of ovalbumin, 
in Iwhich ease the proportion of albumin is necessarily high, with 
numerous threads and colourless globoid masses, easily seen by oblique 
illumination, floating In the urine. 

A Note on Jaundice Caused by the Tngestion of Picric Acid . 3 

Picric acid In the or. an ism is transformed by reduction into picramic 
acid and even into a more advanced derivative, triainlnopbeool and 
others which are eliminated in the urine. It is very uncommon to find 
traces of actual picric acid. In order to form an Idea as to the nature 
of the products eliminated and the duration of the elimination of a 
small quantity of picric acid, just enough to provoke slight jaundice, 
an assistant was good enough to swallow 20 centigrammes of the powder 
in a cachet. Within two hours and a half his urine l>egan to show 
traces of reduction products more advanced than picramic acid. The 
proportion steadily increased, and seven hours after the Ingestion of the 
acid traceaof picramic acid began to appear. On the morrow — i.e., 26 
hours after ingestion—the sclerotics were faintly jaundiced and at the 
same time the urine became pomegranate red. This slight jaundice, 
which might easily have escaped notice, only lasted seven or eight 
hours. The next day the colour of the urine had returned to its 
normal yellow, though a shade darker than usual. In man the elimi¬ 
nation of a large quantity of picric acid may take upwards of 20 days. 
Picramic acid is turned yellow' by strong acids, red by alkalies. The 
pleramates are very soluble In water, whereas picramic acid, very 
slightly so, is readily taken up by organic solvents, especially acetic 
ether, ordinary ether, and chloroform. Picramic acid Is a fast stain 


1 From the Military Analytical Laboratory at Chamberv: Dr. 

A. Hollande. * Ibid. 

3 From the laboratory’ of testing of the Military Hospital Desgenctfes 
at Lyons. 


for wool, colouring It a reddish brown. The colour of picramic urine 
is usually orange-red (pomegranate) varying in depth, sometimes blood- 
red or almost black. Nevertheless, a urine normal in colour may 
contain traces of picramic acid without being red, in which case there 
is usually no concomitant jaundice. Wit h acids the red colour turns 
yellow. For instance, in testing for albumin with aseptol. sulpho- 
salicylic acid, or nitric acid, we get a yellow zone above the acid. 
Picramic urine, normally acid, remains sweet for a long time. In 
neutral or alkaline urine on the contrary the picramic derivatives dis¬ 
appear more or less rapidly, within a few hours, from the urine. It Is 
therefore important to make the examination as soon as possible after 
the emission of the specimen. 

M. de Mithouard has provided us with a very delicate test for traces 
of picric acid, as also of picramic acid and the more advanced reduction 
products. Pour 2c.c. of the suspected urine into a test-tube and 
l’3c.c. of ammonia. Shake and introduce with a draw-n-out pipette 
about 1 c.c. of the ferrous-tartrate test solution (free ferrous sulphate 
2 grammes, tartaric acid 10 grammes, water ICOc.c.) conveying it to 
the bottom of tbe test-tube. At the junction of the two layers we get 
a ring of more or less deep cherry-red colour best seen against & white 
background with the back to the light. When the urine contains more 
advanced reduction products than picramic acid we see below' the red 
ring, from which it is usually separated by a colourless area, a blue 
ring of variable intensity. The diazoreactlon. Invented by Mr. Derricn 
for picramic acid, is less sensitive. Into a test-tube containing 2c c. of 
the suspected urine put one drop of sulphuric acid (25 per cent.) and 
two drops of a 1 in 10,COO solution of nitrite of soda. Heat exactly 
one minute in a boiling water bath, cool under a stream of cold water. 
Add 3 c.c. of ether and three drops of ammonia saturated with 
naphthol. On shaking up, the ether assumes a violet-red colour. If 
we add to picramic urine a solution of Bubacetate of lead, drop by drop, 
shaking well after each addition, at a given moment the precipitate 
assumes a flesh or salmon tint. The addition of chloride of barium 
causes an orange precipitate varying in depth. 

To extract picramic acid from urine in order to affrrd convincing 
evidence of its presence, and at the same time to provide a piice de 
conviction, we proceed as follows : Into a decantation vessel pour about 
100 c.e. of urine, slightly acidified with a few drops of acetic or 
phosphoric acid (for very dark urines 10 c.c. will be sufficient, while for 
yellow urines we must use as much as 150 or 2C0 c.c.), add about 26 c.c. 
of acetic ether, then, having corked the bottle, shake up thoroughly In 
order to dissolve the picramic acid. Set aside, separate the lower liquid 
(if the acetic acid should have formed an emulsion this is broken up by 
adding a few drops of alcohc 1 or by filtering the liquid through a plug 
of cotton-wool). Exhaust tbe urine twice more with acetic ether (Ijc.c. 
each time). The acetic ether, coloured a more or less orange-yellow, is 
filtered, then slowly evaporated in a little capsule with a few Inches of 
woollen thread. To the residue add 5C0 c.c. of water, heat for 10 or 
15 minutes In a boiling water bath or nearly to boiling point. Place 
tbe skein of wool in a little glass vessel, squeeze It, with a glass 
rod against the edge of the recipient and wash with a few drops 
of water. Then wash in plenty of w'atcr, soap well, rinse, and dry. 
Apply the ferrous tartrate and the diazoreactlon test to the liquid left 
in the capsule, mixed if necessary with that in the glass. Part of the 
dyed, dried wool will serve as pitcc de conviction and is annexed to the 
report. Later on, should any doubt remain in the mind of the jury, 
some other expert can discover the presence of picramic acid for 
himself. The rest of the woe 1 is placed in a test tube with 2 or 3 c.c. 
of water and three or four drops of ammonia. On heating, the 
picramic acid dissolves, giving an orange-yellow colour of variable 
depth to the liquid In which the presence of picramic derivatives can 
be revealed by the ferrous tartrate test and tbe diazoreactlon. Acetic 
ether can bo replaced by ordinary ether or chloroform. In some 
instances, especially when the urine is not clear, it is better to clarify 
it by means of a 10 per cent, solution of Courtonne’s liquid (neutral 
acetate of lead) before commencing the test. Or we may add to tbe 
urine 10 or 100 c.c. according to the tinge, a slight excess of chloride of 
barium. The precipitate, washed in a small quantity of water, is 
decomposed by means of a solution of sulphate of soda and a few 
drops of sulphuric acid. Exhaust with acetic acid or ether and 
continue as above. 

Although these may not be the favourite forms of malinger¬ 
ing, if it exists, in this country, the notes are nevertheless 
suggestive of the kind of evidence which it is desirable to 
adduce in these very difficult cases. The number of cases of 
malingering in either the French or the English army has 
been extraordinarily few. _ 


Physical Clinique for Wounded and Disabled 
Soldiers.— This institution has now been opened at 126, 
Great Portland-slreet, W., and was on view last week, when 
it was visited by Queen Alexandra and by the Princess 
Louise. Treatment is entirely free of charge. Every case 
will be examined by a member of the honorary medical staff, 
of whom we gave the names in onr issue of June 24th. 
Medical men who have under their care officers who they 
think would benefit by physical treatment are cordially 
invited to consult the clinique. A complete installation of 
whirlpool baths has been presented, and the committee and 
their friends have contributed some £300. It is estimated 
that a further sum of £3000 is required to meet the initial 
outlay and cover the rent and running expenses for a period 
of 12 months. It is specially hoped that a donor may be 
found for the mechanical apparatus which has cost about 
£190 and excited a considerable interest among the visitors 
last week. 

Books for British Prisoners Abroad.— 

Regimental care committees and relatives and friends of 
British prisoners of war will do them a good service by 
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bringing to the notice of the interned in their letters to 
them the fact that, if they are desirous of carrying on 
serious reading, they can obtain free of charge educational 
books on almost any subject by writing to Mr. A. T. Davies 
at the Board of Education, Whitehall, London, S W. To 
facilitate the despatch of parcels and books and, if possible, 
the organisation of an educational library in every camp, 
all applications for books should, as a rule, be sent through, 
or endorsed by, the senior or other responsible British 
officer or non-commissioned officer in the camp. Where for 
any reason (which should be stated in the application) this 
course is impracticable requests from individual prisoners 
will as far as possible be acceded to. 

Ambulance Gifts to the Red Cross. — A 
convoy of motor ambulance cars which have been purchased 
with part of £40,030 subscribed by the members of Lloyd's 
and presented to the French army were inspected by the 
King at Buckingham l’alace on June 2ith. The convoy 
includes 20 ambulances, two reserve ambulances, a travelling 
workshop, and a staff car. Another convoy purchased by 
the British Sportsmen's Motor Ambulance Fund was inspected 
on the same day by Queen Alexandra at Marlborough House, 
and a r terwards handed over to the Wounded Allies Relief 
Committee. On June 27th the King inspected 25 motor 
ambulances presented to the Red Cross Society by 
brewers. Owing mainly to the efforts of a little girl, the 
daughter of a Burnley miner, a fully equipped ambulance 
has been presented to the Red Cross. The money has 
been collected from the workpeople of Burnley mostly 
in pennies, and totalled over £1100. In making an inspec¬ 
tion of the ambulance on June 29th at Marlborough House, 
Queen Alexandra remarked that the efforts of the little girl 
supplied a useful object lesson to any who because they could 
not do very much might be discouraged from doing anything. 
Other recent gifts to the Red Cross include a fully equipped 
motor ambulance by the Amalgamated Society of Watermen, 
Lightermen, and Bargemen.—During the first five months of 
the present year Mme. Clara Butt has raised £5365 for the 
Red Cross Society and the Order of St. John. 

Dental Motor Ambulances.— The London 

Committee of the French Red Cross have sent to the front 
three dental ambulances, one presented by Miss Kathleen 
Woodburne, of Leeds, another by the city of Glasgow, and a 
third by a group of manufacturers of dental requisites. A 
qualified dental surgeon will be in charge of the ambulances 
and the chauffeur of each car will be a dental mechanic. 

Marylebone Medical War Committee.— At 

a meeting of the registered medical practitioners of the 
borough of St. Marylebone held on June 26th, the number 
of the new Local Professional Committee was fixed at 15 
with power to coopt up to 20. The following candidates 
were elected—namely, Dr. E. A. Boyd, Dr. G. Blacker, 
Mr. IV. McAdam Eccles, Mr. N. Bishop Harman, Mr. B. F. 
Hartzhorne, Mr. R. Lake, Dr. W. H. Neale, Mr. J. Irwin 
Palmer, Mr. J. Pollard. Dr. E. Tait Robinson, Sir Ronald 
Ross, Dr. D. Roxburgh, Mr. W. G. Spencer, Dr. Seymour 
Taylor, and Dr. R. H. Wilbe. The committee was authorised 
to fill vacancies occurring at any time, subject to the approval 
of the Central Medical War Committee. 

Grants for Belgian Prisoners.— The Wounded 
Allies Relief Committee has arranged for two special grants 
to be made to the Committee for the Relief of Belgian 
Prisoners in Germany. These grants will benefit not only 
sick and wounded Belgian prisoners in Germany, but also 
those interned in Switzerland. 


The Carnegie Trust in Ireland. —Reference 
has been made in The Lancet to the investigation being 
conducted in England by Professor E. W. Hope on behalf of 
the Carnegie United Kingdom Trust. A similar investiga¬ 
tion for Ireland has been entrusted to Dr. E. Coey Bigger, 
medical inspector of the Local Government Board. A circular 
letter outlining the proposed scheme, and asking for informa¬ 
tion on certain points, has been addressed by the Local 
Government Board to the several local health authorities. 
The outline of the scheme covers the following points: 
Organisation of house visiting, particularly of expectant 
mothers and of young children ; the establishment of 
maternity centres; the provision of midwifery facilities; 
and the maintenance of day nurseries. Local health 
authorities are invited to cooperate as far as possible with 
local associations and local philanthropic efforts. 


Unreal Jtetos. 

University of Manchester.— The Graduation 
Ceremonial took place on July 1st. From the annual state¬ 
ment of the Vice-Chancellor we learn that 1300 past and 
present members of the University are serving with 
II.M. Forces in the war or engaged in approved war service. 
The number of students who have withdrawn to join the 
Forces or render national service during the present session 
is 160. Adding these to the 230 who had previously with¬ 
drawn, this gives a total of 390 students on military, naval, 
or other service. There are 52 members of the teaching 
staff with military or naval duties, while 26 members of the 
medical staff are members of the U.A.M.C. Tiie number of 
past and present students who have been killed in action, or 
who have died through the war, or who are reported 
as “missing” has now reached 90. The number of 
students in the Faculty of Medicine in 1915-16 was 281, as 
compared with 256 in 1914-15, and 305 in 1913-14, while in 
all faculties iu 1915-16, the number was 1165, as compared 
with 1415 and 1654 in the previous two years. There are 
now 67 women in the Faculty of Medicine. As the number 
of men students has been largely reduced owing to the war. 
it is estimated that the number of men students next session 
may not exceed 375, including technology. A gift of £50 has 
been made by an anonymous donor for an entrance scholar¬ 
ship in the Faculty of Medicine of £25, tenable for two years. 
A considerable number of degrees were conferred in absentia. 
In the Faculty of Medicine the degree of M.D. was conferred 
in absentia on Lovel Moss and William Stirling, jun., both 
of whom are on active service abroad. 

At examinations held recently the following candidates 
were successful 

Final M.B. and Ch.B. 

J. H. Albinson, H. Chadwick. It. Chevassut, W. Christopher. R. 
Colley. W. C. C. Easton, *K. W. Fish. Eva L. Glasler. G. Lapage, 
R. L. Newell, F. C. Ormerod, Nesta H. Perry, Dorothy Potts, and 
G. B. Wild. 

forensic Medicine and Toxicology.—Q. E. Archer, Alice M. A. 
Arnold. Mercy D. Barber, W. T. Gr. Boul, Hilda K. Brade, Frances 
G. Bui lough, C. F. J. Oarruthers, Kathleen L. Cass, Ruth E. 
Conway, J. Holkcr, N. Kletz, E. N. P. Martland. J. A. Panton* 
R. S. Paterson, A. B. Platt, Elizabeth C. Powell, J. Shloaberg, 
D. M. Sutherland, and H. Taylor. 

* Awarded distinction in Surgery. 

Third M.B. and Ch.B. 

Pharmacology and Therapeutics and Hygiene.— N. Abdoh, T. H. 
Almond, Sybil Bailey, T. Colley, S. E. Orltchley, F. L. Heap, A. N. 
Kirkham, J. Mills, Kathleen O’Donnell. Harriet K. L Reid, 
Norah H. Schuster, L. J. Schwartz. Marie Wardraan, and F. L. 
Whincup. 

Hygiene.— Mary G. Cardwell. Ellis Plgott, H. T. Savage. V. T. 
Smith, and G. R. Wadsworth. 

Diploma in Dentistry (Final Examination). —G. P. Anderson, B. C. 
Betts, 8. K. Gibson, R. D. Hanklnson, H. Masters, and G. C. 
Royley. 

Denial Surgery, Dental Prosthetics, and Operatise Dentistry.— T. F. 
Healey. 

Royal College of Surgeons of Edinburgh.— 

At the recent Dental Examinations just concluded the 
following candidates passed the First Dental Examination : — 
Euphenha Ross Macdonald and Leonard Lee Isaacs. 

The following passed in the subject of Chemistry and 
Physics:— 

Gilbert Dilworth and Wycliffe Hoghton. 

At the same diet the following candidates passed the 
Final Examination and were granted the diploma L.D.S. 
R.C.8. Edin.:— 

Duncan Macgregor, Edinburgh; Sampson Mathews Anderson, 
Co. Antrim; and G. Jacobus Buyers, South Africa. 

University of Durham : Faculty of Medicine. 
—At examinations held recently the following candidates 
satisfied the examiners:— 

First Examination tor the Degree of Bachelor of Medicine. 
Elementary Anatomy and Biology, Chemistry , and Physics.—John 
Edmund Basham.' Walter Nigel Crowe. Eric Cresswell Dagger. 
Samuel Whately Davidson. Edgar Reginald Dingle. KateGray. Mary 
Louise Griffiths, Geoffrey Arthur Haydock, Margaret Barbara 
Herbst. William Ewan Douglas Hodgson, Dorothy Holmes (second- 
class honours), Harold Holtby, Leonard Hunter. Henry Norman 
Clarence Jaffe (second-class honours). Edith Catherine Morris 
Jones (second-class honours), Thomas Hobson Kirk, James Joseph 
Laydon, Malik Abdur Rahman Mansoor, George McCoull. Maurice 
Myers (second-class honours), Thomas Swinnoe Severs, Joseph 
Silverston. Rev. James Stonehouse, Kathleen Mary Weldon 
Watts, Arthur Guy Weston, and Athelstan Woodman. M.A. 

Second Examination for the Degree of Bachelor of Medicine. 
Anatomy and Physiology —Charles Nathaniel Armstrong (second- 
class honours), Paige Canney Arnold (second-class honours)- 
Dorothy Olga Sutherland Blair, Ernest Dewar Charles (second- 
class honours), William Devcreux Forrest, Eskander Glrgis, Mary 
Isabel AUejme Grimmer. John Hetherlngton, George Hurrell. 
Louis Lavine, Robert Sanderson, Robert Paulin Wanless, and 
Angus Hedley Whyte. 
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Third Examination for thk Deqrkk of Bachelor of Medicink. 

Materia Medica, Pharmacology and Pharmacy: Public Health; 
Medical Jurisprudence : Pathology and Elementary Bacteriology.— 
Ewart Gordon Anderson (second-class honoursi, Wallace Alexander 
Freedman (second-class honours), John Gilmour (second-class 
honours). Mary Kathleen Henegan, William Arthur Jaques, 
Phyllis Marriott, Bertram Sergeant, and William Edward Mandall 
Wardlll 

Examinations for ihe Licence in Dental Surgery (L.D S ). 

First Examination : Chemistry and Physics. — William Alfred Cowden. 

Second Ezaminatioi : Dental Mechanics and Dental Metallurgy.— 
Arthur Ernest Murr» 3 ' and Fred Wilkinson. 

Third Examination: Anatomy, Physiology, and Histology, Denial 
Anatomy , Dental Histology , and Dental Materia Medica.— Wilfred 
Phillipaon Spence. 

The Oxford Ophthalmological Congress.—A s 
already announced, this Congress will assemble next Wednes¬ 
day at Keble College, Oxford, and the two following days will 
be devoted to addresses and discussion. Ophthalmological 
instruments and apparatus will be exhibited in the 
anatomical department of the University Museum. The 
honorary secretary of the Congress is Mr. Bernard Cridland, 
Salisbury House, Wolverhampton. 

West London Medico*Chirurgical Society.— 
The annual general meeting of this society will be held at 
the West London Hospital, Hammersmith, on Friday, 
July 21st, at 5 p.m., when the annual report of council and 
the financial statements of the treasurer aud of the editorial 
secretary will be presented and the officers elected for the 
session 1916-17. 

Literary Intelligence.—D r. T. N. Kelynack is 
editorially supervising a guide to public and personal service 
in war time which is to be issued shortly by Messrs. John 
Bale, Hons, and Danielsson under the title of “ Pro Patria." 
The book will describe the chief organisations and institu¬ 
tions which are engaged in war work, and will include a list 
of Red Cross hospitals. 

The London Insurance Committee and 
Illegible Prescriptions.— One of the cases of complaint 
against medical men on the London panel investigated by 
the Medical Service Subcommittee and reported upon to the 
Insurance Committee at a recent meeting had an element of 
novelty. The attention of the Subcommittee was called by 
the father of an insured patient to a prescription furnished 
by the medical practitioner in question which was abso¬ 
lutely illegible. As a consequence it could not be dispensed, 
and was forwarded to the Committee’s office, whence a 
telegram was sent to the practitioner who eventually rectified 
the matter. Through this the i»atient was without medicine 
for three days. Of the illegibility of the prescription there 
was no question. The Subcommittee reported that its 
medical members could not decipher either the-name of the 
patient or of the practitioner, nor could they determine any 
of the drugs which the practitioner wished to be employed. 
As an explanation he stated that his handwriting was never 
clear, and that he had either written tbe prescription in a 
bad light or his pencil had failed him. He also stated that 
he constantly Buffered from heart attacks which were apt to 
render his writing worse. The Subcommittee went into the 
question thoroughly, calling for other prescriptions in order 
to compare them, one of which the practitioner was asked to 
interpret. He said tliat it ordered Lotio Plumbi, but it was 
found that the druggist who had been asked to make it 
had read it as Mistura Senega; L.I.P. This must have 
seemed serious enough to the Subcommittee, but it was 
rendered even worse by the practitioner's admission that 
Mistura Senega? L.I.P. was what he had in fact intended the 
patient to obtain. The prescription which formed the 
subject of the inquiry he said was for Mist. Gent. L.I.P., but 
when his attention was called to the fact that there are 
three gentian mixtures in the London Insurance Pharma¬ 
copoeia he said that he meant to order Mist. Gent. Co. 
It was therefore clear that even he could not read his 
handwriting. As a result the Subcommittee recom¬ 
mended that the medical man should be severely censured 
and cantioued. It may be uot^d that tbe Insurance Com¬ 
mittee had ordered the inquiry to be held in spite of the 
complaint having been withdrawn bv those entitled to make 
it. In the course of its report upon this case the Medical 
Service Subcommittee made the observation that medical 
practitioners should write prescriptions in such a manner as 
to enable them to be read without difficulty by tbe chemists 
to whem they are presented. ‘ It might be added to this that 
had or careless writing may, either through the delay occa¬ 
sioned or through a misinterpretation on the part of the 
dispenser, be responsible for serious results, and that, leaving 
the welfare of the patient out of consideration, the risk of an 
action for negligence beiDg brought is not one to be despised. 
In the case under comment the Subcommittee also remarked 
with regard to the alleged state of the practitioner’s health 
that it might be “ one of the causes of the extraordinary pre¬ 
scriptions which he seems to issue from time to time. 1 ’ Here 
again, in addition to the riBk to the patient, there must neces¬ 
sarily be danger of serious consequences to the practitioner. 


South London Hospital for Women.—T he new 

in-patient department of the South London Hospital for 
Women at 103, South Side, Clapham Common, was formally 
opened by the Queen on Tuesday last, and is expected to be 
ready for patients in a few weeks’ time. The hospital, which 
was instituted in 1912 as a general hospital for the treatment 
of women aud children, is designed to accommodate 80 
patients, and includes paying wards where a fee of £1 Is. 
to £3 3s. a week will be charged. The general wards are all 
cross-ventilated single wards, each isolated from atmospheric 
connexion with any other part of the hospital. Arrange¬ 
ment for open-air treatment is secured by forming all roofs 
as flats and attaching balconies toall the wards. In the wards 
themselves natural ventilation is relied on, with extract and 
inlet flues, and arrangements for additional electric fans if 
required later. Both the interior and exterior finish to the 
entire hospital afford impervious surfaces capable of being 
washed down. An out-patient department has been in 
existence at Newington Causeway since April, 1913, two 
houses having been adapted for the purpose. The hospital 
has been built at the expense of anonymous donors. 
It is officered entirely by women, the only male 
employees being the engineer-in-charge and the stoker. 
The medical staff includes, Mrs. Scharlieb, M.D., M.S. 
(Consulting Surgeon), Miss M. H. Fraser, M.B., B.S. (Phy¬ 
sician), Miss M. M. Chadburn, M.D., B S. (Surgeon), Miss 
A. M. Roberts, 31.D., B.S. (Ophthalmic Surgeon), MissE. H. 
Lepper, M.B., B.S., Miss I. Pulteney, M.D., Miss M. G. 
Thaekrah, M.D., B.S. (Assistant Physicians), Miss J. H. 
Turnbull, M.D., B.S., Miss E. Davies-Colley, M.D., 

F.R.C.S. (Assistant Surgeons), Miss C. Bernard, M.A., 
L.M.S.8.A. (Radiographer), and Miss G. Brooks, M.B., B.S. 
(Anaesthetist). _ 


|)arlkmcittaqr Intelligence. 

HOUSE OF COMMONS. 

Wednesday, June 28th. 

Dublin Castle Hospital. 

Answering Mr. Ginnell, who asked questions about 
Dublin Castle Hospital, Mr. Tennant (Under Secretary for 
War) wrote: The ventilation carried out by nine large 
windows aud two doors is quite ample, irrespective of the 
height of the ceiling. Daily outdoor exercise for prisoner 
patients has not been curtailed. Each patient capable of 
walking gets one hour’s exercise daily. The time is deemed 
sufficient by the visiting medical staff. The hours allotted 
for visitors to 8inn Feiu prisoners have not been restricted 
and are similar to those allowed for visitors to wounded 
soldiers. Tbe Sinn Fein prisoners are in every wav treated 
from the point of view of accommodation, medical attend¬ 
ance, and food in exactly the same way as are the wounded 
soldiers of the British expeditionary forces, for which 
purpose Dublin Castle Hospital was instituted. 

Thursday, June 29th. 

Sick and Wounded Soldiers. 

Mr. King asked the Home Secretary whether during the 
last two months any more lunacy institutions had been 
banded over in part or entirely for the accommodation of 
soldiers or sailors.—Mr. Brace (for Mr. H. Samuel) 
replied: The Northampton County Asylum, Berrywood, 
and the remainder of the Middlesex County Asylum] Naps- 
bury. were handed over for the accommodation of sick and 
wounded soldiers on April 30tli and May 14th respectively. 

Mr. King asked the Under Secretary for War whether it 
was in contemplation to takeover from asylum authorities 
any further accommodation for uncertifiable nerve-shaken 
soldiers or sailors who were in consequence to be placed, as 
iu the Middlesex county asylum, under asylum manage¬ 
ment.—Mr. Tennant answered : No. Sir. 

Consent to Surgical Operations. 

Mr. Chancellor asked the Under Secretary for War 
whether a man who had been passed into the array suffering 
from a disease believed to be curable by a surgicai operation 
could, while in the Army, be forced to undergo such opera¬ 
tion without his consent.—Mr. Tennant replied : The man’s 
conseufc is always obtained before an operation is performed 
on him. 

Mr. Snowden : In the case of a minor is tbe consent of the 
parent necessary?—Mr. Tennant: In that case I think 
recourse would be had to the parents. 

lie-examination of Rejected Recruits. 

Mr. Hoggk asked the Under Secretary for War why the 
War Office had ordered 300,000 copies of Army Form W 3299, 
and whether it was their intention to use them in reoalling 
men already rejected on previous occasions as medical I y 
untit, or whether the War Office still adhered to the pledge 
given by him on May 24th.—Mr. Tennant answered : It is 
the intention of the 3Var Office to use Army Form W 3299 
for the purpose of calling up for re-examinatiou those men 
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who, under the instructions issued, are liable to be sum¬ 
moned for medical re examination. There is no ground for 
the suggestion that anything inconsistent with what I said 
on May 24th will be done. It is very difficult to say what 
number will be called up, and there iB no means of 
ascertaining it. 

Exemption* to Dentist*. 

Mr. Paget asked the Under Secretary for War whether he 
had seen the resolutions passed by the borough of Cam¬ 
bridge deprecating the action of the military authorities in 
withdrawing dentists from the practice of their profession 
and putting them to do the work of ordinary soldiers ; and 
what was the policy of the War Office in the matter.—Mr. 
Tennant wrote in reply : I have not seen the resolution to 
which the honourable Member refers. Claims for the 
exemption of dental surgeons whose services the principal 
medical officer considers indispensable have been assented 
to conditionally on their services with the troops being con¬ 
tinued. In other cases dentists have recourse to the tribunals 
in the ordinary way. A decision by the Central Tribunal in 
a recent case has been circulated to tribunals. In this case 
the dentist was granted exemption conditionally on his 
remaining in his present occupation. The following was 
added : “ The Central Tribunal, from evidence submitted to 
them, are impressed with the danger of further reducing 
the number of registered dentists now in this country. 
Whether any particular dentist should be granted exemption 
must obviously depend to some extent upon the requirements 
of the place in which he practises, but they are inclined to 
think that unless it be shown that his services are not 
required, he should be granted exemption. Similar con¬ 
siderations apply to the mechanics on whom dentists depend 
for the efficient performance of their work.'' 

Treatment of Tuberculosis in Poor-houses. 

Mr. Currie asked the representative of the National 
Insurance Commissioners whether the practice which at 
one time caused dissatisfaction in Scotland of treating 
tuberculosis cases in poor-houses was now entirely forbidden 
as regards both soldiers and civilians; and whether the 
public might rely upon no reversion to this practice being 
permitted.—Mr. Charles Roberts said in reply : No such 
arrangement as is indicated in the question can be made 
by insurance committees under the National Insurance 
Acts. If the honourable Member will furnish me with 
further information as to any specific case which he mav 
have in mind, I shall be glad to make inquiry. 

Work of the Hoard of Control. 

Mr. KING asked the Under Secretary for the Home Depart¬ 
ment whether the five Lunacy Commissioners now employed 
entirely on lunacy work were found sufficient for all the 
requirements of the Lunacy Acts, seeing that 14,000 beds 
had now been removed from lunacy jurisdiction.—Mr. Brace 
answered: The work of the Board of Control has been carried 
out by the Commissioners working long hours, and at the 
expense of their usual vacation, by the assistance given to 
them by one of the honorary Commissioners, and by special 
arrangement of their work of a temporary nature. 

Mr. King : In any further reduction will it be observed 
that at least the legal members of that Commission or the 
Board of Control will not be reduced in their capabilities and 
numbers?—Mr. Brace : I think that the honourable Member 
may depend upon the Home Office doing that. 

Non-poisonous Dope in Aircraft Factories. 

In the course of the debate on the Home Office Estimates 
in Committee of Supply, Mr. Brace (Under Secretary for 
the Home Department! said: The troublesome question of a 
non-poisonous dope in aircraft factories is a matter on 
which the Home Office has been much disturbed. Wehavehad 
to answer questions in this House in regard to women and men 
whose lives have been taken because of their having to work 
this poisonous dope. The dope question affects not only the 
Home Office, but also, and more particularly, the Admiralty 
and the War Office. I am glad to be able to say that as a 
result of communications between the Home Secretary 
and the Ministers of those two departments we at las’t 
see our way to having a non-poisonous dope sufficient and 
effective for all purposes for aircraft, whether for sea 
work or for work on land. I am hoping that within 
a few weeks from now’ the poisonous dope which has 
been in use and has been so deadly to the workers 
will be a thing of the past. The Home Office has 
been continually pressing for the best ventilation, for 
greater precautions, and for everything in the shape of pre 
cautionary measures that would make work upon poisonous 
dope less dangerous. But we have felt all along that the 
real solution of the question was a non-poisonous dope. It 
has been a very difficult problem. The three departments 
concerned have been working together, and as a result 
1 think the noble lord who brought forward this question 
(Lord Henry Cavendish-Bentinck) may take it for certain 
that within a very short time all this danger will be removed 
and the workers in our aircraft factories will be able to go 
about their employment with infinitely less danger to life 
and health than has hitherto been the case. 


Monday, July 3rd. 

Nervous Cases in the Navy. 

Answering Commander Bellairs, who asked questions 
about the measures being taken to deal with cases of acute 
mental and nervous breakdown in the navy, Mr. Macnamara 
(Secretary’ to the Admiralty) wrote : The treatment of all 
cases of mental and nervous breakdown is undertaken in the 
three large base naval hospitals at Chatham, Haslar, and 
Plymouth. A medical officer who has made a specialty of 
such cases is detailed to each hospital, and he has so many 
beds allotted to him as is necessary. The treatment adopted 
is not to collect these cases in one ward or one building, 
but to separate them from each other, as far as possible 
treating them with other general cases of illness. So far 
this method of treatment has been followed by favourable 
results, but the number of cases of this type from the Fleet 
is not sufficiently large to enable more’than a probable 
estimate of its value to be formed as yet. Later on it is hoped 
a detailed report of the results obtained will be of value. 

Time-expired Men of the Royal Army Medical Corps. 

Mr. Watt asked the Under Secretary for War whether he 
was aware that time-expired men of the Royal Army Medical 
Corps on offering themselves for re-enlistment were being 
told that they could not be reinstated in that corps, and were 
being relegated to rifle battalions; would he say whether 
this was done with the sanction and concurrence of his 
department; and why, in the interests of economy, the train¬ 
ing of such men was not utilised.—Mr. Tennant answered : 
It would be in accordance with the principle which has been 
frequently urged in this House that any single man in the 
Royal Army Medical Corps fit for general service should be 
transferred to the infantry to make way for the older married 
men. who would rightly be given a preference as regards less 
exposed service. Such transfers would not, of course, be 
made if they involved dislocation of the service from which 
the transfer was made. 

Tuesday, July 4th. 

Proposed Abolition of Certifying Surgeons. 

The House considered on second reading the Police, Ac. 
(Miscellaneous Provisions), Bill, one of the clauses of which 
proposes to abolish the system of reports on accidents in 
factories and workshops made by certifying surgeons. 

Mr. Herbert Samuel (Home Secretary), in moving the 
second reading, said that he understood that there waB con¬ 
siderable opposition to this clause affecting the position of 
certifving surgeons. It was not proposed to abolish all the 
functions of these medical men. They would still be called 
upon in respect of health work in connexion with children, 
cases of industrial poisoning, and the periodical examination 
of workers in dangerous trades. The only point with which 
the clause dealt was the abolition of the reports which the certi¬ 
fying surgeons had hitherto made in reference to the deaths 
or injuries caused to workers by certain classes of accidents. 
With regard to about one-third of the whole number of 
accidents, the law required that the occupier or Borne other 
person in charge of the factory should report both to the 
factory inspector and the certifying surgeon. The latter 
made a report stating the nature of the accident, and for 
these reports a sum of £12,500 per auuum was paid in fees. 
The onlv duty of the certifying surgeon in this regard was 
to examine the workman and to certify that he had sustained 
such and such injuries. He had nothing whatever to do with 
the cause of the accident or how its recurrence could be 
prevented. What the Home Office really needed in this 
connexion were not men with medical knowledge, but rather 
men with mechanical knowledge. These reports made by 
certifying surgeons were found in practice not to save the 
factory inspector any work at all, but rather to increase the 
clerical work and to be a hindrance rather than a help. 
During the course of the year more than 50,000 of these 
reports were made by certifying surgeons, and nearly always 
they were mere duplicates of the report of the occupier of 
the factory. He would not dream of acquiescing in any 
change in the law which would weaken the safeguards of the 
worker. On the contrary, he held they must do everything 
possible to make industry more safe. But the point was 
that they did not want doctors but more factory inspectors 
with technical knowledge. A Special Committee which had 
sat in 1911 on this subject had unanimously reported that 
these reports were useless duplications and might with 
advantage be abolished. He had received no representations 
against this proposal from the representatives of organised 
labour, except from some local branches of the Lancashire 
cotton trade. The Transport Workers’ Federation had 
expressed themselves satisfied with the proposals. The only 
opposition came from the doctors themselves. They were a 
highly organised profession, and whenever there was any 
proposal which touched their interest they were very ready to 
approach the House of Commons. The present time, when 
there was a great dearth of doctors in the country, was an 
opportune time to bring forward this proposal. 

Sir H. Craik ; Does the Bill deal only with the period of 
the war? 
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Mr. Samuel : No, it does not apply only for the period of 
the war. It applies permanently. " Continuing, the right 
honourable gentleman said that’ the Retrenchment Com¬ 
mittee had also reported in favour of the abolition of theBe 
reports. He did not know how any Member of the House 
could support their retention. They were not worth the 
expenditure that they incurred, and he could not continue to 
ask the Treasury for the £12,500 per annum which they 
cost in the existing circumstances. 

Sir H. Craik said he was unwilling to delay a Bill of this 
kind which was an emergency measure. But lie was afraid 
the arguments of the Home Secretary had not persuaded 
him that this proposal was justified. He would be the last 
to oppose any serious proposal for retrenchment, but really 
they ought to cultivate a sense of proportion. He did not 
think that the money involved was great enough to induce 
certifying surgeons to raise an opposition from one end of 
the country to the other against this proposal. He believed 
that there were only about 100 surgeons who had anything 
like considerable pay out of the annual sum of £12,500. 
About 1900 out of the 2000 surgeons only received mere 
pittances in fees for the work they did. These were not 
salaried officers. Certain pay was given for doiDg certain 
work. He did not think it was fair to raise a question which 
had been the subject of dispute for years in an Emergency 
Bill. In 1901 and 1905 legislation of a similar kind was 
attempted and had to be abandoned because of the opposi¬ 
tion of the working classes. There was not a single repre¬ 
sentative of the medical profession on the Committee to 
which the Home Secretary had referred, nor was a single 
medical witness called before that Committee, 

Mr. Samuel : Oh, yes. 

Sir H. Craik said that the certifying surgeons had dis¬ 
tinctly informed him that they were not asked to give 
evidence on the subject. The certifying surgeons considered 
the professional aspect of the matter as more important than 
the monetary consideration. They were intimately ac¬ 
quainted with the workers and the accidents to which they 
were liable, and it was because they wanted to do their best 
for the workers and had deep sympathy with them in their 
work that they desired that this part of their work should 
not be taken away from them. He hoped that the Home 
Secretary would withdraw the obnoxious clause on the 
Committee stage. 

Mr. Tootill said that it was very desirable to effect 
retrenchment in the Departments of the State, but this 
should not be done where it was likely to interfere with the 
protection and safeguards, which ought to be strengthened 
rather than weakened, in reference to the working classes of 
the country. In taking up this position he was not animated 
at all by any kind of interest in the certifying surgeons. 

Sir P. Magnus said he did not desire to oppose the second 
reading of the Bill, and he would reserve his additional 
arguments in favour of the retention of these duties by the 
certifying surgeons until the Committee stage. 

Mr. Walsh said he doubted whether trade unionists all 
over the country had been aware that this clause was to be 
forced. For his part, he would see that they were put into 
possession of the facts before the Committee stage. 

Mr. Brace (Under Secretary to the Home Department; 
said he was very surprised at the heat which had been 
developed in the debate and at the suspicion under which the 
Home Office lay because of this clause in the Bill. They 
were introducing this proposal because they held that it was 
an essential and necessary reform in war time or any other 
time. In 1914 the total number of accidents notified 
amounted to 159,413, and the number which were also 
notified by the certifying surgeons was 52,563, or less than 
one-third" of the total accidents. He had examined 
hundreds of these reports, and in most cases he found 
them exactly the same as the report which the factory 
inspector se’nt in based on information supplied by 
the employer. If he thought for one moment that 
the abolition of these reports would introduce danger 
to the health of life or limb of the factory workers he would 
not bring forward this proposal. What were needed were 
more factory inspectors with technical knowledge, and if 
they were to have a higher standard of medical inspection 
the’ Home Office would prefer to have full-time medical 
inspectors rather than this system of certifying surgeons 
which at present existed. 

Mr. Aneurin Williams took objection to the proposal 
to abolish certifying surgeons. The certifying surgeon had 
important functions to perform and important information 
to obtain. He often reported on what should be done to 
prevent similar accidents recurring in the future. There 
was certainly a small percentage of cases in which further 
precautions were required. The certifying surgeon was the 
man on the spot first after the accident, anil he was the mau 
who saw the patient. It was not mechanical accidents 
with which these medical men had to deal. They had to 
deal with chemical and electrical accidents. Who was better 
able to form an opinion about a man who had been gassed ? 
The certifying surgeon constituted, as it were, the sieve 
through which thousands of accidents passed, and the 


inspector judged on the reports whether a visit from him 
was necessary or not. The substantial services rendered in 
this respect should not be abolished until there was some¬ 
thing to put in their place. It was remarkable that no 
private Member who bad spoken had supported the 
proposal in the Bill. 

Mr. Bartley Denniss considered that the economy 
involved in the abolition of certifying surgeons was very 
mistaken. This attempt to alter a state of affairs which had 
prevailed for 70 years was being made at a time when 
accidents were more frequent than they had been before the 
war. Inexperience and fatigue were the causes of most of 
the accidents. There were more dangerous trades at present 
in operation than before. Yet it was proposed to cnt off the 
certifying surgeon, and at a time when there were not 
enough factory inspectors. 

Mr. Whitehouse protested strongly against the abolition 
of certifying surgeons. 

Mr. Goldstone remarked that these medical men were 
a guarantee that accurate reports were sent in by the 
emplovers. 

Mr. H. Samuel said that he still thought that large 
numbers of the reports of certifying surgeons were valueless, 
and he certainlv would not have proposed their abolition if he 
thought that they were useful. The Home Office was 
retaining the certifying surgeons’ work which dealt with 
certificates of fitness, dangerous trades, and industrial 
poisoning. He agreed that there was something to be said 
for certifying surgeons still being used in special cases. 
There was a desirability of having reports from medical 
men where it was a case of septic poisoning or of 
gassing or a case resulting from some deleterious 
chemical substance. He had contemplated arranging for 
medical reports in theBe cases. He had been impressed 
by the debate, and he was sure that much had been said 
under misapprehension. He would give further considera¬ 
tion to suggestions which had been made. He would put 
down an amendment for the Committee stage which he 
thought would meet the views of some honourable Members, 
and which while eliminating wasteful expenditure would 
endeavour to continue the work of the certifying surgeons 
where even in a limited number of cases it was likely to be 
useful to the factory inspector, and also in dangerous cases. 

The Bill was then read a second time. 

Wednesday, July 5th. 

German and Austrian Medical Men. 

Mr. George Faber asked the Home Secretary how many 
German and Austrian medical practitioners, naturalised and 
enemy aliens respectively, there were at present in this 
country; and whether any, and if so how many, of either 
class were interned.—Mr.' Herbert Samuel replied: This 
information is not available, and could not be obtained 
without- very great labour. The number of German and 
Austrian medical practitioners left in this country is small, 
as there was an arrangement for mutual repatriation at the 
beginning of the war. 


appointments. 


Successful applicants for vacancies. Secretaries of Public Institutions , 
ana others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Hill, P. E., Colonel, A.M.S.T. (Ret.), haa been appointed by the 
Western Command Medical Officer in charge cf the German 
Prisoners’ Working Camp at Crlckhowell. 

McMahon, A. D., M.B., B.Ch. R.U.I., Temporary Tuberculosis Officer 
for Sunderland. 

Murray. J. J., M.E., B.Ch. Belf., Dispensary Medical Officer, Down¬ 
patrick. 

fanuttits. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Alton, Hants, Lord Mayor Treloar Cripples’ Hospital.— 
Assistant Resident Medical Officer. 

Bedford County Hospital.— House Surgeon, unmarried. Salary 
as arranged, with board, Ac. 

Bethnal Green Infirmary.— Medical Superintendent, Ac. Salary, 
Ac., approximately £763 per annum. 

Birmingham and Midland Eye Hospital, Church-street.—Resideut 
Surgeon. Salary £200 per annum, with board, Ac. 

Birmingham University.— Lecturer in Physiological Department. 
8 alary £200 per annum. 

Bolingbrokf. Hospital, Wandsworth Common. S.W.—Resident 
Medical Officer and House Surneon. Salary £300 per annum and 
£200 per annum respectively, with board, Ac. 

Bolton Infirmary and Dispensary.— Female Third House Surgeon. 
Salary £180 per annum, with board, Ac. 


86 The Lancet,] NOTES, SHORT COMMENTS, AND ANSWERS TO CORRESPONDENTS. [July 8,1916 


Bristol Koval Ik firmary.— House Surgeons and House Phjaiciana. 
Salary at rate of £120 per annum, with board, 1c. 

Bromley Education Committee.—S chool Medical Officer. Salary 
£300 per annum. 

Burtow-on-Trknt County Borough.—T emporary Assistant Medical 
Officer. Salary £300 per anuum. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board, &c. 

Cambridge, Addbnbrooke’s Hospital.— House Surgeou. Salary 
£250 per annum, with board, Ac. 

Devon and Cornwall Sanatorium, Dldwortby, South Brent.— 
Locum Tenens for four weeks. Salary 6 guineas per week. 

Great Norther it Central Hospital, Holloway-road, N.— House 
Surgeon for six mouths. Salary at rate of £100 per annum, with 
board, Ac. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—House Physician for six months. Salary 30 guineas. 

Hull, Victoria Hospital for Sick Children.— Female House Sur¬ 
geon. Salary £100 per annum, with board, Ac. 

Kirkburton, Stobthes Hall Asylum, near H udderslield. — 
Locum Tenens. Salary £7 7s. per week, with board, Ac. 

Leamington Spa, Warneford General Hospital.— Junior Resident 
Medical Officer. Salary £150 per annum, with board. Ac. 

Liverpool, Brownlow Hill Institution.— Female Resident Assistant 
Medical Officer. Salary at rate of £300 per annum, with rations, Ac. 

London Temperance Hospital, Hampstead-road. N.W.— Assistant 
Resident Medical Officer for six months. Salary at rate of 
£120 per annum, with board. Ac. Also Surgical Registrar. Salary 
at rate of 40 guineas per annum. 

'London Throat Hospital, 204, Great Portland-street, W.—House 
Surgeon. Salary £50 per annum. 

Manchester City. —Medical Officer. Salary £350 per annum. 

Manchester Northern Hospital for Women and Children. Park- 
place, Cheetharn Hill-road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

Mount Vernon Hospital for Consumption and Diseases of the 
Chest, 7, Fitzroy-square, W.—Female Clinical Assistants in Out¬ 
patient Department. 

National Hospital for the Paralysed and Epileptic, Queen- 
square. Bloomsbury, W.C.—Junior House Physician. Salary £100 
per annum, with board, Ac. 

Northampton General Hospital.— House Surgeon. Salary £150 
per annum, with board, Ac. , 

Plymouth, South Devon and East Cornwall Hospital.— House 
Physician. Salary £200 per annum, with board, Ac. 

Heading. Royal Berkshire Hospital.— House Physician for six 
months. Salary £250 per annum, with board. Ac. 

Royal Free Hospital, Gray's Inn-road, W.C.—Third Resident 
Medical Officer in Officers’ Section. Salary 14s. per day. Ac. 

Scotland, Naval Auxiliary Hospital.— X Ray Operator and 
Anesthetist. 

West Riding of Yorkshire. Middleton in-Wharfedalf Sana¬ 
torium, near Ilkley.—Assistant Medical Officer. Salary £350 per 
annum. - 

The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Dufftown. Banff; at Longton. Lancs; at 
Tibsbelf, Derby; at Girvan, Ayr; at Rothwell, Northampton; at 
King’s Lynn, Norfolk ; and at Swansea, Glamorgan. 


Starriages, airti Jeatfrs, 

BIRTHS. 

Birks.—O n June 26th. at Harpur-place, Bedford, the wife of Gay 
Thornton Birks, M.B. Cantab., of a son. 

Chetwood.—O n June 27tb, at Montgomery-road, Sbarrow, Sheffield, 
to Dr. and Mrs. Thomas Chetwond, a daughter. 

Holmf.8.— On June 19th, at University-road, Belfast, the wife of T. S. 

Holmes, M.C’h., F.R.C.S. Kng., of a son. 

Hutchinson. —On June 28th, at Poona, India, the wife of Major 
F. H. G. Hutchinson, I.M.S., of aeon. 

•Lea-Wlujgn.—O n June 20th, at Beauchamp-avenue, Leamington Spa, 
the wife of Captain B. Lea Wilson, II.A M.C.. of a sou. 

Mayou.—O n June 24th. at Ridingheuae street, W., the wife of M. S. 
Mayou, F.R.C.S , of a daughter. 

Beidy.— On July 1st, at 314. Commercial-road, Stepney, E., the wife 
of Jerome J. Roidy. M.D.. of a daughter. 

Symonds.— On June 25th, at Wykeham House, Oxford, to Captain C. P. 

Symonds, R.A.M.C.. and Mrs. Symonds—a son. 

Williams.— On June 30th, at Devonsbire-street, W., the wife of 
UWynne Williams, Captain, H.A.M.C. (T.), of a son. 


MARRIAGES. 

Goffe—Powell.— On Saturday, July 1st, at King’s Weigh House 
Church, London. W., by the father of the bride. Ernest George 
Goffe, M.D., B.S. Loud . Senior Assistant Medical Officer. North- 
Eastern Hospital. Tottenham, son of the late John Beecham 
Goffe, Esq., J.P., of Port Maria, Jamaica, to Edna Mary Powell. 
M.B., B.S. Lond., eldest daughter of the Rev. Edward Pearce 
Powell, M.A., of Sutton. Surrey. 


DEATHS. 

Buxton.— On June 26th, at Fezeley, Tamworth, Thomas Buxton, 
L.R.C.P., L.M.. M.R.C.S., in his 60th year. 

Dunlop.—O n July 3rd. of pneumonia, at a Hod Cross Hospital, Major 
G. II. Melville Dunlop, M.D., R.A.M.C., aged 57 years. 

Roberts.— On June 15th. at The Acacias, Hayling Island. Frank 
Ernest Roberts, M.R.C.S. Eng . late of Tulse Dale, West Norwood. 
In his 65th year. 

Rurki..— On June 21st, at Dover, John Leopold Rubel. M.R.C.S., 
L.R.C.P., aged 60 years. 

Tate.— On July 5th, at 1. Queen Aune-street. Cavendish-square, W. 
Walter W. H. Tate, M.D.. F.R.C.P. Funeral service at St. Andrew’s, 
Well-street, on Saturday, 8th lust., at 2.15. 

N.B.—A fee of 6s. is charged for the Insertion oj Notices of Births , 
Marriages, c.nd Deaths. 


Itotes, Camments, anb Jnsfocrs 
ta Corresponbents. 

THE PRIVATE REMOVAL OF SICK OR WOUNDED 
FROM ABROAD. 

To the Editor of The Lancet. 

Sir,—A sick or wounded man lying in a military hospital 
abroad may have friends who would he glad to fetch him 
home themselves, or they might like to depute the mission 
to a medical man, rather than await the invalid's arrival by 
a hospital convoy. 

Is it permissible for a civilian to visit a patient at a 
military hospital abroad, and possible to obtain the consent 
of the authorities to the man’s removal as an ordinary 
traveller? I am, Sir, yours faithful)v, 

July 3rd, 1916. 'M.D. 

*,* Every case would entail a separate application for per¬ 
mission, and freedom of travel is necessarily largely 
abolished for civilians.—E d.L. 

A DISTINCTIVE MEDICINE BOTTLE. 

If only for the reason that it emphasises a need, we welcome 
any invention that has for its object the prevention of 
deaths by accidental poisoning where the victim has taken 
the poison in mistake for medicine. Mr. W. F. Hills, of 
12, Marine-terrace, Margate, has submitted to us a device 
consisting of a sheath, made to lit any shaped bottle, 
on which is a clock dial with movable bands. An 
annular opening at the base of one of the haudB indicates 
the interval, in hours, at which the medicine is to be given, 
while the hands can be set for the tirfle at which the next 
dose is to betaken. The inventor oontends that if medi¬ 
cines were always kept in such a sheath-covered bottle 
it would amount to criminal negligence if accident ensued 
when they were given from any other kind of bottle. 
Owing to the surface of the sheath, he adds, and its general 
physical properties being in sharp contrast to those of a 
glass bottle, the medicine bottle would be recognisable 
instantly by touch and could be found in the dark. That 
the device costs little to manufacture is a real argument in 
its favour, otherwise it possesses no advantages over other 
contrivances with a similar object. The specimen sheath 
sent to us is made of celluloid, and ordinary celluloid 
paraphernalia should not be multiplied in the sick-room. 

NECESSITOUS LADIES HOLIDAY FUND. 

To the Editor of The Lancet. 

Sir, —Mach self-sacrificing help has been given to other 
charities to meet the needs this awful war has involved, whilst 
the poor ladies are likely to be overlooked, and yet no class 
has suffered so pitiably as the poorer gentry through loss of 
work and therefore of money. 

Any contributions sent to me at this address will be 
thankfully acknowledged and distributed. 

I am, Sir, your obedient servant, 

Constance Bekbbohm. 

48, Upper Berkeley-street, London, W., June 30th, 1916. 

THE DESTRUCTION OF COCKROACHES. 

To the Editor of The Lancet. 

Sir,— With reference to recent correspondence in yonr 
columns on this subject, may I call the attention of your 
readers to a book “Some New and Interesting Points in 
Ship’s Hygiene,” by Dr. W. Melville-Davison, medical 
superintendent of the Booth Steamship Company, Limited, 
recently published by John Wright and Sons, Limited. It 
deals with various pests, amongst which are cockroaches, 
giving their life-history and method of destruction. It is a 
work well worth reading, and is one to which, in my official 
capacity, I am always referring. 

I am, Sir, yours faithfully, 

July 4th, 1916. _ D.P.H. 

METEOROLOGICAL READINGS. 

(Taken daily at 8.30 a.m. by Steward '« hulrumentt.) 


Thb Lanobt Office. July 5tb, 1916. 
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IRfbical $iar|T for t\t ensuing Meeft. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST GRADUATB COLLBGB, West London Hospital, Hammersmith, 
road, W. 

Monday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Hannan : Diseases of the Bye. Dr. Slmson: 
Diseases of Women. 

Tuesday. —2 P.m., Medical and Surgical Clinics. X Rays. Mr, 
Baldwin : Operations. Dr. Banks Davis: Diseases of the Throat. 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 

Wednesday.—10 a.m., Dr. Saunders; Diseases of Women. Dr. Banks 
Davis : Operations of the Throat, Nose, and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson ; Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.—10 a.m.. Dr. Slmson : Gynecological Operations. 2 P.M., 
Medical and Surgical Clinics. X Kays. Mr. Baldwin: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet *. Diseases of the Skin. 

Saturday.— 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Bye Operations. 2 p.m.. Medical and Surgical Clinics. X Rays. 
Mr. Pardoe: Operations. 

UORTH-BAST LONDON POST-GRADUATB COLLBGB, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics:—10.30 a.m.. Surgical Out-patient* (Mr. E. 
Gillespie). 2.30 P.M., Medical Out-patients (Dr.T. R. Whiphara): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m. , Surgical Operations (Mr. Carson). Clinics:— 
Medical Out-patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Nose, Throat, and Bar Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m.. Medical 
In-patlente (Dr. A. J. Whiting). 

Wednesday.— Clinics:—2.30 p.m.. Throat Operations (Mr. C. H. 
Hayton). Children Out-patients (Dr. T. R. Whlpham); Eye Out¬ 
patients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m., Eye Operations (Mr. R. P.Brooks). 
Thursday.— 2.30 p.m. , Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.— 2.30 p.m., Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. B. P. Brooks). 
THE THROAT HOSPITAL, Golden-square, W. 

Monday.— 5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday. —6.15 p.m.. Clinical Lecture. 


BOOKS, ETC., RECEIVED. 


Allen, George, and Unwin, London. 

War Time Silhouettes. By Stephen Hudson. Price 3s. 6 d. net. 

Deeper Causes of the War. By Emile Hovelaque, With preface by 
Sir Walter Raleigh. Price 2 s. Sd. net. 

Bailli&be, Tindall, and Cox, London. 

Aids to Obstetrics. By S. Nall, B.A., M.B. CantAb., M.R.C.P. 
Revised by C. J. N. Longridge. M.D.Vict., F.R.C.S. Eng., M.R.C.P. 
Loud. Eighth edition. Price2s.6d.net-. 

Aids to Bacteriology. By C. G. Moor, M.A. Cantab., F.I.C., ami 
W. Partridge. F.I.C. Toird edition. Price 3s. 6d. net. 

Bengal Secretariat Book DepAt, Calcutta. 

Catalogue of the Pathological Museum Medical College, Calcutta. By 
J. F. P. McConnell, M.B., M.C.. M.R.C.8 Eng. Revised by Leonard 
Rogers, M.D.. F.R.C.P.. B.3., F.R.C.S., I M S. Vol. 1.. £1 Is. ; 
Vol. II.. 18 k. 9 d. 

Blakiston’s (P.) Sons and Co., Philadelphia. 

A Manual of Gynrrcology and Pelvic Surgery for Students and Practi¬ 
tioners. By Roland H. Skeel, A.M., MTS., M.D. Price $3 net. 

Chapman and Hall, London. 

The War and the Soul. By Rev. R. J. Campbell. Price 6 k. net. 

The Declining Birth rate: Its Causes and Effects. Price 10 k. 6 cf. net. 

Generation Press Co.. 1, Adelaide-street, W.C. 

Fool Culture: On Education, Misgovernment, and Destiny. By 
Kirt-on Varley. Price 2k. Sd. net . 

Heinemann, William. London. 

Diseases of Women: A Handbook for Students and Practitioners. By 
Sir John Blanri-Sution, F.R.C.S. Eng.. LL.D.; and Arthur Gilen, 
M.D.. B.Sc.Lond., F.R.C.S. Seventh edition. Price 15k. net. 

Lippixcott Company, London and Philadelphia. 

Treatise on Fractures. By John B. Roberts, A.M., M.D . F.A.C.S. ; 
and James A. Kelly, A.M., M.D. Price 25s. net. 

International Clinics. Edited by H. R. M. Landis. M.D.. Philadelphia, 
with collaboration of C. H. Mayo. M.D., Sir William Osier, F R.S., 
and others. Vol. I.-II. Sixth series. Price 35 k. net per year of 
four vole. 

Macmillan and Co. London. 

Man—An Adaptive Mechanism. By George W. Crile, F.A.C.S. 
Edited by Annette Austin A.B. Price 10 k. 6d. not. 

Discovery: Or the Spirit and Service of Science. By R. A. Gregory. 
Price 5a. net. 

Mi’Rray. John. London. 

Red Cross and Iron Cross. By a Doctor in France. Price 2s. Sd. 

Oxford University Pkkss. London, and Yale University Press, 
New Havon, Conn., and New York City. 

Physiology of the Amino Acid*. By Frank P. Underhill, Ph.D 
Price 6k. net. 


Panini Office. Bahadurganj, Allahabad. 

Dietetic Treatment of Diabetes. By B. D. Baau, Major, I.M.S. 
(retired). Seventh edition. Price Rs. 1-8. 

Putnam's (G. P.) Sons, London and New York. 

The People Who Run: Refugees in Russia. By Violetta Thurst&n. 
Price 21k. Sd. net. 

Routlkdge, George, and Sons, London. 

Food Values: What They Are and How to Calculate Them. By 
Margaret McKillop. Price Ik. net. 


The following magazines, Journals. &c., have been received:— 

Therapeutic Gazette, British Journal of Children's Diseases. Interstate 
Medical Journal. Saint Paul Medical Journal. British Dental Journal. 
British Journal of Dental Science, British Journal of Inebriety, Revue 
d'Hygldne, Archives of Internal Medicine, American Journal of 
Roentgenology, Riometrika. Practitioner, Medical Journal of 
South Africa. Indian Medical Record, An Hales do Gynecologic at 
d’Obstetrique. Honncopathic Record, Indian Journal of Medical 
Research. Dominion Medical Monthly. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
f acilita te identi fication . 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addressee 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager." 

We cannot undertake to return MSS. not used. 


MANAGERS NOTICES. 


THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June T 1916. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
The Lancf.t which was completed with the issue of June 24th 
have been printed separately, and copies are being supplied 
gratis to those subscribers who have already intimatecl to us 
their wish to receive them. Other subscribers will be 
similarly supplied, so long as the stock remains unex¬ 
hausted, on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such application should please 
be sent in at once. 


Yolumes and Cases. 

Volumes for the first half of the year 1916 will be ready 
shortly. Bound in cloth, gilt lettered, price 16s., carriage 
extra. 

Cases for binding the half-year's numbers are now ready. 
Cloth, gilt lettered, price 2k., by post 2k. 4J.) 

To be obtained on application to the Manager, accompanied 
by remittance. _ 


TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, etc., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published iu time to catch the weekly Friday mails 
to all parts of the world. 
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ACKNOWLEDGMENTS OF LETTERS, ETC., RECEIVED. 


[July 8,1916 


Communications, Letters, fee., have been 
received from— 


A. — Mr. T. H. Attwater, Lond.; ' 
Mr. G. F. Aldous. Plymouth; 
Messrs. Allen and Hanburys, 
Lond.; Dr. Armley Ashkenny, 
Basingstoke; Addenbrooke’s Hos- 

ital, Cambridge, Secretary- 
ujperintendent of; Academic de 
Medecine, Paris, Librarian of; 
Dr. F. W. Alexander, Lond.; 
Mr. H. F. Armstrong. Lond. 

B. —Mrs. Blackie, Lond.; Messrs. 
Butter worth and Co., Lond.; 
Captain Andrew Barr, A.V.C., I 
France; Dr. E. Be.jean, Rouen; 
Bread and Reform League, Hon. 
Secretary of; Messrs. John Bale, | 
Sons, and Danielason, Lond.; I 
Bedford County Hospital, Bed¬ 
ford, Secretary of ; British Medi¬ 
cal Association, Malta and Medi¬ 
terranean Branch, Valetta. Hon. 
Secretary of; Dr. N. Bedwani, 
Tahta; British De-Tlnning Co., 
Birmingham; Bristol Medical 
Library, Hon. Librarian of; 
British Medical Association, 
Lond., Deputy Medical Secretary 
of ; Dr. Dudley Buxton, Lond.; 
Sir John Byers. Belfast; Messrs. 
P. B. Burgoyne and Co., Lond.; I 
Messrs. W. H. Bailey and Son, ; 
Lond.; Sir John Broadbent.Lond.; ! 
Board of Education, Secretary of ; 
Dr. L. L. Burton, Roblin. Mani¬ 
toba; Burton-on-Trent County 
Borough, Town Clerk of; Bromley 
Education Committee, Secretary 
of; Dr. D. T. Barry, Cork; 
Captain J. A. Bennett, K.A.M.C.; 
Bolton Infirmary and Dispensary, 
Secretary of; British-Thomson- 
Houston Co., Lond.; British 
Dentists’ Hospital, Secretary of; 
Dr. Clement Branson, Bourne¬ 
mouth. 

C. —Mr. E. Clark-Jones, Burbage ; 
Mr. F. Copeland, Lond.; Captain 
L. T. Challenor, R.A.M.C.(T.); 
Camberwell Guardians, Clerk to 
the; Messrs. Chapman and 
Hampton, Bishops Stortford; 
Messrs. Clement and Johnson. 
Lond.; Dr. H. M. Crake, Calcutta; 
Captain R. Claremont, R.N.; 
Lond.; Captain John G. Cooke, 
R.A.M.C., France; Church Army, 
Lond., Secretary of; Messrs. 

J. and A. Churchill, Lond.; 
Messrs. Samson Clark, and Co., 
Lond.; M*ss M. Cashmore, Lond.; 
Mr. Sydney W. Cole, Cambridge ; 
Messrs. W. B. Cowie and Co., 
Edinburgh; Central Midwives 
Board, Secretary of; Clerical, 
Medical, and General Life 
Assurance Society, General 
Manager of; Mr. B. M. Corner, 
Lond.; Messrs. Cutting and 
Underwood, Lond.; Dr. B. M. 
Cunningham, Lond. 

D. —Mr. M. K. Dalai, Salisbury; 
Dr. Vincent Dickinson, Lond.; 
Derbyshire Royal Infirmary, 
Derby, Secretary of; Staff- 
Surgeon S. F. Dudley, R.N., 
Chatham; Durham University, 
Secretary of Medical Examina¬ 
tions ; Mr, Surendranath Dabra, 
Dibrugarh; Mr. B. F. Drake- 
Brock man, Hatch End; Messrs. 
Down Bros., Lond.; Mr. H. 
Dickinson, Lond. 

E. — Electric Light Insurance and 
Maintenance Co., Lond.; Dr. G. S. 
Earl, Plymouth ; Eugenics Edu¬ 
cation Society, Hon Secretary of; 
Egyptian Government, Depart¬ 
ment of Statifrtics j Dr. F. G. J 
Ed holm, Lond.; Edinburgh, j 
Registrar-General. 

F. —Mr. M. E. Flanigan, Belfast; 
Federation of University Women, 
Hon. Secretary of; Fulton- 
Manders Publishing Co., Lond. 
Dr. R. Fortescue Fox, Lond. 
Messrs. J. Feeney and Co., Bir 
mingham; Dr. Wm. Fearnley 
Ackworth ; Dr. W. M. Fergusson 
Banff; Mr. P. Foster, Boston. 

G. — Mr. Kenneth Goadby, Lond. 
Senor A. Guzman, Valladolid 
Captain A. A. Russell Green 
R.A.M.C., B.F.E.; Messrs. A. H 


Grantham and Co.. Reading; 
Dr. Edwin Good all, Whitchurch ; 
Dr. W. Graham, Belfast; Captain 
Ernest Glynn, R.A.M.C., Liver¬ 
pool ; Captain E. B. Gunson, 
K.A.M.C., Lond.; General Regis¬ 
ter Office. 

H.-Mr. W. F. Hills, Margate; 
Captain H. R. Hurry, R.A.M.C.; 
Dr. E. RivBz Hunt, Brighton; 
Professor W. D. Halliburton, 
Lond.; Lieutenant-Colonel V. 
Hurley, A.A.M.C., Lond.,- Mr. 
J. Smith Hill, Lond.; Messrs. 
Hoffman-La Roche, Lond.; Home 
Office. Factory Department; 
Miss Evelyn Hav, Tumberry, 
Ayrshire. 

J. —Journal of the Royal Army 
Medical Corps , Lond. 

K. —Mr. D. W. Kemp, Leith; 
Kreochyle Co., Lond.; Messrs. 
Knight. Frank.andRutley.Lond.; 
Dr. Anna Keilin, Cambridge ; 
Messrs. King and King, Ports¬ 
mouth ; Dr. Robert Knox, Lond.; 
Kopok Industrial Co., Lond.; 
Messrs. T. Kerfoot and Co., 
Bardaley. 

L. —London Hospital Medical Col¬ 
lege, Secretary of; Dr. T. Laffan, 
Cashel; Mr. H. C. Long, Sur¬ 
biton ; Mr. J. P. Lockhart- 
Mummerv, Lond.;Dr. O. Leyton, 
Lond.; Mr. J. B. Lamb, Lond.; 
London School of Tropical Medi¬ 
cine, Assistant Librarian of; 
Liverpool Guardians, Clerk to 
the; Captain Ross D. Long, 
R.A.M.C., France; Major J. C. 
Holdich Leicester, I.M.S.; Messrs. 
H. K. Lewis and Co., Lond.; 
London Throat Hospital, Secre¬ 
tary of. 

M. —Mr. D. Maguire, Methering- 
ham ; Dr. R. O. Moon, Lond.; 
Mr. W. J. Midelton, Bourne¬ 
mouth ; Mrs. Morison, Edin¬ 
burgh ; Mr. Thos. McLean, Lond.; 
Mr. J. Y. W. MacAliBter, Lond.; 
Mr. W. Martlndale, Lond.; Dr. 
Angus G. Macdonald Grenada; 
Messrs. J. Menzles and Co., 
Glasgow; McGill University 
Medical Library. Montreal,Assist¬ 
ant Librarian of; Medico-Chir- 
urgical Library, Sheffield, Library 
Attendant of; Mr. J. McDonagh, 
Lond.; Sir Robert Morant, Lond.; 
Maltine Manufacturing Co., 
Lond.; Captain J. G. Moseley, 
R.A.M.C., France; Manchester 
Royal Infirmary, Secretary of; 
Metropolitan Hospital Sunday 
Fund, Secretary of; Dr. Irwin 
Moore, Lond.: Fleet-Surgeon 
R. C. Munday. R.N., Admiralty ; 
Dr. Milne M'Intyre, Glasgow; 
“ Medical Directory,” Publishers 
of; Manchester Clerical. &c., 
Association; J. A. Menzies, 
Newcastle-on-Tyne; Messrs. J. 
Maclehose and Sons, Glasgow ; 
Sir James Mackenzie, Lond. 

N. —Dr. J. T. Neech, Halifax; 
Nobel’s Explosives Co., Pembrey: 
National Health Insurance, 
Solicitor’s Department. 

O. —Dr. H. Oppcnheimer, Lond.; 
Dr. C. Ogle, Lond.; Oxford 
Ophthalmological Congress, Hon. 
Secretary of; Mr. W. Ordrldge, 
Birmingham; Mr. J. OfFord, 
Lond. 

P. —Mr. J. E. Purvis, Cambridge ; 
Dr. C. Panchalingam, Colombo; 
Polish Information Committee, 
Lond.; Captain A. H. Priestley, 
R.A.M.C.; Dr. A. S. Percival, 
Newcastle - on - Tyne; Printers' 
War Memorial Committee, Lond., 
Hon. Secretary of; Mr. H. M. 
Page, Lond.; Dr. John Parkinson, 
Lond.; Post-Graduate College, 
Hammersmith ; Pediatrics, New- 
York, Editor of; Dr. J. F. Porter, 
Lond.; Miss P.; Dr. H. Cooper 
Pattin, Norwich. 

Q. —Queen Margaret College, Glas¬ 
gow, Secretary of. 


R.—Dr. P. Havant, Gravelines; 
Major J. W. F. Rait, I.M.S.; 
Royal Surrey County Hospital, 
Guildford, Secretary of ; Messrs. 
Richardson and Co., Lond.; 
Messrs. Robertson and Scott, 
Edinburgh ; Dr. R. J. Rowlette, 
Dublin; Royal Institution, 
Secretary of; Royal College of 
Surgeons. Clerk of; Royal Medi¬ 
cal Benevolent Fund, Load., 
Secretary of; Dr. Harold F. 
Renton, Oldham ; Royal College 
of Surgeons, Edinburgh ; Royal 
Colleges of Physicians and 
Surgeons, Secretary of. 

8 .—St. Helens County Borough, 
Medical Officer of Health of; 
Messrs. 8piers and Pond, Lond.; 
Solac, Ltd., Lond.: Captain A. 
Sutcliffe, R.A.M.C.(T.) {Scientific 
Press, Lond.; Dr. G. Sowden, 
Lond.; Dr. S. Samuel, Leeds; 
Messrs. W. H. Smith and Son, 
Birmingham; H.M. Stationery 
Office (Printing Branch). Lond.. 
Secretary of ; Society of Tropical 
Medicine and Hygiene, Lond.; 
Fleet Surgeon H. Spicer, R.N.; 
Mr. J. Q. Simpson, R.A.M.C., 
Aldershot; Lieutenant H.Spong, 
R.A.M.C., Catterick; Sheffield 
Royal Infirmary, Secretary of; 
Professor W. Stirling, Blanches 
ter ; Dr. F. E. Shipway, Lond.; 
Dr. Halliday Sutherland, Pem¬ 
broke ; Dr. W. H. Symons, Bath ; 
Mr. H. R. Saunders, New' York ; 


South London Hospital for 
Women, Secretary of; Messrs. 
Sells, Lond. 

T. —Mr. J. Thin, Edinburgh; 
Captain D. C. Thomas, R.A.M.C.; 
Mr. Alfred E. Terry. Reddltch; 
True Temperance Association, 
Lond., Secretary of; Captain 

H. B. H. Tracy, R.A.M.C., 

B.E.F.; Mrs. F. Thuraby, Lond.; 
Messrs. C. Tuckey and Co.,Lond.; 
Theatrical Garden Party, Com¬ 
mittee of; Mr. L. G. Trial, Acton ; 
Mr. L. L. Thain, Ewyas Harold ; 
Dr. Kenneth Taylor, RIs 
Orangis. 

U. —U.S. Department of Labour, 
Children’s Bureau, Washington, 
Librarian of. 

V. —Victoria University of Man¬ 
chester. 

W. —Mr. G. Wolatencroft, Lond.; 
Messrs. W. Wood and Co., New 
York; Mr. C. Hamilton White- 
ford. Plymouth ; Mr. R. Williams, 
Bangor; Mr. G. K. Wells, Park- 
stone ; Wameford General Hos¬ 
pital, Leamington Spa. House 
Governor of; Messrs. J. Wood- 
head and Son, Huddersfield; 
Messrs. Jas. Willing, Lond.; 
West London Medico-Chirurgical 
Society, Hon. Secretary of; 
Mr. T. Waterston, Montreal; 
Wounded Allies Relief Commit¬ 
tee ; Lieutenant-Colonel J. H. 
Tull Walsh, I.M.S., Kingston. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —A. H. W.; Anglo-Rusalan Hos¬ 
pital, Lond., Secretary of; 
A. H. G. 

B. —Dr. D. S. Brackman, Lond.; 
Mr. J. Butterworth, Middleton ; 
Dr. J. M. Barbour, Ramsey; 
Dr. A. Berlyn, Stoke on-Trent; 
Mr. P. Bauer, Bradford ; Messrs. 
Buchart and Rennet, Aberdeen; 
Messrs. Chas. Birchall, Liverpool; 
Messrs. Burroughs, Wellcome, 
and Co., Lond.; Surgeon J. D. 
Byrd, R.N., Lond.; Dr. J. Linton 
Bogle, Atherston ; B., Boscombe ; 
Messrs. T. B. Browne, Lond.; 
Belfast Corporation, City Cham¬ 
berlain of. 

C. —Mr. H. A. Collins, Croydon ; . 
Church of Eogland Temperance ! 
Society, Lond., Secretary of; 
Carnegie Institute, Washington, 
Assistant Secretary of; County 
Asylum, Prestwich, Clerk to the; 
Mr. J. N. Curwood, Bromley; 
Messrs. E. Cook and Co., Lond.; 
Mr. Colmer, Yeovil; C. C.; 
Messrs. T. Cook and Son, Lond.; 
Dr. T. Carruthers, Kilbarcban ; 
Messrs. T. Christy and Co., 
Lond. 

D. —Messrs. W. Dawson and Sons, 
Lond.; Messrs. A. De St. Dalmas 
and Co., Leicester; Messrs. De 
Haan and Zoon, Haarlem. 

E. —Messrs. Evans and Witt,Lond.; 
Mr. D. B. Engineer, Abadan; 
Mr. W. Edmunds, Lond.; Essex 
County Council, Chelmsford, 
Chief Tuberculosis Medical Officer 
of; E. W.S. 

Gh—Mr. H. S. Goodhart., Stone- 
house ; Dr. R. Mac Lean Gibson, 
Hong Kong; Mr. J. A. 
Geogbegan, Rowlands Castle. 

H.—Dr. W. M. Harman, Winches¬ 
ter ; Dr. F. Hemaman-Jobnson, 
Lond.; Captain K. G. Hearne, 
R.A.M.C., India; H. G.; Messrs. 
Hewlett and Son, Lond. 

J. —Dr. R. Johnston, Dundee ; Mr. 
A. R. .Jennings, Kings Stanley; 
J.T. N. 

K. —Captain R. Knowles. I.M.S., 
India; Major W. Knell, Lin¬ 
coln; Captain Kennedy, I.M.S., 
India. 

L. —Mr. D. LeBas, Epsom ; London 
Association of Nurses, Lady 
Superintendent of; Dr. R. E. 
Lauder, Southampton. 

M. —Mrs. MaUard, Ilkley; Man¬ 
chester City, Treasurer of; 


MundeBley Sanatorium, Medical 
Superintendent of. 

O, -0. L. T. 

P. -Dr. C. L. Pattison, Sheffield ; 
Parke, Davis, and Co., Lond.; 
Messrs. C. Pool and Co., Lond.; 
Dr. H. K. Phillips. Lond.; Dr. 
A. A. Parson. Lond.; Dr. G. E. 
Peachell, Dorchester: Dr. S. 
ParaskevopouloB, Tripolitza; Pen- 
dyffryn Sanatorium, Penmaen- 
inawr, Secretary of. 

R. —Rev. R. M. Rees, Epping; 
Dr. C. Roper, Par Station; Messrs. 
Robinson and Sons, Chesterfield ; 
Captain D. O. Riddel, R.A.M.C., 
France ; Royal Institute of Public 
Health. Lond., Secretary of; 
Mr. Roberts, Hayling Island; 
Dr. M. J. Ryan, Crumlin; 
R. L. 

S. —Rev. W. Sykes, Meldon; Dr. 
Durgananda Sen, Midnapur; 

1 Captain E. G. Sworder, R.A.M.C.: 
South Devon and East. Cornwall 
Hospital, Plymouth, Secretary of; 
Springfield House Asylum, Bed¬ 
ford, Medical Superintendent of; 
Messrs. W. H. Smith and Son, 
Lond.; Mr. G. K. Stone, Lond.; 
i Lieutenant Scudamore, R.A.M.C., 
Wool; Scholastic, Clerical. &c., 
Association. Lond.; Dr. Ettie 
Sayer, Lond.; Smith’s Advertising 
Agency, Lond.; Dr. H. F. Stokes, 
Lond.; Dr. E. H. Snell, Coventry; 
Dr. Basil Sefton. Porte Alegre; 
Dr. Sangoni, Udine ; Dr. F. J. 
Scrimgeour, Maadi, Egypt. 

T. —Mr. A. Tattersall, Manchester ; 
Dr. T. W. Thomas, Caerphilly; 
Dr. F. W. Tunnicliffe, Lond. 

V. —Messrs. Van Houten, Lond.; 
Messrs. Gerth Van Wyk and Co., 
Lond. 

W. —Mr. R. L. Wason, Burwell ; 
Mr. F. Wilson, Lond.; Messrs. 
J. Wright and Sons, Bristol; 
Major Charles White, R.A.M.C.; 
France ; Miss Walton, Barry; 
Dr. Patrick Watson-Williams, 
Clifton; Mr. H. Williams, Nor¬ 
wich ; Wolverhampton and Staf¬ 
fordshire General Hospital, Wol¬ 
verhampton, Secretary of; Dr. 
J. Darley Wynne, Clonmel; 
Dr. P. D’E. Wbeeler, Lond.; 
Lieutenant-Colonel E. Wilkin¬ 
son, Caver8ham; W. J. S.; 
Mrs. Rees Williams, Falmouth; 
Mr. H. E. Worthington, Birch- 
in gton; Mr. A. Wilson, Lond.; 
Mr. E. C. Wimberley, Pre¬ 
statyn. 
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SECTION I.—SINUSES AND SINUS FORMATION. 

Scope of Inquiry. 

An attempt has been made to study the bacteriological 
flora of the wounds from the moment of admission to 
hospital, and subsequently through the various stages of 
the illness, correlating the bacteriological knowledge with 
the clinical symptoms, surgical treatment, and sequelm. The 
condition of the blood was also studied in relation to the 
degree and variety of sepsis, and particular attention given 
to the benefit or otherwise of the use of bacterial vaccines. 
As the inquiry progressed certain other problems related to 
the persistence of unhealed wounds with sinus formation, 
and the appearance of general disturbance with secondary 
attacks of fever and inflammation, often associated with 
trivial surgical interference with the wound, demanded 
special attention. The inquiry is divided into three main 
lines of research, necessitating a division of the report into 
three sections, mutually interdependent—namely, (1) Sinuses 
and sinus formation ; (2) Vaccine therapy and wound infec¬ 
tion ; (3) General tissue reactions in wound infection. 

The following schedule indicates the scheme by which the 
data of the report were obtained. 

1. Bacterial flora and olinical symptoms of various degrees 

of injury which have been classified as far as is possible 
to do so into fonr classes : (a) Simple flesh wounds, (b) 
Flesh wounds with considerable damage and bruising to 
the soft parts but without definite bone injury, as determined 
by radiographic examination, (o) Wounds with bone injury, 
compound comminuted fractures, &c. (d) Wounds involving 

joints with or without fracture of bone, abdominal wounds, 
skull and spinal wounds. 

2. A critical inquiry into 'the use of bacterial vaccines as 
an adjunct to other methods of treatment. —The cases for this 
part of the investigation were selected in pairs conforming 
to the four classes noted above. One case was given 
vaccine treatment and the other retained as a control. As 
far as possible cases from the same convoys were selected, 
wounded on or about the same date and treated in the same 
ward under the same medical officer and general surgical 
procedure. When this was not possible great care was 
exercised to select cases with similar surgical conditions 
and subjected to the same treatment. The clinical history 
of the cases was carefully followed from the records kept in 
the wards, temperature charts, Ac. 

3. Alteration in the blood in oases of wound infection 
relating both to the corpuscular elements and the serum. 
Several points of diagnostic and prognostic importance have 
been studied and will be subsequently dealt with. 

4. The bacterial flora of sinuses and the bacterial factors in 
so-called “ flares ” following secondary operations. Many of 
the cases originally examined in the base hospital are trans¬ 
ferred to an auxiliary hospital and are readmitted to the base 
hospital for further surgical treatment or for medical boards. 
The presence of sinuses and sequestra in many of these cases 
called for special attention, and several important facts 
bearing on treatment have come to light, and as the obser¬ 
vations have extended over a considerable time the cases are 
representative of the general types of wound infection. 

Bacteriological Methods. 

As the routine methods in use have been the same through¬ 
out the whole of my investigations a preliminary epitome 
of them will be given. 
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In every case films of the pus were examined microscopi¬ 
cally stained by Gram’s stain counterstained with dilute 
carbol-fuchsin. In some instances further films were exa¬ 
mined with Giemsa's stain and Muir's capsule stain. 

Cultural Methods. 

The material (pus or other discharge) was collected before 
the wound was dressed by means of a sterile swab on a long 
stout wire, enabling the depth of the wound to be examined. 
In the case of closed cavities, sequestra, &c., a swab of 
the surgeon’s wound was obtained before the cavity was 
entered and subsequently from the depth of the cavity, 
avoiding the external part of the wound. Portions of bone 
from sequestra, callus, pieces of muscle, and other tissue 
were also examined and a portion further submitted to histo¬ 
logical examination. The material so obtained was inocu¬ 
lated on to the following media : (1) egg-broth ; (2) glucose 
formate broth; (3) minced autoclaved meat; (4) auto¬ 
claved milk ; (5) gelatin. The milk, egg-broth, and meat 
were heated and a layer of liquid paraffin poured on. For 
the sowings the original material was suspended in broth 
and Inoculated (1) into the egg-broth without previous 
heatiDg ; (2) heated to 60° C. for 15 minutes and sown in 
milk ; (3) heated to 80° C. for 5 minutes and sown in meat; 
(4) on to the gelatin and glucose formate broth without 
heating. If plenty of the original material is present in the 
broth emulsion before sowing, especially blood and bits of 
tissue, the paraffin method was found to be reliable, and has 
rarely failed to give a good growth of all the organisms seen 
in the pus films. The results compared very favourably with 
those obtained by the anaerobic jar method, and the process 
is economical with regard to space. Subcultures on to 
paraffin-covered media are not so satisfactory, and further 
subcultures and plates were treated in the anaerobe jar. 

Preparations of the egg-broth and glucose formate broth, 
meat and milk at 24-48 hours were stained by Gram and 
counterstained with carbol-fuchsin ; hanging-drop prepara¬ 
tions were also examined when indicated. By these means 
an early general diagnosis is possible in 24-48 hours. The 
smear preparation can be used for provisional diagnosis. 
Thus a film showing Gram-positive bacilli with no spores 
and the organisms surrounded by a capsule is evidence 
of infection with B. perfiingens. Spore-forming Gram¬ 
positive bacilli with clostridial and subterminal spore forma¬ 
tion indicate bacilli of the malignant oedema group, or of 
B. Rodella III. (Hibler IX.). 

The further diagnosis is completed by examination of the 
cultures and films, Ac., of the 48 hours' growth thus :— 

Egg-broth. —Cocci (streptococci, staphylococci), B. proteus, 
and B. malignant cedema produce a thick floccuient precipi¬ 
tate ; when malignant cedema is present there may be black 
staining. B. perfringens alone produces no precipitation of 
egg-broth. Evil putrefactive smell is caused by the malignant 
(Edema group and B. Hibler groups, not by B. peifringens, 
the latter only causing a butyric smell. 

Milk. —B. perfringens produces a “stormy clot’’—i.e.. 
acid with evolution of gas which causes the clot to be broken 
up ; it often adheres in torn fragments to the side of the 
tube and considerable contraction, at first suggesting pepto- 
nisation, occurs, but no subsequent digestion of the clot 
takes place. Streptococci and staphylococci produce acid and 
occasionally clotting; no digestion. B. malignant oedema 
does not affect the milk in 24 hours, and in the presence of 
rapidly growing perfringens not at all. Alone and in combina¬ 
tion with B. perfringens digestion occurs slowly. Hibler IX. 
(Rodella III.) has a very slow peptonising effect. 

Meat. —Streptococci and staphylococci have no marked 
action. B. perfringens group causes a red colouration, 
peptonisation and gas formation, and a smell of butyric 
acid, but no putrefactive odour. Malignant nedema and 
B. Hibler produce peptonisation, malignant oedema blacken¬ 
ing ; isolated black patches in a reddish-brown matrix are 
often seen, indicating B. perfringens and malignant cedema. 
Both malignant oedema and B. Hibler evolve putrid gases. 

Olucose formate broth. —Aerobic organisms belonging to the 
coli and proteus group, staphylococci and streptococci may 
be observed ; gas formation points to the presence of either 
the coli or the proteus groups ; streptococci from the wound 
grow feebly on this medium. They are more often found on 
the egg-broth growing into long chains, and the class of 
streptococci met with appear in the main to be facultative 
anaerobes. B. perfringens may grow for a time when many 
c 
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aerobic organisms are present; it occasionally grows in the 
glucose formate broth, but is easy to detect. 

Gelatin. —Stab cultures on gelatin may show liquefaction 
in 24 hours. This is usually due to the presence of the 
proteus group. 

For the purpose of diagnosis the following characters were 
relied upon :— 

Anaerobic Bacilli Group. 

(A) B. malignant (edema. —Gram-positive, in old cultures 
three days or more Gram-negative, motile, spore-forming 
obligatory anaerobic bacilli, spores oval and round. Spore 
formation very rapid, central and subterminal, but always 
with a small portion of the bacillus beyond the spore in the 
latter case. (Fig. 1.) Clostridial forms characteristic. 
Egg-broth thick precipitate often yellow ; meat black deposit, 
meat peptonisation with disgusting putrefactive gas. Woolly 
colonies on plating out, with white opalescent change in 
egg-agar medium, serum and Dorset egg liquefied. 

(B) B. per/ringens group. —Large Gram-positive, often 
Gram negative, non-motile bacilli; spore formation rarely 
seen except upon serum and egg medium without broth. 
Tendency to stain irregularly, on using Gram’s black dots and 
bars, the latter may be parallel to the sides of the bacillus 
stain. "Stormy clot” and acid and gas on milk. No 
liquefaction of serum. (Fig. 2.) Glucose and lactose acid 
and gas. Colonies smooth ; not woolly. 

(C) B. Hibler IX. (Bodtllt III.). —Slightly motile or non- 
motile Gram-positive bacilli rapidly becoming Gram-negative. 
Oval terminal spores general eccentric to the long axis of 
the organism. The bacilli are often very long and may show 
double spore formation. (Figs. 3 and 4.) Ordinarily a 
number of organisms with partially developed spores are seen 
in cultures. (Fig. 4.) In these instances the area of spore 
formation stains a much deeper colour with Gram's stain 
than the remainder of the bacillus. Peptonisation of meat 
with fcetid smell, slow peptonisation of milk. Smooth 
oolonies with slightly thickened crenated edge ; not woolly. 

(D) B. necrosis .—A long non-motile Gram-negative slender 
and often pointed-end bacillus, growing with considerable 
difficulty. No spores are formed. Meat undergoes peptonisa¬ 
tion ; no gas and no clot or acid formed in milk. Diffuse 
woolly colonies with long tangled thread formation. 

Aerobic Group. 

(A) Coli group. —Lactose-fermenting organisms. Gram¬ 
negative, non-sporing, motile : non-liquefying. The varions 
members of this group are under examination, and will be 
recorded in a later communication. 

(B) Prate tt* group —Non-lactose-fermenting organisms, 
motile. Gram-negative, non-sporing; gelatin rapidly 
liquefied, facultative anaerobic. Milk digested without 
acid formation. 

(C) Coooi group: staphylococci , streptococci. 

B. pyocyaneus was isolated on many occasions, often 
appearing and disappearing in the wounds in a manner 
suggesting secondary or aerial infection, although no other 
cases with blue pus were present in the ward. There was no 
apparent co-relation between the clinical symptoms and the 
presence of this organism in any but a very limited number of 
cases. The routine examination of the aerobic group was 
conducted along the usual lines. MacConkey's lactose bile-salt 
agar was used for the isolation of any Gram-negative bacilli, 
a tabular grouping adopted similar to that suggested by 
MacConkey 1 for the lactose fermenters. The essential 
details will be given in a later section of this report. 

For the further recognition of the anaerobic organisms 
subcultures from plates were examined. Egg-agar, glucose 
formate agar, and serum-agar were used at different times. 
Egg-agar was found to give as good results as serum-agar 
and was finally adopted. The plates were incubated in a 
large gas jar with tightly fitting metal lid with rubber 
washer and kept in position by screws similar to the arrange¬ 
ment used for autoclave lids. The lower part of the jar was 
occupied with an inverted bottle and broken glass tubes, and 
filled to an appropriate level with 10 per cent, pyrogallic acid 
in 20 per cent, caustic potash. The jar was then thoroughly 
exhausted with a water pump and hydrogen run in. By 
this means surface colonies of malignant mdema and 
B. Hibler were obtained without difficulty even when the 
surface of the plate was smeared. It was found on experi¬ 
ment that the dilution method gave a better separation 
of the anaerobes than the surface method, and in separating 


mixtures the dilution method was followed, surface smears 
being used only for studying the individual colonies of pure 
cultures. Various anaerobic cocci, especially an anaerobic 
streptococcus and an irregular coccus, probably diplococeus 
magnus of Tissier, J were observed often mixed with the 
malignant oedema colonies. (See Fig. 4.) 

General Explanation ot Tables I. and It, 

In Tables I. and II. I have collected some of the more 
important facts relating to 77 cases of wound infection and 
sinus infection. Of the cases of Table I. 14 appear in 
Table II., but only in 2 are the dates of bacteriological 
examination the same. 

Table I. is a record of the latest bacteriological examina¬ 
tion that was made in the given case, while Table II. gives 
the earliest examination made after the time of wounding. 
Various intermediate examinations were made in many of 
the cases, but these details are omitted from the tables for 
the sake of clearness. The tables show the bacterial flora 
met with in recently inflicted wounds and the organisms 
met with at long periods afterwards. In Table I. the 
bacteria found in 10 different closed cavity cases are also 
given. In these instances the external wound was entirely 
healed over, and the operation was undertaken for some 
surgical reason other than the presence of a septic focus ; 
in fact, there were no evidences of any septic trouble. In 
none of thejeases was operation followed by reaction, febrile 
or local. These cases are a curious control to the “sinus 
cases,” many of which, certainly more than 1 in 10, showed 
a febrile reaction with local symptoms of inflammation, and 
it may well be that tissues still suppurating with an external 
open sinus are barely holding their own against the varions 
bacterial agencies at work, whereas in the closed cavities 
the infecting organisms, though not destroyed, are shut off 
from causing trouble by a wall of protective tissue. 

In addition to the B. malignant oedema and B. perfringens,* 
another anaerobic spore-forming bacillus with end spores 
closely resembling the B. tetani was isolated from 41 cases. 
This organism, originally described by Rodella," and latterly 
carefully studied and described by Hibler as Bacillus IX., 
has received little attention by recent observers as an 
organism common in the wounds. In none of the 77 
wound cases was B. tetani isolated, although organisms 
morphologically resembling it were common. The original 
egg-broth cultivations containing these end-spore organisms 
were kept three or four weeks and then inoculated into 
animals in all suspected cases, and in no instance did 
the animal develop symptoms of tetanus. In 2 cases 
only of clinical tetanus have characteristic symptoms 
followed the injection of cultures in guinea-pigs; neither 
of these cases is included in Tables I. and II. Dudgeon 5 
claims to have found B. tetani in 11 out of 21 eases examined, 
and makes a number of deductions from the fact. Fleming r 
states that he found B. tetani in 22 cases out of 127 examined 
in the first seven days following injury, and 5 out of 66 
examined between the eighth and twentieth day. Neither 
Dudgeon nor Fleming states the grounds of their diagnosis 
of B. tetani ; they make no mention of animal experiments, 
which is regrettable. On the other hand. Dean ' and Mouat 
observed the presence of B. tetani in 4 cases out of 18 
examined (the day of disease is not mentioned) ; in all 4 
cases the inoculation of animals produced typical symptoms 
of tetanus. 

B. Hibler IX was obtained in a high percentage of my 
cases ; it produces considerable quantities of fcetid gas, butdoes 
not blacken autoclaved meat as does B. tetani. Its action 
on milk is extremely slow ; tetanus produces digestion and 
precipitation of casein. The colonies of B. Hibler are smooth, 
round, and devoid of the woolly appearance characteristic 
of tetanus and B. malignant cedema. The organism forms 
curious large end-spores much like a fives racquet, but in the 
early stages the spores are often round, terminal and 
tetanus-like. If an attempt were made to diagnose the 
presence of tetanus by the microscopical appearance of the 
bacilli and spores the two organisms could be readily con¬ 
fused. Occasionally two spores may be seen in the same 
organism as shown in the photograph. (Fig. 3.) 

B. malignant cedema .—The number of cases showing 
organisms of the B. malignant cedema type is 43. Con¬ 
siderable care was taken to determine this class, owing to 

* This rmme is retained as priority undoubtedly belongs to Veillon 
and Zubert; B. aerogenes capsulatus, B. welcbil are undoubtedly 
synonyms. See Robertson, Journal Path, and loc. cit. 
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Fig. 1. 
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13. malignant oedema (Koch). 48 hour egg-agar, showing subtcrminal 
spores and typical clostridial forms. Stained drain x 1000. 

FlO. 3. 



B. Uibler IX. (Rodella Ill.), showing end spores double. 72 hour glucose 
agar. The culture is not pure ; a clostridial form of B. malignant 
n dema is seen on the right at 3 o’clock. Stained Gram x 1000. 

Fig. 5. 


Fig 2. 
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B. perfringens (B. fraenkel. B. welchii, Ac.). 24 hour glucose amr. 
Stained dram x 1000. 


Fig. 4. 
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B. Hibler IX (Iludclla III.), associated with large cocci; end spores 
of bacillus in formation, one double-ended sporing bacillus. 48 hour 
glucose agar. Stained dram x 1000. 




Fig. 6. 


Pus film from a septic wound, showing numerous B. perfringens and a 
few end spore organisms, spores only partially formed and staining 
darkly. One is seen at 3 o’clock just above a pus cell. Stained 
Gram-fuchsin x 500. 


Tissue preparation from a case of acute gas gangrene. The upper part 
of the photograph shows the disintegrated muscle bundle, the lateral 
part shows the muscle bundles only partially affected. “The bacilli are 
seen lying in the muscle bundles themselves.” The left hand muscle 
bundle shows numerous sporing bacilli. Gram-carmine x 500. 


Mr. Kenneth Qoadby: The Natural History of Septic Wounds. 

(The micro-photoqrnphs were taken bit Mr. Ct/ril Hill.) 
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Table I .—Sinus and Closed Cavity Cases. 


Case Surgical 

No. | condition. 

Source of >,1 

cultures. & .2 

M.O. 

\x 


s 

u 

u. 

I d 

i“ 

p 

•dAj-ig 

La *•’ 

i 5 

co O 

© 

= 

0 

0 

« 

> 

Result. 

5 s' 
>»« 
< * 

Notea. 

1 

58c Plated c.c.f. 

Sinus in thigh.! 302 


_ 

L 

F 

L 



Prot. 

Recovery. 


Vaccine commenced early. 4 subsequent opera- 


thigh. 









aut. 



tiona, one followed by secondary haemorrhage. 

2 

18r c.c.f. thigh. 

285 


- 

- 

— 

F 

F 

+; pjoc 

— 

Seq. 

225 

Secondary haemorrhage 287th day. Recurrence, 












removed. 


fever 5 days duration. 

3 

71c c.c.r. tibia. 

Sinus in tibia, 275 

— 

iF 

i— 

— 

i+ 

F 

|F| — 

— 

Sinus 

562 

Sinus curetted on several occasions ; no general 


plated. 

plate out. 









unhealed. 


but intense local reaction. 

4 

31c c c.f. radius, 

Seq. removed, , 273 

F 

F 

+ 

+ 

F 

+ 

+ Pyoc 

4 inj 

No “flare, - 

273 

Readmitted with sinus and seq. Aut. strep. 


wired. 

wire out. 








only. 

2nd op. 


vaccine. Seq. removed. 

5 

47c c.c.f. humerus 

Seq. removed. 269 

F 

F 

i+ 

F 

F 

+ 

4 1 — 

F 

No “ flare,’ 

269 

Seq. contained all organisms found in wound on 












seq. 


first examination (4th day). 

« 

68d c.c.P'. femur. 

Scraping from | 236 

- 

- 

— 


- 

F 

- + 


Under 

... 

6 severe “ Hires " ; autog. vaccine (streptococcus); 



sinus. 









tre itraeut. 


3 subsequent, operations, no temp. rise. 

7 

57c c.c.f. tibia. 

Sinus in tibia. 19S 

- 

- 


F 

— 

F 

+ F* 

F 

Recovered. 


Two small operations to sinus followed by 


plated. 

plate out. 











“ flare” ; vaccine ; operation successful. 

a 

9b | c,c f. tibia. 

Sinus in tibia 189 

— 

F 

— 

F 

F 

4 

F + 

Strep. 

Death. 

203 

Streptococci in blood on 30th day; severe bed 











Prot. 



sores on 150th day. 

9 

70c c.c.f. tibia. 

Sinus, seep 178 

— 

— 

_ 

— 

— 

F 

F Pyoc. 

-F 

Under 





present. 









treatment. 



10 

35c c.c.f. tibia. 

Sinus to bone 177 

— 



F 

— 


F — 

F 


177 

6 separate “ flares.” each following small opera- 


wired. 

(tibia). 











tion to sinus, which persists on 177th day. 

11 

21c c.c.f. humerus 

Sinus to bone 136 

— 

- 

— 

F 

— 

F 

— + 

— 

Recovery. 

... 

Slight general reaction following sinus scraping. 


wired. 

(humerus). | 












12 

72d c c.f. shoulder 

Sinus in upper 109 

F 

— 


— 

— 

-F 

4 ' — 

F 

,, 


Severe reaction twice ; erysipelas round wound 



arm. 











on removal of small bone fragment. 

13 

86c Slims tibia to 

Sinus to bo^e 176 


F 


+ 

— 

+ 

+ Pyoc. 

— 

,, 


Aut. vaccine; seq removed; no rise of temp. 


1 bone, c.c.f. 

(tibia). 











Considerable loss of bone in shaft of tibia. 

14 

82c c.c.f. radius. 

Sinus forearm 3 

— 

- 




F 

— 


Under 





to bone. mths. 









treatment. 



15 

83d Slnns thorax. 

Sinus to rib. 3 

_ 

F 


+ 

— 

F 

4 + 


Death. 

96 




mths. 












16 

89c c.c.f. tibia. 

Sinus to bone 4 

— 

— 

— 

F 



+ — 

— 

Recovery. 

... 

Severe general and local reaction following 



(tibia). ndlis. 











sinus scraping. 

17 

87c c.c.f. femur. 

Sinus to bone. 3 

4 

F 

+ 

F 



+ — 

— 



Acute gas gangrene followed opening up sinus 



mths. 











and scraping. 

18 

59d 1 c.c.f. femur 

Swab from 91 

_ 

F 

- 

F 

+ 

F 

+ — 

F 





and pelvis. 

sinus pelvis. 












19 

37r c.c.f. femur 

Sinus to hip- 80 

— 

4- 

— 

F 

F 

F 

+ — 

Strep. 

Under 


Regular vaccine treatment from commencement ; 


and hip-joint. 

, joint. 








Prot. 

treatment. 


2 subsequent operations ; no *’ flare.” 


i plated. 













20 

55d o.s.w. ankle. 

Sinus through 70 

— 

4- 


+ 

F 

F 

F - 

,, 

Recovery. 


Gas gangrene, tetanus. Second abscess great 



ankle-joint. 











trochanter. 

21 

10d | o.s.w. knee- 

Sinus knee- 56 

_ 

F 

F 

F 

F 

F 

F — 




Second operation followed by “flare”; vaccine; 


joint. 

joint. 











two other operations, no reaction or “ flare.” 

22 

2d a.s w. sacral 

Sinus into | 52 

F 

+ 

F 

F 

+ 

F 

F - 

Strep 

Death. 

56 

Spinal canal opened, large abscess, and splinter- 


! fracture 

spinal canal. 











ing of sacrum. 


involving 














spinal canal. 













23 

12c C.C.F. both 

Scraping under 41 

F 

F 

F 

+ 

— 

+ 

F — 

Perf. 

Recovery. 


No reaction follow ed romoval of plate and scraping 


tibije, plated. 

plate. 








Strep. 



boae. 

24 

64c c.c.f. radius, 

Sinus to bone 1 41 

F 

+ 

F 

- 

— 

F 

F — 

— 

Death. 

48 

Gas bubble In X ray photograph on 19th day. 


many F B. 

(radius). 1 











General septicemia, 

25 

24a Flesh wound 

Sinus scraping j 52 

4 


_ 

F 

— 

F 

4 - 

Strep 

Recovery. 


Vaccine 3 doses; transferred; vaccine dl6Con- 


calf. 

depths. 








Prot. 



tinued. Wound broke down ; readmitted. 














Vaccine again ; sinus curetted, no reaction. 

26 

19d o c.f. humeiui 

Sinus to bone 55 

— 



— 

— 

— 

- - 

tf 


190 

Vaccine from commencement. 13. perfringens 



(humerus). 











in blood. No “ flare” on subsequent operation. 

27 

56a Flesh wound 

Swab from 39 

F 

F 


— 


F 


Staph 



Staph, aureus isolated from urine. 


buttock. 

depths of sinus.i 








aur. 




28 

60c c.c.f. thigh. 

Scraping siuus 32 

— 

F 

— 

— 

— 


4 - 

+ 

.. 


Sinus twice opened, followed by “flare." 



to bone. 











Vaccine given 2 weeks; operation, uo * flare.” 

2 a 

63c 

Sinus to bone 30 


_ 

_ 


— 

F 

—J _ 

—. 






(femur). 












30 

10 c.c.f. femur, 

Open wound, 27 

+ 

4 

F 

F 

F 

♦ 

4 - 

Strep 



Vaccine given from commencement. No “ flare ” 


wired. 

between bones. 








Pro*. 



on removal of wire. 

31 

91c 1 o.s.w. femur, 

Sinus in femur 49 


F 

_ 

F 

F 

F 

4! - 

— 

Under 

200 

Severe reaction with erysipelas on opening 


1 involving 

to bone. 









treatment. 


sinus. Vaccine. Sinus operated on 110th day ; 


rectum. 












no “ flare.” 

32 

93d o.s.w. skull, 

Cerebrospinal 257 

_ 

— 

— 

— 

— 

F 


— 

Death. 

271 

Readmitted for medical board. Acute sudden 


fracture. 

fluid, lumb. p. 











onset. Streptococcal meningitis. 

33 

95d Arap. r. arm, 

Sinus in stump. 30 


F 

— 

- 

— 

F 

-\ - 

— 

Recovery. 




o.s.w. elbow. 













34 

78 Closed cavity 

Swab from 6 

_ 

— 

— 

— 

F 

— 

+1 - 

— 





in femur. 

cavity. 'in Mis. 












35 

85 Closed cavity 

Piece of cloth 164 



— 

- 

+ 

—■ 

—1 — 






in tib'a. 

in CAvity. | 











1 No general or local reaction following removal 

36 

73 Closed cavity. 

f.b. from 147 


+ 

— 

— 

— 

— 

—[ — 

— 

,, 


of sequestrum or foreign body. 


f.b. on rib. 

cavity. 












37 

84 Closed cavity 

Seq. cavity 136 



— 

— 

F 

F 

+| + ; 

—- 





in femur. 

(temur). 












38 

8 c Closed cavity. 

Pus aspirated 170 

- 

_ 

—1 

— 

— 

— 

Fi -F 

_ 





J C.C.F. radius. 

from fract. 












39 

77d | Closed cavity. 

Pus on opening 90 

+ : 

F 

+ 1 

— 

—j 

F 

4 - 

— 

Death. 

il5 

Hernia cerebi. 2 months after admission 


'cerebral abscess. 

abscess. 



1 








developed “ fits.” Operation abscess. 

40 

76 Closed cavity 

Scraping and 92 

4 

— 

— 

+ 

— 


+ — 

— 

Recovery. 




in rib. 

f.b. on romoval. 












41 

74 Closed cavity 

Cloth in cavity 90 

— 

— 

—1 

F 




— 





in tibia. 

in tibia. 












42 

80 Closed cavity 

f.b. from cavity 1 80 

— 

—j 

— 

— 

— 

- 


— 



No general or local reaction following operation. 


in femur, f.b. 

in femur. 











1 

43 

81d Closed cavity 

Scraping from 34 

— 

F 

— 

— 

— 

— 

— — 

-F 


... 

I 


in spine, f.b. 

vertebra. 












44 

82d g.s.w. skull. 

Pus on opening. 3 

— 

F| 

- 

— 


+ 

+ 1 — 

— 





| subdural cyst. 

iinths. 












| ... j 

12 

25| 

11221 

15j34|32 ... 


Deaths 6. j 

... 



O.C.F., Compound comminuted fracture. M O., B. ma'ignmt < edema. p., B. perfringens. r., B. Hibler (Rodellalll..'. Seq.. sequestrum. 

f.b., foreign body. 
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Table II. 

Inoculated Cases. Vninoculated Cases. 


Bacteriology. 


0 











Secon¬ 

dary 

hsemor 

rhage. 

X 

Injury. 

1=1 

l 

M.O. 


1 

X 

_ — 
c|3 

o |co 

Strep. 

Other. 

Clinical appear¬ 
ance of pus. 

24a 

Flesh w. through 
calf. 

4 

+ 

+ 

F 

+ i + 

+ 


Brown, foetid. 

... 

6b 

Flesh w. thigh. 
N.B.I. 

5 

+ 

+ 

- 

+ + 

+ 

— 

.. 

... 

11b 

Flesh w. right arm 
and foot, N.B.I. 

5 

+ 

+ 

— 

F 

F 

+ 

- 

.. 

... 

20b 

r.b.w. foot and 
arm,s b.i. 

5 

+ 

+ 

F 

t 

+ 

+ 

+ 

Brown-black, 
very feetid. 

... 


s.w. thigh. N.B.I. 

5 


+ 

+ 

F 

+ 

+ 

F 

Brown, fa-fid. 



R.b.w. thigh, 
N.B.I. 

13 

+ 

+ 

F 

+ 

+ 

F 

+ 

Livid, faecal. 

... 

44b 

r.b.w. arm, s.b.i. 

12 

+ 

+ 

+ 

— 

+ 

+ 

_ 

Brown, slight 
smell. 



r.b.w. thigh, 
N.B.I. 

3 


+ 


F 

+ 

+ 


Brown, foetid. 


lc 

c.c.f. femur, 

M.B.I. 

27 

+ 

+ 

+ 

+ 

+ 

+ 


Very foetid. 

... 

25c 

C.C.F. arm. 

66 


— 

_ 

— 

+ 

F 


Creamy, no smell. 

... 

16c 

C.F. arm. 

5 

F 

F 

+ 

F 

F 

+ 

_ 

Brownish, foetid. 


31c 

C.C.F. arm, m.b.i. 

5 

+ + 

+ 

F 

+ 

+ 

- 

Brown, much 


43c 

s.w. thigh, ankle, 
wrist. 

7 

+ 

+ 

+ 

+ 

+ 

+ 

- 

Black, faecal. 


12c 

c.c.f. both legs. 

22 

F 

+ 

F 

+ 

+ 

F 

— 

Brown, foetid. 


51c 

s.w. shoulder, 

M.B.I. 

5 

+ 

-F 

+ 



•1- 


Very foetid, black. 


52c 

c.c.f humerus. 

25 

+ 

+ 

F 

+ 

F 

F 

+ 

— 


2d 

S.W. back, m.b.i. 

6 

F 

+ 

+ 

+ 

+ 

F 

F 

Very foetid, black. 

... 

7p 

c.c.f. both legs. 

15 

+ 

+ 

— 

+ 

+ 

+ 

- 

Very foetid. 

.. 


9d 

C.C.F. leg, ankle, 
arm. 

7 

+ 

+ 

+ 

+ 

+ 

F 

+ 

... 

19d ] 

s.w. shoulder, 

M.B.I. 

10 

F 

+ 

+ 

F 

+ 

F 

- 

Brown, faecal. 

... 

37d 

C.C.F. femur, 
M.B.I. 

9 

+ 

+ 

+ 

+ 

F 

F 

+ 

Brown, feetid. 


10d 

s.w., c.c.f. thigh 
and knee. 

19 

+ 

+ 

1- 

+ 

+ 

+ 

+ 

Brownish, butyric 

... 

41d 

S.w. amputation 
shoulder. 

6 

— 

+ 

— 

F 

+ 

+ 

- 


... 

26d 

r.b.w. pelvis, 

S.B.I. 

5 

F 

+ 

+ 

F 

■ 


— 

Brownish, faecal. 


24 

... 


21 

23 

18 

21 

22 

23 

8 


... 





Bacteriology. 



Secon¬ 

dary 

haemor¬ 

rhage. 

Ref. Nc 

Injury. 

jo a 

M.O. 


X 

c 

Staph. 

d 

© 

CO 

Other. 

Clinical appear¬ 
ance of pus. 

13a 

Flesh w. calf. 

i 2 

f 

F 

+ 

+ 

L 

-F 


Discoloured, 

Day. 

32b 

N.B.I. 

. r.b.w. thigh, 

! 8 

F 

+ 

+ 

F 

F 

+ 

_ 

stale. 

Brown, foetid. 

17 

46b 

N.B.I. 

Flesh w. shoulder 

7 

t 

IF 

_ 

+ 


+ 

_ 

Brown, slight 


29b 

and arm. 

1 R.B.W. foot, N.B.I. 

7 


+ 

_ 

1 F 

+ 

+ 

_ 

smell. 

Discoloured, no 


34b 

s.w. thigh, n.b.i. 

5 

: + 

+ 

• + 

+ 

F 

-t 

F 

smell. 

Brown, foetid. 


141) 

R.B.W. arm, n.b.i. 

i 6 

+ 

F 

IF 

+ 

F 

+ 

F 

Yellowish, no 


21c 

c.c.f. humerus, 

8 

i_^ 

F 

+.+ 

+ 

F 

F 

smell 

Brownish. Bmell. 


50c 

M.B.I. 

c.c.f. femur, 

84 

+ 1 

F 

+ + 

+ 

F 

K 

Brown, no smell. 


27c 

M.B.I. 

, s.w. thigh, very 

5 


F 

LL 

F 

+ 

F 

Brown, much 

10 

42c 

[ severe, s.b.i. 
c.c.f. arm, rad. 

6 

+ 

+ 

+ 

+ 


_ 

_ 

smell. 

Brown, foetid. 


23c 

and uln. 
C.C.F. arm, flesh 

5 , 

F 

+ 

F 

F 



Black-brown, 


35c 

tv. leg. 

C.C.F. arm, rad. 

17 

+ 

+ 

_ 

+ 

!+ + 


feetid. 

Brown, much i 

10 

49c 

and uln., m.b.i. 
s.w T . thigh and 

7 

F 

+1 

F 

_ 


- 

F 

smell. 

Brown, foetid. 


53c 

arm. 

c.c.f. leg. 

40 

-F 

+ 

+ 

+ 

+ + 

_ 

Brown-black, 1 

25 A 40 

47c 

c.c.f. humerus. 

4 

+ 

+ 

F 

+ 

+i 

+ 

F 


35c 

M.B.I. 

c.c.f. tibia. 

10 

+ 

+ 

- 

+ 

+ 


—I 

feetid. 

Brown, feetid. | 


22d 

C.F. skull, cerv. 

8 

_ 

_ 

F 

•F 

F 

F 

F 

Greenish, no 1 


67 d | 

vertebra. 
C.C.F. tibia. 

31 


+ 

+ 


f!f! 


smell. 

Brown, foetid, j 

38 

64d i 

C.C.F. rad. and | 

41 

+ 

F 

— 

— 

+ 


—, 

Greenish, no 


17d 

uln., multiple | 
shell w. 
s.w. shoulder, , 

7 

+ 

F 

F 

+ 

+ 1 

F 


smell. 

Black, much 


18d 

M.B.I. 

c.c.f. femur, 

29 

F 

F 

F 

+ 

F F 


smell. 

Black, very 

289 

4d 

M.B.I. 

c.c.f. femur and 

60 

_ 

+ 

_ 

_ 

fif; 


foetid. 
Creamy, no 

62 

3d 

knee, m.b.i. 
s.w. amputation 

5 

+ 

+ 

F 

+ 

F FI 

F 

smell. 

Brown, foetid. 

13 A16 


shoulder. 











23 

... 

... 

1722 

17 

19 

20;2l| 

8 


8 


Notes.— No. 2UA..— Readmitted 52nd day. Sinus. No. 20 B .—V 4 inoc. 
Recurrent T. 28th day in auxiliary hospital. No. tD .—Death 56th day. 
No. 9D .~Death 203rd day. Streptococci in blood. No. 19D. —B. Per- 
fringens in blood. 

N.b.i., No bone injury. 8. b.i., Slight bone injury, m.b.i., Much bone 
wound. C.C.F., Compound comminuted fracture. 

the fact that the observation was in oonflict with several 
other observers. Thus Fleming says he was unable to find 
“vibrion septique ” in any of his 32 cases although the 
drawings he gives, especially of the clostridial forms, are 
highly suggestive of Koch’s malignant oedema, while the 
slender end-sporing organisms with oval spores are indis¬ 
tinguishable from Hibler s organism—in fact, from a mixed 
infection resembling Fleming’s drawing (Fig. 1, p. 640) I 
have isolated in cultures sufficiently pure to determine their 
biology, B. perfringens, B. malignant oedema (Koch), and 
B. Hibler. 

Dudgeon,f in discussing the bacterial flora of 21 cases 
records B. aerogenes capsulatus (B. perfringens) in 10 cases. 
In the two cases he quotes, which were presumably sinus 
cases, one on the sixty-fifth day and the other on the 
forty-ninth day of the disease, B. tetani is associated with 
B. coli in one case and B. proteus in another ; no organisms 
resembling B. malignant oedema are mentioned. 

Robertson , H in a r6sum6 of an extended research on 
anaerobe bacteria in the discharge from septic wounds, had no 
difficulty in isolating an organism corresponding in its main 
characters with the B. malignant oedema of Koch, and was 
able to differentiate this organism from B. perfringens and 
B. Hibler, but lays stress on the extreme difficulty in 
obtaining pure cultivations of B. perfringens and B. Hibler. 
This has been my own experience ; even when after 
continual plating an apparently pure strain is obtained, a 


Notes.— No 82B.— Death, gas gangrene, 28th day. No. 28 C.— 
Death, gaa gangrene, 9th day. No. S6C.— Recovery. No. 22D.— Death 
14th day. No. 1SD. —Recovery. No. k D.— Amputation through knee 
72nd day. No. SD.— Recovery. 

injury, s.w., Shell wound, r.w.. Flesh wound, r.b.w., Rifle bullet 
C.F., Compound fracture. M.o., Malignant oedema. 

few weeks’ culture on egg medium 9 usually results in the 
recrudescence of B. malignant oedema. The organism 
isolated agreed with that described by Miss Robertson. 

It may be stated, therefore, that three types of sporing 
anaerobes at least are frequently found in the infected 
wounds having biological characters of considerable diverg¬ 
ence. (a) B. malignant oedema primarily a protein 
digester, and in addition liberates ammonia in considerable 
amount. (Dale. 10 ) (Z>) B. perfringens an acid producer ; 

butyric and other acids are formed from the attacked meat ; 
gelatin is liquefied but not coagulated serum ; gradual diges¬ 
tion of meat occurs, (c) B. Hibler causes slow digestion of 
meat with acid reaction, no liquefaction of coagulated serum. 

These biological activities are of the utmost clinical 
importance, for although the consensus of opinion of most 
observers is that B. malignant oedema and B. perfringens are 
extremely variable in their pathogenicity, their biological 
activity is apparently more constant, and may be as important 
as the pathogenicity of the associated aerobic bacteria. 
The persistence of these anaerobes in sinus cases, especially in 
the sequestra, for long periods has been demonstrated during 
my researches set out in Table I., indicating that the per¬ 
sistence of anaerobes in sinus cases is greatly farthered by 
the presence of sequestra. In one case only was the 
anaerobic flora associated with symptoms of gas gangrene 
which supervened upon operation. The cases recorded show 
that anaerobic bacteria are common in sinus cases, that they 
may even be found in closed cavity cases, and that the 
organisms are found at very long intervals after the original 


t The Lancet, June 12th, 1915. 
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wound, when all clinical symptoms of fever and other 
constitutional disturbance have disappeared. 

Bacteriology of Sinn* and Closed Cavity Cases. 

Chronic sinuses, often determining general constitutional 
disturbance when operated upon, are very common, and the 
problem of dealing with them is urgent. Owing to the 
splintering of bone and the amount of bruising suffered by 
the soft parts, the initial stage of healing in many wounds 
is frequently greatly delayed, the purely mechanical damage 
to the tissues promoting the sequestration of micro-organisms 
in fragments of bone and developing granulation tissue. Not 
only are nooks and crannies present in the interior of severe 
wounds, but the granulation tissue thrown out by the 
injured surface is indolent, low in resistance, and while 
invading organisms become phagocyted by the wandering 
cells by no means all are destroyed. In a recent publication 
Peyton Rous and F. S. Jones 11 call attention to the protec¬ 
tive action of living cells upon bacteria. Experiments with 
a specific haemolytic serum and the appropriate red cells 
showed that the red cells when englobed by phagocytes 
were protected from the lytic action of the specific serum, 
although any cells remaining unphagocyted were quickly 
dissolved. Using trypan-blue as an indicator of the death 
of the cell, Rous and Jones were able to show that the cells 
which had taken up the red corpuscles were still living and 
exhibited considerable resistance to various destructive 
agents ; the protection against the action of the homologous 
haemolytic serum appeared to be a characteristic of the 
living cell. Testing this hypothesis with typhoid bacilli it 
was found that a concentration of N/150 potassium cyanide 
killed typhoid bacilli in a suspension of guinea-pigs’ 
corpuscles without destroying the life of the corpuscles 
themselves, with the result that the bacilli contained in 
the cells were protected and grew when the emulsion was 
plated out, no growth occurring in the controls. 

There is little doubt that continued reinfection of the 
walls of a sinus takes place through phagocytic action, and 
the difficulty of eliminating bacteria implanted in the 
granulating walls, so well known clinically, is explained 
by Rous and Jones's valuable observations. Moreover, the 
use of hypertonic salt solution, which invariably produces 
flabby granulation tissue when continued for extended 
periods, would seem to aid the sequestration of phagocvtosed 
organisms. Hyperchlorites exert a solvent action on dead 
and partially dead tissue, and it is possible some of their 
activity is due to this action as well as their bactericidal 
properties. As a general rule during my investigation of 
sinus and septic wounds material obtained within half an 
hour after dressing with either iodine, peroxide, or saline 
has given substantial bacterial growth, but in very few 
instances have I obtained cultures within half an hour of 
hyperchlorite dressings. 

From the clinical point of view the sinus case causes 
anxiety. F’irstly, it goes on for a very long time, and 
although the patient may not be ill yet is entirely incapaci¬ 
tated from duty; secondly, attempts to close the sinus 
surgically may cause a 1 ‘ flare ” or only result in further chronic 
suppuration ; even a healed wound constantly breaks down 
again without any adequate surgical cause. 

In September, 1915, Colonel Bond 1J called attention to 
the recrudescence of sepsis or local reinfection, and cites 
several cases where severe local inflammation followed 
trivial surgical procedure such as passive movement to a 
joint in the vicinity of an old wound. Colonel Rond ia 
says: “Is the capacity of organisms to remain alive and 
virulent the result of the formation of fibrous tissue, ”&c.l 
and further : “ Is the time interval of essential importance? ” 

Mr. Jocelyn Swan and myself n noted a series of cases 
of “closed cavities” in which a careful bacteriological 
examination was made. Cultures were obtained at opera¬ 
tion from the cavities containing foreign bodies after com¬ 
plete healing of the entrance wound. Four of these closed 
cavity cases are included in Table I. (Nos. 34, 39, 40, 41). 
At the time that paper was published the investigation on 
sinus infection was proceeding. The research is still in 
progress, but sufficient details have been accumulated to 
warrant a preliminary communication. I have, therefore, 
collected into tabular form (Table I.) certain of the more 
important facts relating to the bacteriology of sinus cases 
and closed cavity cases, showing the day after the infliction 
of the injury upon which the bacteriological examination 


was made, the clinical variety of the injury, the organisms 
demonstrated, and some of the essential clinical notes 
relating to the cases. The organisms isolated are scheduled 
according to the grouping already given, and the letters and 
figures in the second column refer to the cases as classed 
under the four headings indicated above. The earlier 
bacteriology of the wound is omitted from Table I., but the 
details of 11 cases are given in Table III. 

In many of these sinus cases bone injury had been a 
prominent feature of the original wound, and the cultivations 
in which anaerobes were obtained were made from the 
necrotic or exposed bone at the bottom of the sinus at opera¬ 
tion. Cultivations had been made from the suppurating 
sinus from time to time before the removal of the sequestrum 
was undertaken, and these uniformly failed to show anaerobes. 
The organisms encountered in the soft parts of the sinus 
were mainly streptococci, staphylococci, and members of the 
proteus and coli groups. In only one instance (No. 17) did 
anaerobic infection follow operation ; extensive incisions were 
made, including transverse muscle incision, and the case 
recovered. B. malignant oedema was present in the pus films 
in large numbers. 

Sinus Cases which mere Followed by ••I'lares” after Subsequent 
Operation. 

In 13 cases (Nos. 1, 2, 6, 7, 10, 11, 12. 16, 17, 21, 25, 28, 
and 31) temperature reaction, in certain instances very 
severe, followed the operation. Two typical cases may be 
quoted :— 

Case 12 (72d).—S hrapnel wound of left shoulder with 
moderate bone injury. On the 80th day after injury a 
sinus leading to the damaged shoulder being present a 
small piece of bone was removed with sinus forceps. An 
acute attack of erysipolas came on within 48 hours associated 
with a severe attack of fever; the blush around the wound, 
arm and chest, remained for eight days. On the 109th day 
another small bone fragment was removed and a similar 
attack took place. (See Chart 1.) The bacteriological exa¬ 
mination gave an almost pure growth of streptococci from 
the sinus; malignant oedema and B. perfringeus from the 
extreme depths of the wound. There were no symptoms of gas 
gangrene or tissue emphysema. A dose of polyvalent strepto¬ 
coccal vaccine (5 X 10 6 ) was administered immediately after 
an examination of the pus films, and three days later 5x10* 
of autogenous sensitised streptococcal vaccine was injected. 
The temperature (see chartl rapidly fell; two subsequent 
doses of vaccine were administered. On the 122nd day some 
further pieces of bone were removed with no rise of tem- 

erature or other reaction. In this case there was good 

rainage of the w r ound, and the bone fragments removed 
were out of all proportion to the “flare” which followed. 
The case made a speedy recovery. 

Case 6 (68d). —The second case was not a gunshot wound, 
but a fracture due to a motor accident. The femur 
w T as put up on the second day, the tibia plated on the 12th 
day, and the stitches removed on the 22nd day. On the 
29th day massage and movement of the knee were com¬ 
menced, followed almost immediately by acute pain, and on 
the 32nd day an incision was necessary. Streptococci were 
present in large numbers. On the 43rd day another incision 
was made. On the 47th day the plate from the tibia was 
removed, which was followed by a very severe reaction with 
pusin the knee-joint. The autogenous vaccine prepared was 
given inadvertently on three occasions at intervals of 24 hours 
then discontinued.’ (Chart 2.) The febrile period lasted til! the 
81st day. Subsequent exacerbation of fever with local 
redness and increased pus development took place on four 
subsequent occasions. A reinvestigation of the bacteriology 
was made on the 236th day, and streptococci found present 
as before; a new autogenous and sensitised vaccine was 
prepared and administered at appropriate intervals. No 
further rise of temperature occurred, and three subsequent 
operations, including curetting the sinuses related to the 
knee-joint, were performed without any temperature reaction 
or local tissue inflammation, although at the last operation 
cultivations demonstrated the persistence of streptococci. 
No further “ flares ” have taken place, although two more 
operations were performed, and under the influence of the 
vaccine the indolent appearance of the granulation tissue 
has disappeared, and normal tissue is developing. 

Case 23 (12c) is an example of severe sepsis with com¬ 
pound comminuted fracture which finally recovered without 
sinus formation. 

The tibia of both legs were plated and vaccine treatment 
with autogenous sensitised streptococcal vaccine commenced 
somewhat late (22nd day). A large secondary abscess was 
incised on the 49th day ; the temperature fell to normal on 
the 76th day; one other abscess having been opened. From 
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this time to his transfer to a convalescent home on the 
146th day no farther rise of temperature took place and no 
sinus was present. (Chart 3.) 

Case 10 (35c) is of espacial 
control case to 
52c. (Table II.) 

The two men 
were readmitted 
on the same date 
(177th day of dis¬ 
ease), the one 
with an entirely 
healed wound and 
no tenderness and 
complete, but 
irregular, union 
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trol case, with a 
similar original 
wound and bac¬ 
teriological pic¬ 
ture, had two un¬ 
heal ed sinuses 
leading to bone; 
several opera¬ 
tions and at¬ 
tempts to close 
the sinuses had 
failed. Bacterio¬ 
logical examina¬ 
tion showed the 

presence of B. perfringens, B. proteus, and streptococci 

autogenous vaccine was prepared and administered. _ 

case still under treatment has healed up twice, but has 
broken down again; no operation has been performed on 
the sinuses since vaccine therapy was commenced. 

Administration of'Appropriate I ’dcoine 
Previous to Operation. 

In 22 cases in Table I. vaccine 
inoculation had been given at inter¬ 
vals for at least two weeks previous 
to “subsequent” operation; in no 
instance was the operation attended 
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out certain particulars relating to the vaccine treatment of 47 
severe and septic wounds in their earlier stages. Although 
the general discussion of my observations on vaccine therapy 
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to the sacrum, with an abscess 
cavity containing anaerobic bacteria 
in the spinal canal, received vaccine 
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is reserved for the second section of the report, Table II. has 
been introduced as some of the facts, especially the bacterio¬ 
logical findings, are of interest in relation to the later 
bacteriology of the sinus cases. Fourteen of the cases are 
ones that also appear in Table I., these cases are collected in 
Table III., and the first bacteriological examination made 


Table III. 

Persistence of Anaerobic Bacilli in Wounds. 
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Site of culture. 


Pus from sinus. 
Sequestrum at operation, 
Scraping from sinus. 
Pus from sinus. 
Sequestrum at operation, 
Pus in sacral canal. 
Scraping at operation 
(bone). 

Pus from sinus (deep). 

Pus from sinus. 

Pus from sinus (deep). 
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v, Vaccine case, o, No vaccine. 


subsequent to wounding compared with the final examina¬ 
tion of the sinus or sequestrum. Three of the 14 cases are 
omitted from Table 111., as the particulars of the baoteriology 
given in Tables I. and II. refer to an examination on or about 
the same date. 

There is no indication in the results that the use of the 
vaccine in the early stages of the wounds had reduced the 
anaerobic flora of the sequestrum or sinus. In the cases in 
which B. malignant oelema persisted one was an injury 
affecting the sacral canal (2 d). Two were cases of sequestrum 
formation ; no anaerobes were present in the sinus pus. One 
case was a simple sinus without bone injury, and only 
received two injections of vaccine before he was transferred 
to another hospital and the inoculations suspended. In seven 
of the eight cases in which B. perfringens and B. Hibler were 
recovered from the sinus at the final examination there was 
bone involvement; the cultures were obtained either from 
the sequestra or bone scrapings from the depths of the sinus. 
Six were vaccine and two non-vaccine cases. 

The aerobic organisms showed no striking diminution in 
incidence. On the other hand, it would be unwise to deduce, 
therefore, that vaccine therapy had effected no beneficial 
result j in fact, it is doubtful if the presence or absence of a 
given organism determined culturally in a sinus, even where 
a specific antigen has been administered, is any test what¬ 
ever of the benefit or otherwise of vaccine therapy. Many 
factors are concerned in the growth or persistence of 
organisms in a sinus. Rons and Jones’s work points to one 
problem that deserves consideration ; the physical imperme¬ 
ability of fibrous tissue effectually preventing the permeation 
of the bacterial-infected areas by the blood antibodies is a 
second ; and the presence of a sequestrum is a third. That 
vaccine therapy has little direct action in affecting the flora 
of a sinits and none whatever upon formed sequestra may be 
concluded from the facts collected in the foregoing tables. 

Effects of Vaccine Therapy. 

Theoretically the production of antibodies by the injection 
of the appropriate vaccine depends upon the reactivity of the 
tissue into which the antigen is injected. A man, therefore, 
who is in normal vigorous health at the moment of wounding! 
and until the development of tox'n and bacterial products 
in the damaged tissue has lowered his initial high resistance 
to bacterial invasion, may be regarded as a peculiarly 
favourable case in which to raise the specific resistance 
against specific forms of bacterial invasion. Theoretically 
the injection of appropriate antigen, if undertaken early, 
should produce an increased resistance— 

1. To general constitutional disturbance immediately follorc- 
ing subsequent surgical manipulation of the mounded and 
infected tissue ; a fortiori when the local injury has become 
largely circumscribed by the natural protect’ve action of the 
a Ijacent tissues. 


2. To the spread of the bacterial invasion in the immediate 
region of the damaged tissue ; the damaged tissue consisting 
not only of the actual wounded tissues, but the greater or 
less area which has suffered molecular disturbance without 
solution of continuity in direct proportion to the velocity of 
the projectile. 

The evidence adduced in Table I. of the decreased liability 
to “ flares ” in cases in which vaccine therapy has been used 
systematically and the prevention of “flares” in cases 
which have already shown a “flare” following secondary 
operation gives good reason to conclude that the first of the 
above theoretical possibilities can be realised when vaccine 
therapy as an adjunct to surgical treatment is practically 
employed, and that the theoretical considerations suggesting 
the use of antigen inoculations coincide with clinical 
observation in properly cor trolled cases. 

The second of the two theoretical premises stated above 
receives considerable support from the cases in Table II. 
These cases, which were se'ected in pairs generally from one 
convoy, showed similar bacteriological pictures and suffered 
from directly comparable injury, were for the most part 
treated under identical conditions as to surgical method, 
dressing, antiseptics, Sec. The clinical history was obtained 
from the notes kept in the wards, and it was not until a 
table was compiled that secondary hsemorrhage was 
found absent in the inoculated cases and present in the 
controls. 

It will be seen in Table II. that in the 24 cases treated 
with vaccines no case of secondary hsemorrhage took place, 
while in the 23 control cases no less than 8 suffered from 
septic secondary hicmorrhage. In two instances the btomor- 
rhage recurred 3 days and 15 days after the first attack Of 
the 8 vaccine cases 6 were dressed with hydrogen peroxide, 
hypertonic saline, or saline and iodine ; 2 were dressed with 
eusol. The 8 control cases were dressed in a similar manner ; 
2 only with eusol. Other treatment was exactly similar, and 
the injuries were strictly comparable. 

Bacterial Flora of Wounds. 

The cases of Table II. were for the most part wounded in 
the earlier part of 1915, at Neuve Chapelle, some in the 
battle of Loos. Recently the cases of secondary haemorrhage 
have been less frequent and the bacterial flora of the wounds 
investigated somewhat less complicated. There is a general 
agreement in my series of cases between the time of year 
(and therefore the earth temperature) and the severity of the 
wound infection. This point will be dealt with in a later 
section. A glance at Table II. shows the very heavy 
infection found in the majority of wounds examined, and 
demonstrates that the baoterial content of the wound alone 
is by no means the only factor in the determination of severe 
local or even generalised infection. On the other hand, the 
cases of acute gas gangrene which have come under my own 
immediate observation in the acute stage have shown a pre¬ 
ponderance of sporing bacilli with mid- or sub-terminal 
spores and many clostridial forms in the tissue smears 
(B. malignant cedema) or large Gram-positive non-sporing 
bacilli (B. perfringens). 

In the sinus cases and the wounds without clinical sym¬ 
ptoms of gas gangrene the Gram-positive anaerobes were not 
in the majority and sporing forms are not very common. 
Gram-negative bacilli were frequently seen, some of them 
probably degenerate forms of the B. perfringens and 
malignant oedema, others belong to the proteus and coli 
group. Streptococci are not often found in chain form except 
in the oultnres ; in the tissue smears they mainly appear as 
diplococci. 

Fig. 6 is reproduced from a photograph of a tissue pre¬ 
paration from a case of acute gas gangrene. The bacilli 
are seen lying in the muscle bundles themselves, and a 
considerable area of semi-digested tissue surrounds the 
organisms. The appearance certainly suggests tissue 
digestion, and further supports the view already enun¬ 
ciated that the anaerobic bacteria in sinus cases are of more 
importance as tissue digesters than tissue invaders. 

Conclusions of Section 1. 

To recapitulate briefly the conclusions of the first section 
of my report I find in septic wounds and in sequestra 
forming as the result of such wounds :— 

(A) A preponderance of certain classes of anaerobic 
bacteria—namely, organisms referable to the groups: (1) 
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B. malignant oeiema (Koch) ; (2) B. perfringens (Veillon) ; 
and (3) B. Hibler. 

(B) A small incidence of B. tetani, at present only in 
cases of clinical tetanus. 

(C) That wounded tissues, especially sequestra, contain 
anaerobic bacteria months after the original injury, even 
when the external wound has healed. 

(D) That infection of the wounded and partially healed 
tissues with anaerobic bacilli predisposes to sinus formation. 

(E) That persistent infection of wounded tissues is the 
chief, if not the essential, factor of the '■ flares” occurring 
after operations upon sinuses. 

(F) That the use of appropriate vaccine therapy properly 
controlled is an important and urgent concomitant of 
surgical treatment in: ( a ) the prevention of “flares” 
after secondary operations ; (b) the prevention of sinus 
formation; and (o) the prevention of secondary hemor¬ 
rhage. 

(G) That the biological (digestive) activity of anaerobic 
bacilli is more important than the specific infectivity. 

As a result of my investigations into sinus cases generally 
I would suggest the following routine treatment for chronic 
sinuses resulting from gunshot and other projectile wounds. 
The presence of bone involvement or sequestrum should be 
determined by radiography. If a sequestrum be present 
anaerobic organisms are almost certainly present. A 
bacteriological examination may or may not determine this 
point before operation, but the case should be treated as 
if anaerobes were present. An autogenous vaccine and 
preferably sensitised vaccine should be made from the 
organisms in the sinus ; streptococci and the coli or 
proteus group when present must be included. If time is 
an object a stock polyvalent vaccine may be used, having 
regard to the bacteriological findings. Should the pre¬ 
liminary inoculation give rise to constitutional disturbance 
a “flare” would presumably have followed an operation 
undertaken without previous immunisation. Such cases 
should not be operated upon until efficient immunisation 
(three weeks at least) has been carried out. If no con¬ 
stitutional symptoms follow an autogenous (not stock) 
vaccine operative treatment may be proceeded with, as 
only the minority of such cases “flare.” The doses of 
vaccine given should commence with 5 X 10 5 of strepto¬ 
cocci, 10 x 10 8 of B. proteus, and 5 x 10 • of B. coli. 
The inoculation should be repeated at 3 5 day intervals, 
increasing the dosage with reference to the clinical symptoms. 
Three days subsequent to the fourth dose the sinus should be 
surgically dealt with. Possibly excision of the sinus walls 
would give better results than scraping with a sharp spoon ; 
in fact, the bacteriological and physiological considerations 
suggest this as the procedure least likely to contribute to 
further invasion. 

From the results recorded in this report it would appear 
that the anaerobic bacteria, even if present in the sinus, may 
be disregarded providing proper precautions are taken (1) to 
immunise the patient before operation, and (2) to provide an 
efficiently drained wound. 

The biological activities of the anaerobes do not apparently 
come into operation unless aerobic organisms, especially the 
proteus group, provide a suitable nidus or if tissue destruc¬ 
tion (i scraping) cause already damaged tissue to die off. 
After operation hypochlorites (Dakin’s 11 solution) may be 
used with advantage and the wound treated as an anaerobe- 
infected one. 

All chronic sinuses which alternately heal and break down 
should be treated by vaccine therapy before subsequent 
surgical procedure is adopted. 
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DIGITALIS IN AORTIC INCOMPETENCE. 

By SEYMOUR TAYLOR, M.D.Aberd., F.R.C.P. Lord., Ac., 

CONSULTING PHTSIClAir TO THE WEST LONDON HOSPITAL., ETC. 


This is an old subject, but it is by no means threadbare. 
I have written and spoken on it in previous years, and have 
made contributions to our literature bearing on this disease, 
as other observers have done. But without wishing to 
appear didactic, I think it well to add my further experience 
to strengthen the views which I hold. 

As one lives longer and sees more cases, and also registers 
the results of treatment, or the failures and successes of 
prognosis, one becomes more impressed with the valne of 
clinical experience as against the theories of the laboratory 
or the seductive whisperings of a physiological instrument. 
So far as prognosis is concerned, there are some fixed 
opinions on the subject of valvular affections of the heart. 
And no opinion, so far as my experience goes, is so firmly 
established as is the seriousness of aortic regurgitation. 
Even in youth it is a lesion of the gravest character. But in 
a man or a woman upwards of 40 years of age, even should 
the causal disease have been only recently acquired, the 
outlook is always serious, though, as I shall show, some 
sufferers may survive to good old age. Perhaps I may 
put the whole question of prognosis in a single sentence by 
saying that in life assurance any applicant having aortic 
insufficiency should be “loaded” 100 per cent, if he be 
young, but if he be over 45 years of age his proposal should 
be rejected. 

But not only is the prognosis always grave, not only 
must we admit that the sufferer has in the majority of 
instances a shortened span of life, but that all who have had 
opportunities of observing these cases and of recording 
their longevity must also be convinced that the immediate 
prognosis is one which requires cautious utterance. The 
various eddies, cross-currents, and commotions in the stream 
of life are complex and beyond our control. Hence, a 
violent emotion, an exciting episode, or a sudden muscular 
effort may bring disaster to the sufferer from aortic in¬ 
competence, notwithstanding that to all outward appear¬ 
ances he may hitherto have been in the enjoyment of a fair 
amount of health and with little or no distress. The patients 
who do fail under these adverse circumstances die suddenly, 
suffering little or no pain themselves ; but, on the other 
hand, many survive beyond middle age and lead useful if 
not laborious lives. 

I have now for many years past been observing and 
recording the life-histories of patients who have suffered 
from aortic regurgitation and who still survive or who have 
survived to a recent date. I have, so far as I could obtain 
information thereof, made notes of their ages when death 
overtook them ; and I have, in many instances, ascertained 
the form of death, whether sadden or lingering ; and also 
have I specially inquired whether digitalis had been 
administered during the last, or fatal, illness ; or whether 
death occurred without warning and without any special 
cardiac treatment. And here I may observe that careful 
inquiry will reveal the facts that marry sufferers from aortic 
incompetence are unaware of the fact; that they do 
not seek medical advice for any symptoms referable to heart 
disease ; and, further, that many of them perform arduous 
work, entailing prolonged muscular exertions, without 
distress or discomfort. The experience of the French 
military doctors, as recorded in The Lancet of Jan. 30tb, 
1915, proves all this. The soldiers who had been on active 
service and were sent to hospital from the front were 
admitted to hospital for fatigue, and not for palpitation, 
arrhythmia, angina, or pulmonary engorgement; some even 
returned to the trenches. 

From this it must not be inferred that I do not recognise 
the grave position in which these sufferers live, and that 
sadden death is not common with them, even amongst those 
who, though suffering from a serious heart lesion, yet earn 
their livings, and who apparently enjoy their lives with 
no discomfort. But even amongst these—that is to say, 
patients who have no or very little discomfort—I strongly 
suspect that if careful observations be made it will be found 
that the mitral valve is also incompetent. It will not do, so 
far as my experience goes, to say that a given patient has 
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aortic incompetence, and this being such a serious affection 
our whole attention must be given to it, any other valve 
lesion being of minor interest and importance. 

I have for many years tried to show that aortic incom¬ 
petence by itself is not only a most serious lesion, but also 
that its gravity and its discomfort are enhanced if the mitral 
valve is holding and competent. This may appear to be a 
paradoxical statement. But I have abundant evidence, 
derived from observing numerous cases, to convince me that 
mitral regurgitation is really a boon to sufferers from aortic 
regurgitation. Some argue that two lesions cannot be more 
advantageous than one. I am not so sure of this. We see 
compensatory hypertrophy, which is obviously an abnor¬ 
mality, in certain muscles when the spinal column is dis¬ 
torted. It cannot be said that a hypertrophied left ventricle 
is a healthy or normal condition, yet it obtains in chronic 
kidney disease with changes in the arterial system. I often 
wonder how a long distance runner would complete his 
course without the so-called “ physiological ” action or over¬ 
flow of his tricuspid valve, by which his labouring right 
ventricle is relieved. This phenomenon is one of the first 
things which we learn in our text-books. 

Transferring our attention to the left side of the heart, we 
can then recognise how a bicuspid valve (mitral) may, by its 
leakage, allow a similar relief, a lessening of centrifugal 
tension, notwithstanding that it is pathological. Even allow¬ 
ing that this is conjectural, I have records of many cases, in 
early middle age, who have led, and who still lead, lives of 
comparative comfort, they having the double lesion ; whilst, 
on the contrary, others having only an aortic incompetence, 
suffer dyspncea, faintings, and other discomforts, and are 
incapable of any beyond the slightest exertion. If there is 
one fact which has impressed itself on my mind when study¬ 
ing cardiac affections it is the comfort which an imperfect 
mitral valve bestows on a patient who has an incompetent 
aortic valve also. Lpt me admit, however, that I have no 
scientific proofs of these statements. I can only record 
clinical experience. Here are two cases in brief detail. 

Case 1.—An insurance clerk, now aged 27, had chorea at 
the age of 11. He was known to have a “ weak heart. ’ His 
father brought him to me when he was 18, with a view to 
ascertain what occupation he was then best fitted for from a 
physical point of view. I found that he had unmistakable 
signs not only of aortic refluent disease, but of mitral 
regurgitation in addition. He has been in his present 
employment now for upwards of nine years ; toe has suffered 
from no dyspnoea, angina, or oedema, and he recently told me 
that he could run upstairs without discomfort, and that he 
often had to race uphill to catch his morning train to 
London. I can see no reason why this young man, knowing 
his infirmity and taking proper precautions (I have scolded 
him for disobeying my orders about running), should not live 
in comparative health and comfort to at least middle age, and 
possibly longer; though his life must always be regarded as 
a precarious one. 

Case 2.—The patient, a man aged 39, was seen by me 17 
years ago. He had typical signs of aortic regurgitation due 
to an attack of acute rheumatism when he was 20. The 
mitral valve then was apparently intact. I saw him again 
last year, after he had had a second attack of rheumatic 
fever. I then found that he had a systolic murmur, loudest 
at the apex, distinctly heard at the angle of the left scapula, 
and attended by accentuation and reduplication of the second 
sound over the pulmonary artery. The signs of his old 
aortic incompetence were also quite evident. He came to 
see me more with the view to ascertain my opinion as to 
whether he could be employed as a builder’s foreman ; and, 
singularly enough, he volunteered the statement that, since 
his second attack of rheumatism, he had had less dyspnoea, 
and was more able to perform active duties than during the 
period between his first and his second attacks. 

By some physicians my conclusions may be classified as 
speculative only. But, as Darwin has shown, no good or 
original observation can be made without some speculation. 
The brilliant discoverers of the origin of malarial fever, of 
plague, and of other devastating diseases only made specula¬ 
tive and conjectural observations at first. Others, again, 
have effected cures by means of serum-therapy, by the 
administration of drugs and of glandular extracts ; but the 
scientific proof of how the various diseases are thereby cured 
has yet to be divulged. Similarly one may object to the 
statements of clinical events (I call them events rather than 
facts for the present) as not yet capable of scientific proof. 
But I contend that if there be an overwhelming amount of 
‘good evidence in favour of one or against another certain 


line of treatment, then we must accept facts and wait for 
their elucidation by experimental proof till some future 
period. 

The efficacy of a drug in the majority of instances has 
been ascertained by clinical experience rather than by 
laboratory research. The effect noted by a certain drug on 
the heart and pulse of a dog is not conclusive that a similar 
effect will be produced on a human’s circulation by the same 
drug. Some animals consume what are to us poisonous 
plants with impunity, and I have little doubt that the con¬ 
verse applies. Therefore, I contend that one’s experience 
should guide us in giving advice in the treatment of disease. 
Experience, after all, is a firm bed-rock on which to base 
statements, dogmatic or didactic though they be. The 
mason builds from below ; he knows really nothing of the 
laws of gravity, yet he has the intuition that if he attempts 
to build in any other manner disaster awaits him. When 
the keystone is in position he may then survey his work with 
satisfaction, and may with greater ease and understanding 
listen to the explanation of the laws of thrust, expansion, 
and other varying forms of what is really gravity. If the 
opinions of some others differ from mine I must accept 
them, but I can accept no surmise ; I must have quoted 
facts derived from records of cases which have been care¬ 
fully observed. 

To my younger confreres, therefore, I would say : “Keep 
notes of your cases of aortic insufficiency, record their 
longevity, their modes of death, whether sudden or lingering, 
and compare a series of cases treated by digitalis with 
another series of cases in which the drug has had no place 
in the defence.” Obviously I am only referring to those 
cases of aortic regurgitation which, in the opinion of the 
medical attendant, require medication—cases which show 
signs of ventricular dilatation and cases in which attacks of 
dyspnoea come and go, and even those cases in whioh the 
medical attendant may, and often does, say with perfect 
faith, “Y’our heart requires a tonic from time to time, 
therefore keep this prescription in your pocket and occasion¬ 
ally take the remedy.” I wish to caution such doctors. 
Sudden death in these cases is by no means uncommon. I 
have received not a few letters from younger practitioners 
in which they have related cases of sudden death, although no 
sign of such an impending event was manifest. But their con¬ 
solation was: “My teacher always advocated digitalis in 
these cases”; or “Dr. So-and-So, under whom I studied, 
was in the habit of prescribing the drug.” And this places 
me in a difficulty, for I know that eminent men have been 
quoted. But I will make one qualification—a qualification 
which I have made before—to my objection to the use of 
digitalis in aortic regurgitation. If in addition to aortic 
insufficiency the patient has also mitral regurgitation, then 
digitalis is a useful remedy. 

Now the chief object of this communication is to put on 
record some addition to the number of cases having aortic 
regurgitant disease who have survived to old age and to 
whom digitalis has never been given since I have had them 
under observation, now some 10 to 15 years. I prefer to 
leave out any further record of cases which after a course of 
treatment by digitalis have died suddenly, as such a record 
might occasion some distress. I have had it said to me 
that better authorities than I have advocated the use of this 
drug in case of threatened cardiac failure, even when the 
cause thereof was simple aortic regurgitation ; that even in 
those cases which, after a regulated course of the remedy, do 
die suddenly, it was only a natural event, one to be almost 
anticipated, and not due to digitalis. All I can do in reply, 
is to mention that I have received letters from doctors, and 
have records of cases, confirming my experience ; and, what 
to my mind is stronger, evidence is obtained from the experi¬ 
ence of cases which survive, or have survived, to old age, 
without their having had a single dose of digitalis. It will 
therefore be well if I record three more such examples. 

Case 3.—A wealthy gentleman, with every worldly comfort, 
was first seen by m*e when he was 69 years. He had every 
sign of aortic regurgitation—diastolic basic murmur, shaking 
carotids, capillary pulsation, Corrigan’s pulse, <fcc., but his 
mitral valve was intact. During the whole of the period, 
nearly 20 years, in which I had him under observation with 
his doctor* he never had a single dose of digitalis; and 
although he had, from time to time, attacks of dyspncea, 
these were successfully encountered by small closes of 
trinitrin (gr. 1/200), and a very diminished dietary, usually 
about a third of his daily food, with one day’s fasting in 
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each week. He survived to the age of 88^ and died 
gradually, as though worn out. 

Case 4.—The patient, a twin (female), aged 79, was first 
seen by me 15 years ago. She had, and has now, all the 
cardinal signs of aortic incompetence, but with no evidence 
of mitral regurgitation. The physical signs are also accom¬ 
panied by characteristic symptoms, such as periodic attacks 
of breathlessness, palpitation, with insomnia or nightmare. 
I advised treatment similar to that which is outlined in the 
preceding case. She still survives, and is in her eightieth 
year. 

Case 5.—The patient, a female, was first seen by me in 
1901 suffering from dyspnoea, accompanied by signs of aortic 
regurgitation, with crackles at the base of each lung and a 
tendency to anasarca. I had a suspicion, from the existence 
of certain well-known physical signs, that her mitral valve 
was not holding completely, this suspicion being strengthened 
by the signs of back pressure. Still, acting on my advice 
and wishes, digitalis, although suggested, was not given. I 
hear that she died last year in her eighty-seventh year. 

Here are three remarkable cases, all octogenarians, who 
suffered from grave valvular affection, for which probably 
many practitioners would have from time to time prescribed 
digitalis, since it will be noted that these cases were not 
without symptoms of distress, that they were not examples 
of cases which we frequently see in whom, though the 
aortic lesion is well marked by physical signs, there were no 
urgent symptoms. All three consulted me on account of 
serious indications of distress, which returned from time to 
time and which called for relief. 

These cases, if they show nothing else, illustrate how many 
people, notwithstanding serious cardiac ailments, may live 
to good old age by careful treatment and management. 

Seymour-streeb, W. 
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The recent researches on the embedding of the human 
ovum and the definite proof of the existence of ovarian 
pregnancy, established by quite a number of recorded 
examples, have been the means of altering the attitude 
which has hitherto been adopted towards the possibility of 
primary abdominal pregnancy. It is now affirmed that the 
ovum will embed itself in any patch of connective tissue 
capable of supplying its nutritional demands. That a 
pregnancy is primarily abdominal is difficult to prove, but it 
is also diificult in certain examples to disprove; for in the 
light of modem knowledge we can no longer cling to the 
old statement that “all cases are primarily tubal.” If, 
further, a detached ovum, and therefore a damaged ovum, 
can become implanted and grow on the peritoneal surface, 
why not a fresh ovum ? Now, the situation in which this 
implantation would be most likely to occur is the upper part 
of the posterior surface of the uterus. An entirely erroneous 
impression of the position of the appendages is apt to be 
gained by a study of illustrations as well as by exami¬ 
nation of post-mortem specimens. In the healthy living 
woman the tubes are curled around the ovaries, and 
the latter are in close proximity to one another 
and to the back of the uterus. There are, of course, 
variations in position within normal limits, but their close 
proximity is maintained and the ovaries may be actually in 
contact with one another as well as with the posterior 
surface of the uterus. It is further necessary to suppose 
that there has been damage to the uterine peritoneum, as 
the healthy peritoneum is alleged to exert a protective 
function. There are, I fancy, few parous women who escape 
a microscopic if not a macroscopic damage to their peri¬ 
toneal epithelium. Further, the ovum has become implanted 
at the fimbriated extremity of the tube, on the surface of 
the ovary, in a Graafian follicle, and, as demonstrated by one 
of my own specimens, in the functionally active portion of 

1 A paper read before the Section of Obstetrics and Gymecology of 
the Royal Society of Medicine on June Sth, 1916. 


an ovary, the seat of a cystoma. 3 It is therefore not diffi¬ 
cult to imagine that it may become implanted in the 
posterior surface of the ifterus. 

As a contribution towards the study of this subject let me 
record the following example. Dr. M. K. Huston, of 
Harrow, has very kindly furnished me with some facts 
concerning the patient’s previous history, which I give in 
his own words :— 

“ She was aged 35 years and had had three confinements, 
all, as I understand, normal and of short duration, the last 
two years ago. Her menstruation ceased at the end of July, 
1915.' In August and September, 1915, she had an attack of 
meningitis, probably cerebro spinal, although the meningo¬ 
coccus was not found. I was first called to see her on 
Friday, April 28th, 1916, and was informed that the ‘waters ’ 
had come away the previous evening while the patient was 
at tea. There had been very slight labour pains, hut these 
had passed away, and from the description it was doubtful 
whether they were labour pains or not. During the night 
the patient had been sick several times. The bowels had 
acted well with enema. She complained of pain in the 
epigastrium, but no labour pains. On examination she was 
found to be in fairly good general condition, colour good, 
pulse 96, abdomen apparently that of a woman at full term. 
The child could not be definitely felt by abdominal examina¬ 
tion, although there was a hard mass iu the left side which 
suggested the head. No movements of a foetus could lie felt, 
although she stated that she felt movements distinctly up 
till the preceding day. On vaginal examination the os was 
only enough dilated' to admit the tip of one finger. No 
presenting part could be felt and there was no external 
ruemorrhage." 

On Saturday and Sunday the patient’s condition remained 
much the same, her chief'complaint being epigastric pain, 
vomiting, and sleeplessness. On the Sunday morning about 
two teaspoonfuls of blood had been passed per vaginam. No 
decidua had been expelled. On Monday, May 1st, I was 
summoned to see her by Dr. Huston, as her condition had 
become worse. She was a small, pallid, spare woman, and 
was sitting up on a chair with her feet resting on the edge of 
her bed. She complained of pain in the epigastrium and 
informed me that she had been unable to retain any 
food. A monthly nurse was in attendance and all prepara¬ 
tions had been made for her expected confinement. She was 
moved on to her bed with some difficulty because any attempt 
at movement seemed to cause considerable abdominal pains 
and distress. The abdomen was much distended and there 
was considerable venous engorgement visible in the abdominal 
walls. The abdomen was extremely tender on palpation, 
especially oiwthe left side over the position of the foetal head 
and at other points where the foetus was palpable. It was 
however, difficult to make a detailed examination of the 
abdomen because of the extreme tenderness as well as the 
intestinal distension. The latter was so marked that what 
I took to be the transverse colon was visible and palpable, 
lying across the upper part of the abdomen. The outline of 
the uterns could not be defined, as the patient at once 
resented any attempted pressure. The breasts were some¬ 
what atrophied and in appearance were not suggestive of 
pregnancy, and no fluid could be expressed from either 
nipple. 6u vaginal examination well-marked venous dis¬ 
tension and blue discolouration were noted. The cervix was 
much softened and drawn upwards, and the os uteri, about 
the size oi a live-shilling piece, readily admitted the finger. 
No presenting part could be felt on vaginal examination. 
Bimanual examination was unsatisfactory for the reason 
already given. The patient had an inguinal hernia on the 
right side and was wearing a truss. When the truss was 
removed and the hernia examined there was considerable 
local tenderness and the hernia could not be completely 
reduced. 

From my examination I came to the conclusion that the 
patient was pregnant, but that the foetus was lying obliquely 
in a thin-walled uterus, and that her acute symptoms, dis¬ 
tension and sickness, Ac., were due to a partial obstruction 
of the intestine in the hernial region. I gave directions as 
to feeding and ordered a sleeping draught, for she had been 
awake for three nights, aud an enema of castor oil, turpentine, 
and soap-and-water, also recommending that if she did not 
improve she was to be admitted into Harrow Cottage 
Hospital. 

I saw the patient again two days later, after her admission 
into the hospital, and found her condition somewhat im¬ 
proved. She had a better colour, her pulse, although rapid, 
was better filled, and as food had been withheld her sickness 
bad ceased. The bowels had acted well, and in consequence 
the intestinal distension had decreased. In the hospital 
she was under the care of Dr. S. H. A. Lambert, who had 
also seen her at her own home, and he agreed with me 
in thinking that her general condition had improved. I 


2 Proceedings of the Royal Society of Medicine, May, 1913. p. 229. 
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made a further abdominal examination but was still unable 
to deiine the outline of the uterus owing to the tenderness 
and intestinal distension. The tenderness was still most 
marked when pressure was made on any part of the foetus. 

I again advised a policy of delay, and although it occurred 
to my mind that a rupture of the uterus was a possibility 
the history and the absence of signs of internal hiemorrhage 
made me decide against it. 

Four days later I was summoned by Dr. Lambert, who 
informed me that the woman had not improved, and that he 
wished me to see her again. When I saw her she looked 
pinched and anxious; her pulse was 130, and she informed 
me that she could not sleep. I again examined the abdomen 
and succeeded for the first time in palpating the uterus, as 
both the abdominal tenderness and the intestinal distension 
had markedly diminished. It was possible to palpate the 
bones of the total head, which imparted a curious crackling 
sensation to the examining fingers. Bimanually the uterus 
was pushed somewhat to the right side and corresponded to 
the size of a five months’ pregnancy, and as the foetus was 
obviously extra-uterine I decided to open the abdomen with¬ 
out further delay. For two days an offensive purulent dis¬ 
charge had issued from the vagina and the general condition 
of the patient suggested the presence of a severe toxromia. 

(Operation, Mail 7tli , 1016 .—A free median incision was made, 
and as soon as the peritoneum at the upper part of the in¬ 
cision was opened a small quantity of black blood clot 
presented. On enlarging the incision the umbilical cord, 
of a dark Blate colour, bulged into the wound. The hand 
was introduced and a rapid exploration made. The foetus 
was grasped by the legs and withdrawn without difficulty. 
It was a female, apparently of full development, and the 
skin of the chest was beginning to peel. The uterus was at 
once brought up into the wound and was found to be 
enlarged to about the size of a five months’ pregnancy, 
with a well-developed placenta, to which the umbilical cord 
was attached, firmly inserted in its posterior surface slightly 
to the right side. As the broad ligaments on either side were 
free the uterus and placenta were brought into view without 
difficulty. A strong odour of ammonia was perceptible 
during the operation, suggestive of the presence of urine 
in the peritoneal cavity, although the amount of intra- 
peritoneal fluid was inconsiderable. The intestines were 
carefully packed off with sponges and a rapid supravaginal 
hysterectomy performed, leaving the appendages in nitu. a 
The placental attachment seemed to fade away gradually 
on the lower part of the uterus, leaving the floor of Douglas’s 
pouch covered only by the remains of the amniotic sac. 
Further remnants of the amniotic sac, brownish black in 
colour, were found on the posterior abdominal wall, the 
utero-vesical pouch, the descending and pelvic colons, the 
transverse colon and omentum, the ascending colon, and the 
peritoneum lining the abdominal wall. The peritoneum 
was thickened and dark in colour. The abdominal incision 
had opened into the amniotic sac, but the latter bad evidently 
ruptured prior to the operation. The membranes attached 
to the placenta maintained their normal colour, and had 
fallen over its upper surface like a cover. The amniotic 
fluid had evidently become absorbed, there being only some 
dark sanious fluid in Douglas's pouch. Thus, although the 
amniotic sac had ruptured prior to the operation, it was not 
difficult to reconstruct the arrangement of parts. (See 
illustration.) Moreover, it was interesting to note that 
although the fcetus was dead and its skin beginning to peel, 
yet there were no adhesions of intestine or omentum to 
prevent its rapid and easy extraction. The small intestine 
seemed to be packed awav in the upper part of the abdo¬ 
minal cavity. Some old blood clot was also cleared out of 
the utero-vesical pouch, 1 and as much of the amniotic sac 
as was readily detachable was removed. Two large 
drainage-tubes were introduced into Douglas’s pouch 
and brought out at the lower end of the wound, while 
a veil of gauze was inserted above the tubes to assist 
in isolating the area to be drained. The abdominal 
wall was then closed and the dressings were applied. 
The patient bore the operation well and her pulse 
became slower and better after the foetus and uterus had 
been removed. It was 96 at the end of the operation, whereas 
the average rate had lately varied between 120 and 130. Her 
good condition was largely due to the fact that the total 
blood lost during the operation probably did not amount to 
more than a tablespoonful. The anaesthetic was ably 
administered by Dr. Lambert, whilst Dr. C. M. Pennefather 
rendered me valuable assistance at the operation. 

After-history At my visit on the day following the opera¬ 
tion the woman looked better and expressed herself as 
feeling better. The pulse-rate was 98. She had had no sickness 
or abdominal distension. Her tongue was dry and she com¬ 
plained of thirst, still her general condition was as good as 


:i The right tube, which was not identified, was probably incorporated 
with the placenta. 

4 The bleeding probably had its origin in a slight detachment of the 
placenta at its anteriorjxtrder. 


could be expected after such a severe operation. On the 
next day her general condition was much the same. I did 
not see her again, but was informed on the fifth day after 
the operation that her condition was very bad, and she 
gradually sank and died. For 12 hours previous to her death 
she was almost maniacal, shouting and exhibiting extreme 
restlessness. She had had no sickness since the operation. 
There had been no abdominal discomfort and the bowels 
acted well. A post-mortem examination was not permitted. 

Description of the specimen .—The parts removed consisted 
of the foetus and placenta together with the uterus removed 
by supravaginal hysterectomy. The fcetus was a female 
weighing 7 lb. and had reached full development within the 
abdominal cavity of the mother. It measured 14 inches 
from the vertex ‘to the coccyx. The trunk and limbs were 



Drawing illustrating the relations of the fcetus and placenta. 
a c, Ascending colon ; t c, transverse colon ; o, omentum ; 
d c. descending colon ; it, amniotic sac ; p, placenta ; u, uterus. 


perfectly developed, but the head was enlarged, suggesting 
early hydrocephalus. The skin of the trunk was beginning 
to peel and was readily separable on handling, whilst it was 
also undergoing colour changes, bluish-black and greenish- 
yellow, indicating the presence of decomposition. The 
umbilical cord, 15 inches in length, was normally developed 
and was attached to a large well-formed placenta. The 
attachment of the umbilical cord was eccentric, being 
situated towards the left side. The main placental mass 
was perched like a cap on the upper and back part of the 
uterus, whilst it spread laterally outwards and still more 
downwards, so as to hide completely the uterine surface. 
The main placental mass measured transversely 5 inches, 
antero-posteriorly 3$ inches, whilst the vertical measurement 
was 6f inches. The two layers, chorion and amnion, could be 
demonstrated in the membranes attached to the placenta. 
Owing to the peculiar arrangement of the membranes there 
was a part of the placenta at its lower extremity to which 
the amniotic sac was not attached. This part gradually 
faded away on the lower segment of the uterus posteriorly. 
The appearance of the placenta was otherwise normal, and 
it was firmly inserted on to the posterior surface of the body 
and fundus of the uterus. The uterus was enlarged and 
was, as stated, about the size of a five months pregnancy, 
but since immersion in formalin it had contracted consider¬ 
ably. Its walls were about 1 inch in thickness,and its cavity, 
widely patulous with smooth lining, contained a myomatous 
polypus, about the size of a walnut, springing from the 
postero-lateral wall on the right side. Did the polypus 
interfere with the occurrence of intra-uterine pregnancy? 
Thrombotic changes had taken place in the blood-vessels, 
especially on the right side, which tended to diminish the 
haemorrhage at the operation. The uterine artery on the 
right side was not identified. 
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A historical study of the subject of abdominal pregnancy 
reveals the interesting fact that the older writers divide 
what they termed 4 ‘ ventral pregnancies” into two classes, 
the primary and the secondary. By primary is meant that 
class in which the foetus is developed at once in the peri¬ 
toneal cavity, while in the second class are included all those 
cases in which the sac originally located in the tube or 
ovary has ruptured and the escaped foetus goes on developing 
in the abdomen. It should further be added that they 
believed in the existence of ovarian pregnancy. I have no 
doubt their views will be substantiated by further research 
and experience, as has already been accomplished by the 
study of ovarian pregnancy, and it will be established that 
although primary abdominal pregnancy is rare, yet that it 
does occur in the human female. 

I do not say the example here recorded is or is not a 
primary abdominal pregnancy, for I can neither prove it 
nor disprove it, but I place it on record as a contribution 
towards the elucidation of this subject. Let me, however, 
again refer to one or two points in the clinical history. With 
the exception of the illness at the commencement of her 
pregnancy the patient had no acute pain, sudden illness, or 
fainting during the whole course of her pregnancy, and her 
husband informed me that she was remarkably well, and in 
this regard the history corresponds closely with that of the 
case recorded by the late Mr. J. W. Taylor in the Transac¬ 
tions of the Obstetrical Society of London for 1897. He 
concluded that a “ gradual erosion or giving way of the 
upper part of the tube had permitted the escape of the ovum 
into the abdominal cavity.” In other words, his theory was 
made to fall into line with the views as to causation which 
were upheld at that time. But with our present knowledge 
it is equally feasible to regard his case as one of primary 
abdominal pregnancy, a view which is strengthened by the 
clinical history. The absence of abdominal illness at any 
time during the course of such a pregnancy is, in my opinion, 
strong presumptive evidence in favour of a primary abdominal 
implantation of the ovum. 

Now Dr. Huston assures me that during the illness in 
August and September, 1915, when he was in attendance, 
and which has already been mentioned in the previous 
history of the case here recorded, there was no suggestion of 
any abdominal trouble. Moreover, from a study of clinical 
histories it would appear that the abdominal foetus has had a 
severe struggle to maintain its independent existence. It is, 
however, remarkable that a woman can enjoy good health 
during the gestational period when the foetus is in her 
abdominal cavity covered only by its amniotic sac. Some 
recorded examples of abdominal pregnancy speak of the 
foetus being free amongst the intestines. This I believe to 
be a faulty observation, for I should imagine that no foetus 
would reach its full development unless enclosed in a sac, 
and as the latter is, as a rule, opened when the abdominal 
cavity is opened it is easy to conclude that the fcetus is 
lying free. Further, when the sac ruptures or the liquor 
amnii becomes absorbed, why do not the omentum and 
intestines adhere to the decaying foetus 1 When the gesta¬ 
tion is much prolonged this adhesion has been observed, but 
it would appear that for a long time no adhesions are 
formed. 

Again, what is the explanation of the rush of waters when 
false labour set in ? The amount was sufficient to soak the 
bedclothes when the woman returned to bed. Did it come 
through the Fallopian tube or tubes? In Taylor’s case 
what he took to be the fimbriated end of the Fallopian tube 
was incorporated with the placenta, but the remainder of 
the tube could not be traced. I have not been able to trace 
any connexion between the right Fallopian tube and the 
placenta, but the tube on the left side was free and 
doubtless patent. Owing to the rapid growth of the 
placenta it is easy to imagine that a delicate structure 
like the Fallopian tube could be, so to speak, overgrown 
and incorporated with the placental mass, and this, I think, 
is worthy of consideration as an alternative to the view that 
the destruction has been due to tubal rupture. 

The ovary on the right side could also be identified, but it 
is quite possible, too, that this organ could be destroyed by 
the placental growth. The ovary was smaller than that on 
the left side and was sclerosed and adhered to the broad 
ligament. Whether this had resulted from any interference 
with the ovarian circulation it is impossible to say. The left 
ovary was free and of normal size and was covered on its 


inner surface by the amniotic sac. The external surface of 
the left ovary and the fimbriated end of the left tube were 
outside the amniotic sac. at least no trace of the sac was 
observed on them. 

Surgical Treatment. 

I have already recorded an example of abdominal preg¬ 
nancy in which a living foetus at 4^ months was successfully 
removed.' The placenta was implanted in the posterior 
surface of the uterus, the floor of Douglas's pouch, and on 
the pelvic colon. Previous to the removal of the placenta 
the main sources of vascular-supply were controlled, in¬ 
cluding a large artery coursing down the posterior surface of 
the uterus, and then the placenta was rapidly separated and 
the placental site at once plugged with gauze; the raw 
surface on the intestine was treated by folding in the wall of 
the gut and overstitching with catgut. A gauze plug was 
left in the pelvis and was subsequently withdrawn during 
convalescence. 

Thus, in dealing with the placenta two important prin¬ 
ciples should be followed : (1) to control the main vascular 
supply by preliminary ligature, and (2) to separate the 
placenta rapidly. 

In the case here recorded the position of the placenta 
was ideal as regards surgical treatment, for by means of a 
supravaginal hysterectomy the vascular supply was con¬ 
trolled and the placenta itself removed. It was the toxic 
condition of the patient that militated against her ultimate 
recovery. The advice to wait until the child is dead and the 
placenta thrombosed is hardly in harmony with the trend of 
modern surgery ; moreover, the presence of infection is a 
serious factor which may mar the success of a future 
operation. I think, therefore, that if the principle of pre¬ 
liminary ligature of the vascular supply be properly carried 
out there should be little difficulty in dealing with the living 
placenta. 

When an abdominal pregnancy is diagnosed with a living 
child, should we wait until the child is viable? It is true 
that living children have been extracted and have survived, 
but there is no evidence concerning their future growth and 
development, and as many of the children in recorded cases 
have possessed deformities l believe the best practice is to 
operate at once as soon as the diagnosis is made. 

In conclusion, it is a source of great satisfaction to find 
that it is from investigations made in this country that many 
of the interesting problems in the life-history of ectopic 
gestation have been unravelled, and that their elucidation 
forms a brilliant chapter in the history of British gynaeco¬ 
logy. The name of Lawson Tait will for ever stand forth as 
a pioneer in the surgical treatment. 
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A Medical Libel Action. —Mr. F. E. Forward, 
Mr. F. J. W. Sass, and Dr. W. D. Higson were plaintiffs in 
a recent action in the King's Bench Division in which they 
claimed damages for libel against the Women’s Press, Dr. 
F. Moxon, Mrs. F,. Pankhnrat, Mrs. M. Take, Mrs. N. D. Fox, 
and Mrs. B. Sanders, who were sued personally and on 
behalf of the Women’s Social and Political Union, the 
Scottish Newspaper Publishing Company, Limited, and 
Messrs. W. H. Smith and Son. The libels complained of 
were published in the Suffragette, and made what were in 
effect charges of cruelty in respect of forcible feeding 
administered to women prisoners on “hunger strike” in 
Holloway Prison, of which the plaintiffs at the material 
times were medical officers. Dr. Moxon, the author of part 
of the matter complained of, at first sought to justify, but 
later wrote a letter from France, where he is serving, with¬ 
drawing ail charges against the plaintiffs. The defences of 
the Women's Press, Mrs. Pankhurst, Mrs. Tnke, Mrs. Fox. 
and Mrs. Sanders were struck out owing to their refusal 
to obey an order of the court. The Scottish Newspaper Press 
having apologised, a verdict was returned with regard to 
Messrs. W. H. Smith, upon which judgment was entered for 
them, and damages were assessed against the other 
defendants for £750 to be divided equally among the three 
plaintiffs. The plaintiffs are to be congratulated upon a 
result which amply vindicates their good name, and 
which was indeed a foregone conclusion. The untruthful, 
unbalanced, or deceived people who disseminated horrible 
accusations against members of the medical profession 
during the suffrage riots may possibly take warning. 
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INDICATIONS AND CONTRA-INDICATIONS 
IN THE PNEUMOTHORAX TREATMENT 
OF PULMONARY TUBERCLE. 

By CLIVE RIVIERE, M.D. Lond., F.R.C.P. Lond., 

PHYSICIAN TO THK CITY OF LOXDON HOSPITAL FOR DISEASES OF THE 
CHEST, VICTORIA PARK, E., AND TO THK EAST LONDON HOSPITAL 
FOR CHILDREN, SHADWELL, K. 


In the year 1821 a distinguished British physiologist, 
James Carson of Liverpool, was urging on a seemingly 
apathetic profession the application of the newly recognised 
elasticity of the lung to practical therapeutic uses. He 
pointed out the serious obstacle which was presented by the 
physical state of the lung, its condition of extension, its 
elasticity, and its constant movement, to the healing of 
injury within it, and recommended its collapse to counteract 
these influences. Thereby, he declared, “ the diseased part 
would be placed in a quiescent state, receiving little or no 
disturbance from the movements of respiration, which would 
be performed solely by the other lung, and the divided 
surfaces would be brought into close contact by the same 
resilient power which .before had kept them asunder. A 
wound or abscess in the lung would be placed in circum¬ 
stances at least as favourable to the healing process as the 
same affections on any other part of the body.” He proved 
by experiment on rabbits that animals could live quite well 
with one lung collapsed, and recommended the treatment 
for “ consumption,” which, he pointed out, was often found 
in one lung only in the earlier stages. “In those cases in 
which the disease is placed in one of the lungs only, the 
remedy would appear to be simple, safe, and complete.” 

Nearly a century has gone by, and the brilliant foresight 
of Carson has at length received full recognition ; not that 
so simple a theory as Carson put forward can be held fully 
to explain the value of pulmonary collapse in the treatment 
of phthisis, though the local effects he foreshadowed are 
by no means of negligible importance. The tuberculosis 
literature of the world has for the past five years con¬ 
cerned itself above all else with the brilliant results of the 
pneumothorax treatment of phthisis. But it is the continent 
and America that have supplied almost exclusively this 
literature. In the British Isles, it must be admitted, the treat¬ 
ment has hitherto provoked but little general interest, and 
the prophet Carson has received among his own countrymen 
just that amount of honour which the world’s history might 
have led us to anticipate. A small band of pioneers, among 
whom the names of Colebrook, Lillingston, Vere Pearson, 
and Rhodes deserve special mention, have, indeed, long 
since planted the seed among us, but the harvest has 
been small, and the tuberculous Briton has been deprived, 
hitherto, of the blessings which his brilliant countryman 
promised a century ago, and which the remainder of the 
phthisical world now enjoys. 

Since the success of pneumothorax treatment is bound up, 
above all else, in the selection of suitable cases, 1 have 
thought it worth while to put together here some of the 
general indications and contra-indications for this treatment, 
and therewith to present a description of a particular class 
of case where pneumothorax therapy seems peculiarly 
indicated, and leads especially to brilliant results. We may 
conveniently start with a consideration of these cases. 

Clinically Unilateral Tuberculosis. 

It is, one may suppose, common knowledge that the 
classical case for pneumothorax treatment is one of con¬ 
siderable one-sided disease, with the other lung clear, or 
nearly clear, to physical examination. Such cases supplied 
the earliest material for treatment, and they still form the 
backbone of this treatment when it is conducted on what 
I would regard as suitably conservative lines. But where, 
it may be asked, are such cases to be found ? Experience 
teaches that in ordinary phthisis of adults disease has usually 
spread but a little way in one lung before it appears at the 
opposite apex, and there seems but little chance that the 
better lung can remain clear while the disease on the 
affected side is spreading itself over the whole lung from 
apex to base. Clearly these cases of advanced one-sided 
disease so suitable for pneumothorax treatment must be. in 
many cases at least, something other than ordinary apical 


phthisis, and their claim for consideration as a distinct group 
by themselves cannot afford to be disregarded. 

For the sake of illustrating certain points characteristic 
of this group I will refer shortly to some of my hospital 
pneumothorax material, since this has been in the main 
composed of cases of advanced one-sided disease. Among 
20 such cases, all adults, where the type of disease could be 
decided with some probability, 17 appeared to stand in a 
group by themselves and to present certain points of difference 
from ordinary apical phthisis. All of these cases showed 
disease covering the whole of one side, and in all of them 
the good lung was clear, or practically clear, of signs. 

1 n 6 no signs of cavitation were present to physical examina¬ 
tion, but moist rales extended from apex to base, in 2 on 
the right side and in 4 on the left side. In 11 definite cavity 
signs were present to clinical examination, and in most of 
these cavitation was considerable, but in all the cavitation 
showed one striking peculiarity. In no case was it in 
proximity to the apex of the lung ; in all the cavities were 
found comparatively low down in the lung. Among 4 with 
right-sided disease, in 3 cavitation was mainly in the axillary 
region and in the fourth at the base. In the remaining 7 
disease was on the left side, and in 6 of these cavitation 
was just outside the heart, about the middle of the lung, in 
the axilla, or just abuve the heart. In one it was basal. 
In many of these cases no opportunity occurred for 
X ray examination before the lung was collapsed, so that 
the position of cavitation had to be decided by means of 
physical signs alone. Where X rays were used deep cavitation 
just outside the lung root was sometimes revealed. In one case 
a deep cavity just above the heart, near the neck of the left 
fifth rib, gave cavity signs at the surface over the same rib 
as far away as the axilla. In practically all the cases 
marked evidence of fibrosis was present, and displacement of 
the heart and mediastinum was demonstrable, especially, as 
would be expected, in the cases where cavitation had 
occurred. 

The good lung was clear of stethoscopic signs in all these 
cases save for the presence of a few doubtful signs, which 
proved on further observation to have been conducted from 
the diseased side. The use of the X rays, however, soon 
dispelled all inclination to describe the better lung as 
“healthy” or even as “good.” In all cases there was 
present a very definite peribronchial tuberculosis spreading 
out from the hilus, and often reaching two-thirds or even 
three-quarters of the way towards the surface. This disease 
of the better lung appeared to be in most cases an arrested 
or quiet process. Often it showed itself as a nodulated 
thickening of the lung reticulum, the nodules being in some 
cases fine, but in others coarser. Where the process was 
active larger shadows of lung infiltration were visible and 
the reticulated appearance failed. After some months’ 
successful pneumothorax treatment these larger shadows 
tended to become smaller and denser and gradually to fall 
into a pattern which followed the lines of the ordinary 
network of the lung. Unlike cases of apical phthisis where 
the skiagram shows disease mainly occupying the lung 
between the root and the apex, in these cases the disease is 
seen to spread out in all directions from the root, and often 
to occupy mainly the middle third of the lung, or to branch 
in two or three directions of which the middle and lower are 
usually the most strikingly evident. 

It appears to be the rule, then, that in these cases, in spite 
of negative stethoscopic evidence, there is present in the 
better lung a considerable amount of healed or quiescent 
disease. The appearance of this in a skiagram need in no 
way deter from pneumothorax treatment as long as the 
appearance suggests a quiet type of disease and physical 
signs are absent, for the results of treatment are commonly 
as good in these cases as if the lung was really healthy. 
With regard to the absence of physical signs, it is truly 
remarkable how near the surface of the lung this central 
disease, even of active type, may reach without either moist 
sounds or alteration of breath sounds giving notice of its 
presence. As far as the stethoscope gives warning we might 
be dealing with a healthy organ fully clear of disease. And 
in this respect these cases remind us at once of certain other 
tuberculous conditions where, in spite of central disease, 
stethoscopic signs are absent over both lungs instead of, as 
in the cases just described, over one side of the chest. 

mins tuberculogit of chiIdren. —This is a condition where 
tuberculosis of chest glands is associated with a tuberculosis 
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spreading out into the lung. This is often a quiet peri¬ 
bronchial process of both lungs leading to but few and even 
no symptoms, though at any point a broncho-pneumonic 
process may arise and more acute disease supervene. In 
either condition stethoscopic signs of lung disease are 
generally absent in all but the later stages, and the presence 
of lung disease, apart from X ray examination, can only be 
presumed on other grounds. The chest signs, such as they | 
are (impairment of note over the right side, right inter¬ 
scapular impairment, blowing breath sounds at the apex, &c.), ! 
are due to interference with certain lines of communication 
by glandular enlargement, and not to disease of the lung. In 
many cases evidence of deep lung disease is given by the 
presence of the reflex bands of impairment over the back 
described by me in a recent communication. 1 In adults such 
cases of hilus tuberculosis with glandular enlargement are 
uncommon, but they do occur and present similar signs to 
those outlined above. 

Hilus tuberculosis of adults .—More commonly in adults a 
hilus tuberculosis occurs unaccompanied by any manifest 
glandular enlargement—a condition to which clinicians have 
hitherto paid but little attention, though the radiographer 
has long recognised it, generally under the title of ‘ ‘ peri¬ 
bronchial tuberculosis.” This seems to me an unfortunate 
nomenclature, for though tuberculosis spreading from the 
hilus is often largely or entirely of peribronchial type, yet a 
tuberculous peribronchitis may affect any region of the lung 
and cannot be considered the special prerogative of this 
central form of disease. The failure of the clinician to 
recognise this group of cases is due, as a rule, to his failure to 
diagnose them. In its slighter forms the disease may remain 
altogether subclinical. In more inveterate attacks it is very 
commonly of chronic and insidious course, and the main 
symptom often a progressive dyspnoea associated sometimes 
with chronic bronchitis and emphysema and with asthmatic 
attacks: indeed, in many of these cases proof of the tuber¬ 
culous nature of the disease entirely fails, and the peri¬ 
bronchitis may very well be due to other causes of irritation. 
In cases more manifestly tuberculous the course, and the 
appearance on occasions of haemoptysis, or of sputum con¬ 
taining tubercle bacilli, render the diagnosis of tubercle 
more certain. But the signs may be of the slightest and 
readily overlooked in earlier stages. Bronchitic rales are 
often present, and these may be more marked at, or even 
confined to, a limited area of the chest. The percussion 
note to light percussion may be a trifle less good 
at one apex or all over one side, and Kronig’s apical 
resonance is nearly always narrowed on one or both sides, a 
most important sign. In addition the reflex bands of im¬ 
pairment described by me and already referred to are 
invariably present, and point to the presence of deep 
pulmonary disease which the X rays will generally render 
manifest. 

Now it seems to be a variety of this hilus tuberculosis 
which supplies these cases of apparent unilateral disease so 
favourable for treatment by artificial pneumothorax. The 
spread through the lung is often, in all probability, a slow 
process marked by exacerbations and periods of arrest, and 
the surface is reached almost simultaneously all over the 
chest, giving signs over the whole side. But until this point 
is reached stethoscopic signs will fail, and the presence of 
disease must hence be often overlooked, or at least its 
nature unrecognised. It is probably only in the later stages 
that the toxremia is sufficient to overcome tolerance and lead 
to “ reactions,” shown in fever and other symptoms, and in 
“ focal reactions,” whereby the vicious circle of active 
autotoxic tuberculosis is established under which the 
patient will soon succumb unless the toxmmia can be 
arrested. Hence the symptoms in these cases of very 
widespread, but evidently also long-standing, disease are 
often of much shorter duration than the amount and nature 
of disease would seem to warrant. A few months’ history is 
often all that is obtainable in cases with extensive cavitation 
and with fibrosis leading to marked visceral displacement. 

There is good evidence that up to a certain point—namely, 
the point where toxaemia definitely overcomes tolerance — 
hilus tuberculosis of adults is nearly always a disease of 
chronic course and favourable outlook, and far more 
amenable to suitable treatment than is apical phthisis. 
This tendency to arrest and cure shows itself strikingly 


1 The Lancet, August 21st, 1915, p. 387. 


even in such advanced cases as come under treatment by 
artificial pneumothorax. It is but seldom that disease in 
the better lung, even if this is of moderately active nature, 
fails to improve so soon as auto-inoculation is removed by 
collapse of its diseased companion organ. 

Now, the recognition of unilateral tuberculosis as a 
clinical entity is no new or original discovery. In 1912 
Straub and Otten,- working in von Romberg’s clinic, published 
a careful description of this one-sided disease based on a 
study of 27 cases. Furthermore, they recognised its 
peculiar relationship to pneumothorax treatment, and 
included in their study an analysis of 99 cases treated by 
Brauer after thi9 method. It will be well to consider shortly 
their descriptions of this type of disease. The main 
characteristics on which they laid stress are the fact that 
the apex is not the oldest focus, and that cavitation does 
not appear here but deep in the lung and at a lower level. 
They found that signs first appear over the front of the 
chest attacking, on the right side, the base of the upper 
lobe, or less commonly the middle and lower lobe, and on 
the left side the base of the upper lobe, especially in 
proximity to the outer border of the heart. They noted that 
there was marked tendency to fibrosis and displacement of 
organs, and that disease ran a more chronic course on the 
left side than on the right, often proceeding to cavitation 
without complaint of either cough, sputum, fever, or pain. 
On the right side they found disease spread through deep 
parts of the lung towards the axilla, but on the left side it 
tended at an early stage to reach the surface just above the 
heart in the second or third space near the sternal border, 
presenting signs of chronic disease, often with cavitation at 
this point. They recognised the relationship to hilus tuber¬ 
culosis of childhood, and traced its development therefrom. 
Their 27 cases comprised many of early hilus disease in 
children and young people. 

While agreeing in the main with the description of the 
disease supplied by these authors, a different experience 
on some points has persuaded me that their material and 
my own is too small to justify any hard-and-fast delineation 
of sub-types or minor peculiarities. Their main contention, 
however, falls in with my own experience—namely, that 
there exists such a definite “ vom hilus ausgehende ” form 
of disease of different course and different prognosis to 
so-called “ apical phthisis.” and that certain more virulent 
of such cases form the most notable material for treatment 
by artificial pneumothorax. An account of the more 
characteristic distribution, and hence the easier recognition 
of left-sided disease of this type an attempt was made by 
Straub and Otten to trace these cases among other tuberculous 
material within their reach. Among 135 cases of pulmonary 
tuberculosis examined by them 10, or 7 4 per cent., were 
left-sided cases of this type. Brauer’s 99 pneumothorax 
cases showed 48 on the right side, and 51 on the left. 
Among the latter, 17. or 33 per cent., were certainly of this 
type, and a further 18, or 35 3 per cent., were very probably 
so. The results of pneumothorax treatment among the 
left-sided cases are analysed as follows:— 

Much improved. Improved. No change. Died. 
Hilus cases ... 10 = 58 8°/ 0 ... 5 - 29-4% ... - ... 2 = 11*8 0 / o 

Probably hilus 10 =- 55 5°/ 0 ... 4 = 22 2° 0 ... - ... 4 = 22*3 0 / o 

Not hilus ... 5 = 31*3°/ 0 ... 3 =-18-7°/ 0 ... 2 = 12-5% ... 6 = 37*5 °/<> 

It is interesting to place beside these figures, although 

not strictly comparable, the results of ordinary hygienic- 
dietetic treatment among Straub and Otten’s 27 cases. 

Much improved. Improved. No change. Died. 

All cases ... 2=10 5% . 7 = 36 9 % .3 = 15*7% . 7 = 36 9% 

Apical Phthisis. 

After this brief description of a class of case of supreme 
importance to the pneumothorax therapist we may pass on 
to the indications for collapse of the lung in cases of 
ordinary apical phthisis. Here two points of contrast to the 
cases already described at once come into notice. Firstly, 
disease cannot be allowed to advance far without the opposite 
lung becoming involved in active disease. Secondly, there 
is reason to suppose that disease in the good lung is a more 
serious threat to successful treatment in apical phthisis than 
it is in the case of hilus tuberculosis. It has always remained 

2 Beitriige znr Klinik der Tubcrkulose, 1912, xxiv., 5253. 
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somewhat of an enigma in pneumothorax treatment that, 
while in most cases disease in the good lung improves, in 
some disease is lighted up and increases. It has seemed to 
me probable that it is particularly in apical cases that the 
latter experience is apt to arise, disease being generally fresh 
and active in place of the quiet and long-standing lesions of 
hilus tuberculosis. 

Vi'here, then, must the indications and contra indications 
be drawn in the case of apical phthisis? Forlanini tells us 
to think of pneumothorax therapy as soon as ulcerative pro- 
cesses appear in the lungs, and this for the following 
reasons : (a) The probability of disease remaining one-sided 
becomes smaller the further disease advances ; (4) the more 
advanced the disease the more is the likelihood of adhesions 
appearing and limiting, or altogether preventing, this treat¬ 
ment ; ( o ) the more circumscribed the disease the more 
assurance is there that the lung will expand and functionate 
perfectly after the treatment is completed ; and ( d ) the more 
advanced the disease the greater the risk of that fatal 
accident, perforation of the lung. These warnings against 
delay are applicable, though in a different degree, to hilus 
tuberculosis no less than to apical phthisis, but in hilus 
tuberculosis it commonly happens that the extent of disease 
has only been realised when it is already far advanced. In 
apical phthisis the most important of these warnings is the 
first—namely, the likelihood of active disease appearing in 
the better lung and jeopardising, or altogether preventing, 
treatment by artificial pneumothorax. As a rule this will 
have happened before the other three warnings need to be 
seriously taken to heart, so that our main consideration must 
be the state of the other lung. 

The other lung. —Most writers are of opinion that active 
disease in the opposite lung is a distinct contra-indication 
for treatment; inactive or quiet disease is considered no bar. 
These qualifications are obviously open to various interpreta¬ 
tions ; the decision must always be one directed to the indi¬ 
vidual case. Zink found that even arrested lesions which 
extended beyond the upper lobe generally got worse. 
Spengler regards a fresh, active process of the other side 
as an absolute contra-indication. Weiss, on the other hand, 
remarks that active lesions may sometimes be favourably 
influenced; he has at least seen them uninfluenced. 
Forlanini holds that limited active lesions may improve. He 
has described also two cases with double lesions too advanced 
to treat, but which later developed spontaneous pneumo¬ 
thorax. This was kept up artificially and resulted in a great 
improvement in both cases, proceeding in one to complete 
recovery. On this account he suggests that some cases with 
double lesion should be given the chance, and he and others 
have treated both lungs alternatively with some measure of 
success. In this country, however, pneumothorax treatment 
must be regarded as still on its trial, and it should on that 
account be reserved as far as possible for cases strictly suit - 
able. Its use as a last resort in cases well-nigh hopeless is, 
at this stage of its history, greatly to be deprecated. Not 
only will it at times defeat its own purpose unless chosen 
with the greatest circumspection, and actually hurry such 
cases to death, but also its failure to relieve is bound to 
bring it into undeserved discredit and thereby deprive other 
suitable cases from the lasting benefits it is able to confer. 
Though it cannot perhaps be refused in certain cases where 
the chances are small, these important disqualifications 
should be borne in mind before consent is given to its trial. 

Early phthisis. —A more important disqualification, in my 
opinion, exists in the case of early phthisis. The use of 
pneumothorax therapy in these cases can be shown on many 
grounds to be contra-indicated. In the first place, it is 
unnecessary, since early phthisis is a most curable disease by 
many other methods of treatment. In the second place, it 
is inexpedient, in that it brings with it risks and the chance 
of serious complications out of all relation to the benefits it 
can confer. Pleural shock and gas embolism can perhaps be 
considered but infinitesimal risks where modern knowledge 
is properly applied, but they cannot be altogether eliminated ; 
the chances of pleural effusion, on the other hand, and the 
troublesome deformities which may follow it, cannot in any 
way be avoided. Such effusions occur altogether in nearly 
50 per cent, of pneumothorax cases, and though the shorter 
treatment required for slight disease would reduce this 
percentage, yet effusions must occur in many, and expansion 
of the lung fail or be incomplete in a few. Moreover, the 
lung may become totally adherent and the patient be thereby 


deprived of this treatment at a later stage, if it should then 
be required. 

Having considered, then, shortly the extremes which 
bound the limits of suitability on either hand, we may return 
to the recommendation of Forlanini to think of pneumothorax 
treatment as soon as ulcerative processes appear in the lungs. 
Cases of cavitation of anything but small extent, and cases 
where an infiltrative process progresses in spite of a fair 
trial of sanatorium treatment—these are the general indica¬ 
tions in cases of apical phthisis. Here we are speaking of 
chronic or fibro-caseous disease ; the acuter forms of tubercle 
need special and separate consideration. 

Acute Forms of Tuberculosis. 

Miliary tuberculosis does not, of course, come into con¬ 
sideration. The broncho-pneumonic forms are commonly so 
far bilateral that the question of pneumothorax therapy 
hardly arises. Caseous pneumonic cases are generally one¬ 
sided at first, and have received this treatment with varying 
success at the hands of different operators. Forlanini has 
not been fortunate in this class of case, but has found that 
disease always invades the opposite lung. Saugman, how¬ 
ever, has had success in a case of consolidation of the whole 
of one lung. Dumarest also claims a cure in a case of this 
class. Weiss treated 5 pneumonic cases; in 4 disease 
appeared on the opposite side, in one case as late as six 
months after, and death resulted. In the fifth case, which 
was one of caseous pneumonia on the top of chronic phthisis, 
recovery ocourred. I treated a broncho-pneumonic case 
involving the whole of one lung, and with a fair amount of 
active central disease on the opposite side ; the patient died 
of a rapidly developing cedema of the better lung. I have 
also treated a case of caseons pneumonia with the best 
possible results up to the present. I give brief particulars 
of the case. 

The patient, aged 19, hod been admitted to the London Hos¬ 
pital on Jan. 21st, 1915, with a diagnosis of lobar pneumonia. 
Acute onset two weeks previously, with rigor, (mins in the 
right chest, dyspnoea, and cough. There was consolidation 
of the whole of the right lung. Temperature swinging 
between 100° and 101-5° or 102 D F., often highest in the early 
morning; pulse 100-112; respirations 28-32; wasting. 
Tubercle bacilli found in the sputum on Jan. 28th. Returned 
home in status quo Feb. 24th. 

The patient was seen by me early in March, 1915. He 
was admitted to hospital on March 10th wasted and ill; 
weight 6 st. 13 lb.; temperature 99 100°, often larger 
fluctuations, occasionally of reversed type; pulse, 120; 
respirations, 28. There was consolidation with crepitations 
over the whole right front and lower two-thirds back. 
Large cavitation at base. Left side clear, save for some 
crepitations outside the heart’s apex and base behind. 

On March 23rd an artificial pneumothorax was initiated 
on the right side and soon made complete with dis¬ 
placement of the heart one inch outside the left 
nipple. Intrapleural pressure was kept at + 10 to 
+ 12 cm. HjO mean pressure, but at a later stage 
reduced to + 7 or 8. The lung appeared very stiff and solid to 
X rays and did not collapse to the usual dimensions. The 
temperature was normal bv April 10th, but the pulse not 
until the middle of May. The patient began to leave his 
bed on April 28th. He lost a few pounds in weight up to 
mid-June and afterwards gained steadily. His general 
health progressed steadily and by August the left side was 
entirely clear. He was then by mistake set to light 
gardening work. Tubercle bacilli’began to appear and to 
increase in the sputum, of which there was still a trace, 
crepitations returned on the left side, and by- Oct. 19th there 
were 3 inches of fluid in the right pleural cavity, rising to 
5 inches in November, and afterwards remaining stationary. 
The fluid, examined by Dr. Roodbouse Glovne, was of clear 
amber appearance; it contained 3-5 per cent, of protein, a 
Bmall deposit of endothelial cells, was sterile, and contained 
no tubercle bacilli. No antibodies present. The patient has 
since remained welt; up and about with normal tempera¬ 
ture; sputum practically absent; pulse, 88-92; respiration 
24. His weight on Feb. 2nd, 1916, was 7st. 10 lb. 3 oz., a gain 
of 11 lb. since admission. Some fluid remains in the right 
pleural cavity, but, as commonly happens in these cases, 
it causes no inconvenience and will be left to absorb. The 
patient has received in all 23 fillings of nitrogen in the ten 
months during which he has been under treatment. 

N.B.—By the end of March fluid was entirely absorbed; 
weight 8 st. 2 lb. on leaving hospital in April. Has remained 
well and at work since. 

Hiemoptysis. 

There remains only hiemoptysis as an indication for 
pneumothorax treatment. This may be an emergency 
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operation for a bleeding otherwise uncontrollable and likely 
to prove fatal, or it may be undertaken for cases of recurrent 
hiemoptysis. I have treated a case of the latter class, but 
adhesions have prevented the development of a really 
efficient pneumothorax. Nevertheless, a relative immunity 
from attacks has resulted from a mere relaxation of the 
diseased lung. Masenti, Borgogno, and Vergano found that 
total collapse was not needed, nor even a positive intra¬ 
pleural pressure, to secure an arrest of the hiemorrhage. A 
gas quantity between 250 and 1100 c.c. sufficed to attain 
this result in their five cases. It is best, however, to collapse 
the lung fully in these cases as in others whenever adhesions 
do not prevent it. 

Contra-indications. 

Disease of other organs, whether tubercular or not, may 
contra-indicate the production of an artificial pneumo¬ 
thorax. 

Lungs .—The question of the better lung qua tuberculosis 
has already received consideration. Advanced emphysema 
and asthma are contra-indications. Dyspnoea is in itself no 
contra-indication, since it is in many cases toxic in origin 
and is relieved by the removal of auto-inoculation. 

Circulatory organs and kidneys .—Pneumothorax therapy 
may reduce the pulmonary vascular area, in some cases at 
least, and thus put a strain on the right heart. In addition, the 
loss or reduction of intrathoracic suction tends to embarrass 
the venous circulation. The effect of these disabilities on 
circulatory organs and kidneys renders any serious disease of 
these organs a contra-indication to pneumothorax therapy. 
On the other hand, it must be noted that certain cases of 
nephritis appear to be of tuberculo-toxic origin, and have 
been known to recover when auto-inoculation was removed. 

Laryngeal tuberculosis is no contra-indication, unless very 
advanced, and then a doubtful one. Da Gradi has described 
three bad cases from Forlanini’s clinic improved or healed. 
Slighter cases of laryngeal disease commonly improve ; 
among II such cases mentioned by Zink all recovered except 
one very bad one, and that one improved very decidedly. 

Intestinal tuberculosis is a contra-indication, unless slight 
and consequently latent. Brauer and Spengler, however, 
record two cases where intestinal disease led to symptoms, 
and where these disappeared under pneumothorax treatment. 

Diabetes is a complication which should make the physician 
very chary of recommending pneumothorax treatment. 

Conclusions. 

At the conclusion it may be stated shortly that pneumo¬ 
thorax treatment should be borne in mind in all cases 
where life is "threatened,” but it must not be post¬ 
poned till life is "in danger,” for it is mostly then 
too late. “The high function of pneumothorax therapy,” 
says Weiss, “is this—to restore lost cases to health”; 
but the bad outlook must be recognised in good time 
if pneumothorax treatment is to succeed. A phthisis 
case may be to the initiated “lost,” so far as ordinary 
methods of treatment are of avail, long before the end is in 
sight. It is at this stage, or even before, that the suitability 
of pneumothorax treatment must be decided upon if a clear 
other lung, absence of widespread adhesions, and a re- 
expansible lung are to be with any likelihood attained. On 
the other hand, it must be admitted that the advanced, 
apparently unilateral, hilus tuberculosis cases are seldom 
met too late for this treatment, and it is remarkable how 
often the pleura remains sufficiently unadherent to allow the 
production of an efficient pneumothorax over disease extend¬ 
ing even from apex to base. 

Queen Anne-street, W. 


The late Mr. George Vawdrey, M.R.C.S., 
L.It.C.P. Edin.—A handsome iron rood screen has been 
placed in Phillack Church as a memorial to the late Mr. 
George Vawdrey. 

Bath City Council and the Medical Officer 

of Health.— Owing to some Iriction between the Bath city 
council and the medical officer of health (Dr. W. H. Symons), 
the latter received an intimation to terminate his engage¬ 
ment on July 17th. Nine candidates were selected to appear 
before the sanitary committee last week; of these five 
attended, but subsequently withdrew their applications. 
After a long discussion the council decided to continue the 
existing arrangements until after the war and to withdraw 
the notice to Dr. Symons. 


A CASE OF OBLIQUE HEMIANOPIA FROM 
WOUND OF OPTIC CHIASMA. 

By PURVES STEWART, C.B., M.D. Edin., F R.C.I’. Lond.. 

COLONEL, A.M.S.; CONSULTING PHYSICIAN TO H.M. FORCES ; 

AND 

A. D. GRIFFITH, B.S. Lond., F.R.C.S. Eng., 

CAPTAIN, R.A.M.C. (T.) ; 3PHCIALIST IN OPHTHALMOLOGY. 


Lesions of the chiasma without implication of the long 
tracts of the brain-stem occur so infrequently that we deem 
the following case worthy of record. 

The patient, aged 24, was wounded on Jan. 5th, 1916, and 
came under observation a week later. He had multiple 
siirapuel wounds of both upper limbs and of tbe right lower 
limb. In addition, one metallic fragment had entered 
through the right upper eyelid, destroying the right eye aud 
lodging within the cranium, where radiography showed it 
to be about a quarter of an inch above and a quarter of an 
inch in front of the upper limit of the sella turcica. It had 
crossed the mesial plane and was lying half an inch to the 
left of the middle line. (See Figs. 1 and 2.) When hit the 
patient immediately became unconscious and had a sub¬ 
sequent period of amnesia which lasted for several weeks 
throughout the attack of septic meningitis which followed. 
Two days after his injury, on board the iiospital ship, it was 
noted that he was completely blind and that the pupil ot the 
uninjured left eye was widely dilated and insensitive to light. 
The signs of severe meningitis rapidly increased, with head¬ 
ache, delirium, pyrexia, aud head retraction. For the first 
ten days the patient seemed moribund, and minute observa¬ 
tions on his eyes were impossible. He then began- to 
improve and was more carefully examined on Jan. 17th— 
i.e., 12 days after the injury. On this day the tempera¬ 
ture, which since admission to hospital had' been swinging 
between 100* 8° and 105'1 F., was 10]'8 . The pulse, 
which had varied from 88 to 100, was 96. The patient 
was now able to reply intelligently to questions, 
although still at times mildly delirious. He complained of 
headache and cervical rigidity. The right eyeball was com¬ 
pletely disorganised and suppurating. The left eye had no 
perception of light and its pupil was widely dilated and 
insensitive. The left optic disc and fundus were normal. 
In particular, there was no pallor of the disc aud no sus¬ 
picion of optic neuritis. The cranial nerves were otherwise 
normal. There was no sensory or motor paralysis of the 
face, trunk, or limbs. Tbe knee-jerks and ankle-jerks were 
normal. The plantar reilexes were of the normal flexor 
tvpe. Kernig’s sign was well marked. The cerebro spinal 
fluid was opaque and milky; on standing it showed a thick 
deposit of pus. The meningitis gradually subsided during 
the next six weeks under treatment by urotropiueiuternallv, 
together with lumbar punctures on alternate days, the 
cerebro spinal fluid becoming normal. 

On Jan. 29th the right eye was excised. The globe was 
found to be full of blood clot. There was no obvious sup¬ 
puration within the orbit. On Feb. 4th—i.e., a month after 
the injury—it was observed that some vision had returned in 
the left eye, in the nasal half of the field, so that the 
patient could distinguish hand-movements close to the eye. 
On the 18th, when the meningitic symptoms had subsided 
and the cerebro spinal fluid had become almost clear, the 
hemianopia of the left field was confirmed. From the 24th 
onward the temperature remained steadily normal. On 
March 1st the lumbar punctures were discontinued. 

On March 9th a more careful examination of the left eye 
was made. The optic disc was now diffusely pale and 
atrophic. The left pupil was widely dilated and showed a 
typical hemiopic reaction—i.e., when a pencil of light was 
thrown on the sensitive temporal half of the retina the pupil 
contracted, whereas a similar pencil of light thrown on to 
the blind nasal half of the retina produced no reaction. The 
boundary between the blind and the seeing halves of the 
visual field was not vertical but oblique, running through the 
120° meridian. (See Fig. 3.) On the 13th this obliquity of 
the hemianopic boundary was confirmed, and a slight gain of 
vision was detected in the blind half of the field, close to the 
fixation-point. (See Fig. 4.) On this day the vision was 1/60. 
Bv the 21st the vision had further improved to 5 60, and 
the visual field had also extended slightly more into the 
blind area, both horizontally outwards and also, in the 105= 
meridian, downwards and inwards (see Fig. 5) where the 
field had widened from the 8 circle to the 30 circle. More¬ 
over, there was now a little vision directly downwards, and 
even a trace in the 75 c meridian downwards and outwards. 
On the 23rd the pupillary reaction was no longer typically 
hemiopic, for now the pupil contracted to light thrown in 
from either side, although more briskly to light from th& 
seeing half of the visual field. 
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Fig. 1. 


Lesions of the visual path 
■have been by no means 
uncommon during the pre¬ 
sent war; we have ourselves 
seen numerous examples of 
cortical and of subcortical 
lesions and of lesions of the 
optic radiations. Such cases 
present features of interest 
which have been studied by 
many observers. Lesions of 
the optic tract, which are 
-commonly associated with 
signs of pyramidal affection 
from injury to the adjacent 
crus cerebri, are far less 
common ; an excellent ex¬ 
ample, however, has been 
published by Marie and 
Chatelin. 1 Lesions of the 
chiasma itself, without im¬ 
plication of the long tracts 
•of the brain-stem, are, how¬ 
ever, still rarer. 

In the foregoing case the 
presence of an apparent left¬ 
sided hemianopia seemed at 
first to indicate a simple 
lesion of the right optic 
tract, somewhere behind the chiasma. The occurrence of the 
heraiopic pupillary reaction further limited the probable 
position of the lesion to a spot somewhere below the primary 
reflex visual centre in the right external geniculate body. 


Fig. Z. 


Lateral radiogram of the head, showing a fragment 
of shrapnel casing lying close above the sella 
turcica. 


Antero-posterior radiogram of the head, show¬ 
ing the position of the fragment close to 
the mesial plane on the left. 


including the central fixation-point of each eye. It winds 
backwards, around the outer side of the crus cerebri, to the 
primary optic centre in the external geniculate body and 
anterior corpus quadrigeminum. The farther backward 


Fig. 3. Fig. 4. Fig. 5. 



Further observations, however, showed that it was not so 
simple as this. 

Let us recall, for a moment, some points in the anatomy 
of the visual path. The fibres from each optic nerve run 
backwards to the optic chiasma. Here a partial decussation 
occurs (see Fig. 6), so that the fibres 
from the right halves of both retina*— jj- IG g 

i.e., from the left halves of both visual 
fields—after traversing the chiasma, 
emerge behind it to form the right 
optic tract. Similarly with the fibres 
from the left halves of the retinre, 
which enter the left optic tract. The 
macular or central visual fibres from 
the macula lutea of each eye are dis¬ 
tributed in both optic tracts. As the 
chiasma is approached the fibres from 
the nasal halves of the retinas (temporal 
halves of the fields) tend to become 
ventral in position, while those from 
the temporal halves tend to become ^ 
dorsal. The macular bundle occupies a 
central position. The optic tract, 
emerging from the chiasma behind, 
contains visual fibres from the whole 
•contra-lateral half of both visual fields, ^ 
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i Hevue Neurologique, 1915, p. 1232. 


Diagram Indicating the position of the lesion in 
the optic chiasma. 


course of the visual fibres to the cortical half-vision centre 
in the calcarine cortex does not concern us here. 

In our case the apparent left-sided hemianopia, together 
with the hemiopic pupillary reaction, seemed at first sight to 
point to an ordinary straightforward lesion of the right optic 
tract. More careful study, however, 
showed that this was not the case. 
Firstly, the boundary between the blind 
and the seeing area of the visual field 
is not vertical, as in an ordinary tract 
lesion, but oblique. That is to say, both 
lateral halves of the visual field are 
affected, including nearly the whole of 
the left field and a small sector of the 
right. The incompleteness of the affec¬ 
tion of the left field is further evidenced 
by the fact that there is also a small 
area of recovery extending outwards 
from the fixation-point. 

Fig. 6 is a diagram indicating the 
position of the lesion in this case. The 
lesion affects mainly the fibres destined 
for theriyAt optic tract. Some of them, 
however, have escaped — viz., those 
corresponding to the upper and mesial 
sector of the blind field—also a smaller 
number corresponding to the area just 
above the horizontal plane, directly 







106 The Lancet,] STAFF SURGEON D. P. D. WILKIE : EARLY ETHER ANALGESIA. 


[July 15,1916 


outwards from the fixation-point. These latter fibres, from 
their central position in nerve and chiasma, would be well 
protected from injury. In addition, a number of fibres 
destined for the left optic tract are also implicated— 
viz., those corresponding to the lower and mesial sector 
of the right half of the visual field. 


EARLY ETHER ANALGESIA. 

By D. P. D. WILKIE, M.D., M.Ch. Edin., F.R.C.S. Edin., 

ACITXG STAFF S'. lUiKON. R.M.V.R. 


The question of the choice of aniesthetic for minor opera¬ 
tions is one of perennial interest, but never more so than in 
war time, when, in the Services, minor operations acquire a 
new and peculiar importance. For the class of case for 
which a local aniesthetic is unsuitable—e.g., in dealing with 
inflamed tissues, and where a very brief though painful 
operation is necessary—such anaesthetics as nitrous oxide and 
ethyl chloride are commonly employed. In hospitals the 
apparatus required for the administration of these anes¬ 
thetics will practically always be available. Such is not the 
case, however, on active service on board ship or in the field, 
where the medical officer must, like the general practitioner, 
use methods which do not involve any cumbersome apparatus. 
For him it remains to decide between chloroform and 
ether, with the disadvantages associated with full surgical 
anaesthesia in the case of both these drugs. 

For the past few years I have used ether as the aniesthetic 
in such cases, but have taken advantage of the transient 
stage of analgesia which supervenes when ether is supplied 
abundantly, long before the patient could be said to be 
“ under ” in the ordinary sense of the word. I have found 
this method of anaesthesia exceedingly useful, as it is time¬ 
saving and perfectly free from danger. 

In the text-books on anaesthetics which I have consulted 
I can find no reference to this method of employing ether 

Fig. 1. 


% * 

r ^ 




Materials required for inducing early ether analgesia : the Schimmel- 

busch mask, a measure containing 3 drachms of ether, and a hand- 

towel folded double. 

for minor operations. The only reference I have found to 
this early stage of analgesia under ether is in Buxton’s book 
on anaesthetics, where, in describing the “ second stage ” of 
anaesthesia under ether, the author states that “semi- 
anaesthesia exists, and pain even if slightly felt is seldom 
remembered as pain upon awakening.” He points out that 
this is probably the degree of anaesthesia of which P6an 
wrote when he described patients who moved freely and 
appeared conscious, but were nevertheless oblivious to the 
surgeon’s knife. During the war, whilst serving in the 
navy, I have been able to give this method a thorough 
test and have endeavoured to standardise its use, and 
now feel in a position to recommend it with confidence to 
the profession. 

In making practical use of this transient phase of anal 
gesia certain conditions are essential for uniform success 
The ether vapour must be given concentrated from the 
start, and the patient must inspire regularly and fairly 
deeply. Neurotic and unwilling patients are therefore 
unsuitable. 

The only apparatus required is a Schimmelbusch mask 
(preferably the modified form described below), also a towel 
and a receptacle which will hold 3 drachms of ether. The 


part to be operated upon having been cleansed and the 
operator being ready with the necessary instruments to hand, 
an ordinary hand-towel folded double is laid across the 
patient’s neck and chest, the mask is placed over his nose 
and mouth, and the ether (3 drachms) is measured out in 
readiness to pour on to the mask. (Fig. 1.) The patient 
is warned to breathe quietly and deeply as soon as the ether 
is applied to the mask. At a signal from the surgeon that 
all is ready the whole quantity of ether (3 drachms) is 
poured over the mask and the folded towel brought over 
the face and mask and kept closely applied. (Fig. 2.) 
It will be found that in from 30 to 50 seconds, provided 
that the patient breathes regularly, the stage of analgesia 
has set in and will last from 50 seconds to 3 minutes, the 
usual duration being slightly less than 2 minutes. During 
this period the patient will usually remain quiet, even 
though inflamed parts are being forcibly dealt with, as, e.g., 
in removing a septic ingrowing toe-nail ; occasionally he 

Fig. 2. 



The analgesia induced : the 3 drachms of ether have heen poured over 

the mask, the folded towel brought over and kept closely applied. 

will shout, though remaining quite still. This may be dis¬ 
regarded, as on recovering a few moments later he will state 
that he has felt no pain. Within one minute of completing 
the operation the patient is usually awake and is always in 
the best of humour, the ether having acted as a pleasant 
stimulant. He is able to walk out of the theatre and to 
take a meal shortly afterwards. There appear to be no 
unpleasant after-effects. 

In administering the ether with the ordinary Schimmel¬ 
busch mask, it was found on applying the towel over the face 
and mask that some of the ether was absorbed by the towel 
and thus partly lost. The modified mask, which has two 
extra folding supports to keep the towel off the lint which 
is soaked with ether, is a distinct advantage. (Fig. 3.) It is 
supplied by Messrs. Allen and Hanburys, Wigmore-street, 
London, W., and will be found useful for the administration 


Fig. 3. 



A modified Schimmelbusch mask, with two extra folding supports to 
keep the towel off the ether-soaked lint. 


of ether by the “open” method when full surgical anes¬ 
thesia is desired, a piece of Gamgee tissue with a central 
hole being laid over the outer hoops, thereby preventing the 
too rapid evaporation of the ether without soaking up and 
wasting the drug. 

The following short list of cases given in tabular form, 
showing the length of time used in the induction of 
analgesia and the duration of analgesia, gives also an idea 
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of the type of minor operation for which this form of 
anesthesia is suitable. 


Table showing Length of Time taken in the Induction ami 
Duration of Analgesia. 


1 

Operation. 

Time taken in. 
Induction of 
analgesia. 

Duration 

of 

analgesia. 

Remarks. 

Multiple abscesses of neck ; 

Seconds. | 
35 

Min. sec. 
1. 45 

Complete 

incision and scraping. 
Removal of septic ingrowing 

40 

2 0 

analgesia. 

toe-nail. 




Circumcision. 

35 

2 0 I 


Removal of septic ingrowing 

70 

1 30 

Shouted 

toe-nail. 

Bubo ; incision and scraping. 

50 

1 o' 

loudly ; no 
pain felt. 

Complete 

Cuttingoff projecting portions 

36 

2 0 

analgesia. 

[of two phalanges with bone 
forceps. 




Incision and scraping ef 

30 

1 45 


axillary abscess. 




Removal of two septic 

j 45 

2 30 

„ 

ingrowing toe-nails. 

1 




I am indebted to Dr. Matheson, temporary Surgeon R.N , 
for kindly taking the photographs. 


Clinical $jtotes: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


TWO CASES OF THORACIC ANEURYSM. 
By Geohge J. Conford, M.D. Oxon. 


The aortic arch is recognised as the most usual situation 
for the development of aneurysm, but it is somewhat 
remarkable to have found the same unusual cause of death 
in two successive post-mortem examinations, while death 
had taken place in an exactly similar manner in both cases. 

Case 1.—The patient was a sailor on a lightship, aged 
53 years, who had not complained of feeling ill until the 
moment of his fatal seizure. On the evening of Dec. 26th, 
1915, while at supper, he complained of sudden pain in the 
chest. His companions, seeing him turn very pale, gave him 
some brandy and laid him on a seat, but he died almost 
immediately. A post-mortem examination was made by the 
coroner’s order aud the following conditions were revealed. 
On opening the thorax the right pleural cavity was found 
full of clear serum and blood clot, there were no pleuritic 
adhesions, and the lung was moderately collapsed but other¬ 
wise normal. The aorta was enlarged, the ascending part 
of the arch being converted into an irregular somewhat 
fusiform sac, more prominent posteriorly. Rupture had 
occurred at the posterior part of the sac near the origin of 
the innominate artery, and the mediastinal connective tissue 
was infiltrated with tough semi-organised blood clot, showing 
that oozing had been going on for some little time before the 
Anal catastrophe. There is no record of any symptoms 
during life, and no physical examination had been made, as 
the man never had occasion to consult a medical practitioner 
for years past. 

Case 2.—The patient was a soldier aged 33 years. So far 
as could be ascertained he had never suffered pain or incon¬ 
venience until five days before his death, and presumably 
there were no abnormal physical signs, as he had recently 
been examined before readmission to the army. On Feb. 15th 
he complained of occasional difficulty in swallowing and had 
attended at the sick inspection room on this account. On 
the 20th he had been carrying a scuttle of coals, and on 
returning to his hut sat down on a bench and complained of 
sudden severe pain in his chest. He rolled over on to his 
back, and the medical officer was summoned, attended at 
once, but found him dead. An order for a post-mortem exam¬ 
ination was given by the coroner and was made by me at the 
request of Dr. W. R. Etches, the regimental medical officer. 
The right pleural cavity was found full of serum and bloodclot, 
as in the previous case, but the aneurysm was situated at the 
lower part of the transverse portion of the aortic arch, was 
irregularly sacculated in shape, and the walls were very thin 
in parts. The interior of the sac was irregularly ridged, and 


perforation had occurredat the periphery of a small secondar y 
projection jutting out from the posterior partof the mainsac. 
Bloodclot had infiltrated the mediastinal connective tissue, 
but was apparently quite recent and less tough than in the 
previous case. The aneurysm must have pressed upon the 
trachea and cesophagus, but presumably only lightly, as the 
dysphagia had only been occasional, and there had never 
been any dyspnoea. There was no alteration in the voice or 
other evidence of pressure on the recurrent laryngeal nerve. 
There was some evidence of syphilis in this case in the form 
of scars, almost certainly of specific origin. In neither case 
was there any marked degree of cardiac hypertrophy. 

The similarity of these cases in their termination, the 
complete absence of premonitory symptoms in the first and 
the slight previous evidence of illness in the second, appeared 
of sufficient interest for me to place them on simultaneous 
record. 

Felixstowe. _ 


A CASE OF PERFORATED TYPHOID ULCER 
OPERATION; ACUTE OBSTRUCTION; 
OPERATION ; RECOVERY. 

By' F. M. Neild, M.B., B.S. Lond. 


A successful case of operation for a perforated typhoid 
ulcer is scarcely worth recording, if it were not for the fact 
that acute obstruction took place nine days after, necessi¬ 
tating a further operation which was also successful. 

The patient, a Portuguese half-caste boy aged 10, miser¬ 
able, thin, and looking half-starved, was saul to have been 
always delicate. He had a mild attack of typhoid lasting 
from* Jan. 25th to Feb. 9th, 1915; Widal reaction positive. 
After the temperature had been normal for nine days he had 
a severe relapse and became extremely ill. In the early 
morning of March 9tli he was seized with severe pain in the 
abdomen and vomited several times. The sister (nun), 
however, did not send for me, and I only saw him at 10 a.m. 
on my usual round. The temperature was 103^'., pulse 102; 
the abdomen was rigid and extremely tender, while the liver 
dullness was absent. 

Operation took place at 12.30 P.M., about eight hours after 
the perforation took place. A small perforatiou was found 
about 14 feet from the ileo-caBcal valve; this was closed by a 
purse-string suture. There were no signs of peritonitis 
except for a few shreds of lymph near the perforation. A 
quantity of brown fluid was removed from the pelvis by 
dry sponging. The boy’s condition was very poor, so the 
wound was closed with through-and-through silkworm-gut 
sutures, a rubber drainage-tube being left in the lower end 
of the wound leading down into the pelvis. The same 
evening he was very collapsed; temperature 96°, pulse 140 
and very feeble; but he rallied with subcutaneous injections 
of saline and camphorated oil. There was great difficulty in 
getting the bowels to move, and for the first two days no 
flatus was passed, and then only after the passage of a long 
rectal tube. The drainage-tube was removed on the third 
day. The bowels moved naturally on the fourth day and 
then every day once or twice until March 18th. The 
stitches were removed on the 16th; owing to tension there 
was a good deal of sloughing and pus was oozing from the 
stitch holeB. 

YVhen I saw him on the morning of the 18th he seemed to 
be in great pain and had been vomiting continuously for 
several hours. Temperature 97° ; pulse 140, very small and 
feeble. The abdomen was distended, but not markedly 
tender. An enema produced no result and no flatus was 
passed after the passage of a rectal tube. Operation was 
decided on, but a very gloomy prognosis was given, 
especially on account of the condition of the external 
wound. The amesthetic was ether, given by the open 
method. The old wound was opened up. The bulk of the 
small intestine was distended, but in the right iliac 
fossa a collapsed portion was seen, a band of omentum 
passing down towards this. On puliing up the bowel the 
obstruction was released, and gas at once passed into the 
collapsed intestine. The exact mechanism of the obstruction 
could not be seen, but it occurred at the site of the perfora¬ 
tion. The bowel wall here was denuded of peritoneum to a 
small extent. This denuded area was closed over with 
Lembert sutures. The abdominal wound was completely 
closed without drainage by through-and-through stitches. 
The operation only lasted 15 minutes from start to finish. 
His condition immediately afterwards was much better than 
before and no further vomiting took place. Flatus was soon 
passed, and the bowels were moved with castor oil on the 
second day. The day following operation the patient was 
clamouring for food. "There was scarcely any rise of tempera¬ 
ture after the operation. The stitches were removed on the 
tenth day and recovery was uninterrupted. 

Shanghai. 
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'Etbitfos snb ftotires of ^ooks. 


Operative Midwifery , 

By J. M. Munro Kerr, II.D., C.M.Glasg., Professor of 
Obstetrics and Gynsecology, Glasgow UDiversity ; Obstetric 
Physician to the Glasgow Maternity Hospital. Third 
edition. With 308 plates and figures in the text. London : 
Baillic're, Tindall, and Cox. 1916. Pp. xvi. + 725. Price 
25s. net. 

The appearance of the third edition of Professor Munro 
Kerr’s book on "Operative Midwifery” has been delayed by 
the war, and five years have elapsed since the second edition 
was published. A good many alterations have been made in 
the text. Thus the author’s latest results in the treatment of 
contracted pelves, the application of forceps, the performance 
of pubiotomy, Caesarean section, and other opeiative pro¬ 
cedures have been added and increase the value of the work 
very considerably. Five years’ further experience has not 
led to any marked modification of the views held by the 
author on the many obstetric problems which he discusses, 
and the result is a work embodying an exceptionally 
large experience of difficult cases of labour and containing 
a great deal of sound information. It is interesting to 
note that the author is more and more convinced of the 
safety for both the mother and the child of spontaneous 
delivery in cases of contracted pelves, and his experience 
coincides with ours when he says that it is very difficult to 
convince other people of this fact. Professor Munro Kerr’s 
teaching as to the use of forceps in contracted pelves 
is very good. By not applying the instrument until the 
head has been given adequate time to mould, by not applying 
it to the head above the brim or when there is a posterior 
parietal presentation, and by not continuing attempts at 
forceps delivery after two failures with a moderate degree of 
traction and the patient in Walcher’s position, his results 
have very much improved. 

The chapter dealing with pubiotomy contains a well- 
balanced summary of the reasons for and against this opera¬ 
tion. That the author is not an undue advocate of the pro¬ 
cedure is shown by the fact that while Csesarean section has 
been performed 120 times in the Glasgow Maternity Hospital 
during the years 1900 to 1913, pubiotomy has only been 
practised on eight patients. The interesting suggestion made 
by Rotter, of Budapest, in 1912 is alluded to. He advised 
resection of the promontory of the sacrum in a contracted 
pelvis so as to produce permanent enlargement of the brim, 
and at the time he published his paper bad practised the 
operation on nine patients. The statistics furnished by the 
author of the results of the induction of premature labour 
for contracted pelves show that the foetal mortality is not 
unduly high when the conjugata vera measures from 
3]-3j inches, and that with more careful selection of the 
cases the mortality should be still further lowered, as has 
happened in these series of cases. On the whole, however, 
Professor Munro Kerr cannot be called an enthusiastic 
advocate of the operation, but his opinion on the subject is 
the more valuable since his experience of the treatment of 
contracted pelves is large, and his book shows that he does 
not condemn any method of treatment without good reasons. 

We can confidently recommend this third edition as a 
most trustworthy guide for the student and the practitioner. 


Text-book on Nervous Diseases. 

By Professor H. Cueschmann, of Mainz, and 14 other 
Contributors (German and Austrian). Authorised English 
edition by Charles W. Burr, B.S., M.D., Professor of 
Mental Diseases in the University of Pennsylvania. In 
two volumes. With 156 text illustrations. Philadelphia : 
P. Blakiston s Son and Co. 1915. Pp. 1132. Price $12 
net the two volumes. 

Professor C. W. Burr has edited an English version 
of a recent text-book of nervous diseases compiled by 
various leading German and Austrian neurologists, with 
Professor Curschmann, of Mainz, as its general editor. 
Neurology of to-day stands in intimate relation with internal 
medicine in general and with psychiatry in particular, but 
it is also linked to ophthalmology, otology, dermatology, 
bacteriology and serology, and surgery. As specialism 
increases with the sum of human knowledge, there appears 


to be a widely disseminated feeliDg that the text-book of 
to-day should be a compilation, a symposium, made up of 
individual contributions from specialists in various adjacent 
fields of study. There are advantages and disadvantages 
alike in this method. Professor Curschmann declares in his 
preface that he is not blindly following the fashion of 
the cooperative method in text-book production, but that the 
peculiarity of neurology forces him to include the above 
allied sciences, in so far as they bear on neurology, in his 
presentation of the subject for the non-specialist. How¬ 
ever concise and compact the individual contributions are, 
a text-book of this description is apt to suffer from certain 
inequalities and tendencies to overlapping, and the different 
points of view are sometimes rather confusing to the 
beginner. 

Taken as a whole, the volumes under review contain a 
thoroughly up-to-date and instructive presentation of the 
science of neurology. Some of the individual articles are 
excellent alike in matter and in style ; others are valuable 
because they supply information not often bo collected. 
Professor Liepmann’s chapter on the normal and pathologioal 
physiology of the brain, for instance, is a particularly good 
multum in parco. On the other band, the article on 
“ vasomotor and trophic diseases ” is a curious conglomerate, 
for it includes certain diseases of the endocrine glands 
and omits others in an unsatisfactory fashion. The editor 
has evidently been embarrassed by the question of what 
constitutes a nervous disease and what does not. Exoph¬ 
thalmic goitre, myxoedema, and acromegaly are included, 
while the suprarenal gland is apparently taboo. 

The editor of the English edition has added a chapter on 
the diagnosis and treatment of neurasthenia, psychasthenia, 
hysteria, and borderland mental states, written from a 
different point of view from that of the original contributors 
to the same subjects. The translation runs smoothly enough, 
but it shows evidence of different hands, and some parts— 
e.g., the chapter on “ general diagnostics of nervous dis¬ 
eases ”—are not up to the level of translation of the rest of 
the book. 


Veterinary Therapeutics : A Guide to the Treatment 
of Disease in the Domestic Animals. 

By E. WALLIS Hoare, F.R.C.V.S., Lecturer on Veterinary 

Hygiene, University College, Cork. Third edition. 

London : Bailliere, Tindall, and Cox. 1916. Pp. 943. 

Price 18s. net. 

This well-known text-book has been revised and modernised 
by the author. As in previous editions the subject matter 
is divided into three main parts. The first section con¬ 
tains a valuable account of the care, management, and 
nursing of sick animals. The difficulties with which prac¬ 
tising veterinary surgeons have to deal are legion and 
often imperfectly understood by owners and attendants, 
who may obtain from these pages an intelligent understand¬ 
ing of the carrying out of hygienic and dietetic measures 
among ailing animal patients. In the care, management, 
and nursing of cattle, dogs, cats, and birds, stress 
is laid on the fact that drugs only aid the power of 
recovery ; they do not ensure it, hence routine and repeated 
drugging is condemned. Other matters discussed in this 
section are the diagnosis and general symptoms of disease, 
the actions and uses of drugs, and the administration of 
medicines. Part II. deals with materia medica, avoiding 
elaborate detail of manufacture, and giving the knowledge 
necessary to the student and practitioner for the applica¬ 
tion of the remedies to disease. Where the employment of 
one salt of an element is more advantageous than another 
the fact is noted and the reason given. The list of pre¬ 
parations is very complete, comprising both modern as well 
as older and well-tried remedies. A chapter is devoted to 
the various vaccines and serums used in veterinary practice. 
Part III. is taken up with the special therapeutics of various 
diseases, and includes chapters on the care, management, 
and nursing of sick sheep and pigs. A feature of the book 
is the account given of the actions of drugs as obtained 
from animal experiment. 

In the production of his book the author has had the 
cooperation of Messrs. H. Begg, F.R.C.V.S., G. Mayall, 
M.R.C.V.S , W. M. Scott, F.R.C.V.S., and H. Gray, 
M.R.G’.V.S. It marks a distinct advance on anything yet 
published in this special sphere, is well arranged, and 
carefully indexed. 
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LIBRARY TABLE. 

A New Treatment for Gonorrhoea. By Charles Russ, 
M.B. Lond. London : H. K. Lewis and Co. Pp. 38. Price 3a. 
net.—In this small work the author describes a system of treat¬ 
ment applied by him in recent years to the cure of gonorrhoea. 
It is founded on experimental studies of the effects resulting 
from the passage of a constant electric current on bacteria 
immersed in fluid. It is claimed that the current causes the 
bacteria to accumulate gradually at the positive electrode 
and to bring about the death of the organisms in a short 
space of time. The method consists in passing a platinised 
catheter down to the compressor urethra. This catheter 
has numerous perforations and is furnished with a stylet of 
platinum wire which just enters the meatus. A lint-covered 
pad with a metallic core, soaked in warm saline, is placed 
on the perineum and a 2 per cent, solution of sodium iodide 
is injected into the catheter. The pad is then connected 
with the negative and the stylet within the catheter to the 
positive pole of the battery. At the end of each treatment 
the perforations in the catheter are filled with masses of 
muco-pus, which on microscopic examination are found to be 
swarming with killed gonococci. The author claims that in 
this way a simple and limited attack of gonorrhoea can be 
cured in from 10 to 20 administrations and that complica¬ 
tions are extremely rare. This treatment has had no wide 
application at present, and experience alone can decide as to 
its efficacy. It has not been found very successful for sup¬ 
puration in general, and it would seem improbable that the 
electro-chemical reactions could penetrate into all the lacunas 
and glands of the urethra without causing damage of tissues. 

Pye's Surgical Handicraft: A Manual of Surgical Manipula¬ 
tions. Minor Surgery , and Other Matters connected with the 
Work of House Surgeons and Surgical Dressers. Edited and 
largely rewritten by W. H. Clayton-Greene, BA., MB., 
B.C. Camb., F.R.C.S. Eng., Surgeon to St. Mary’s Hospital. 
Seventh edition, fully revised. Bristol: John Wright and 
Sons, Limited ; London: Simpkin, Marshall, Hamilton, 
Kent, and Co., Limited. 1916. Pp. 614. Price 15*. net.— 
A new edition of this well-known work is especially timely 
just now when the house surgeons and surgical dressers, for 
whom it is primarily intended, are working with less help 
from senior and experienced officers than was the case in 
more fortunate times. The book remains a safe guide for 
them and a useful work of reference also for the practitioner 
whose memory may now and then fail him on a point of 
minor surgery or the application of a contrivance. Some 
sections have been revised and some rewritten, and the book 
has been made more complete by the inclusion of a useful 
and well-illustrated chapter on the use of X rays from the 
pen of Dr. Harrison Orton. In its newest form “ Pye ” will 
continue to enjoy popularity. 

The Drink Problem of To-day in its Medico- Psychologic il 
Aspects. Edited by T. N. Kelynack, M.D.Vict., Hono¬ 
rary Secretary of the Society for the Study of Inebriety ; 
Editor of the British Journal of Inebriety. London: 
Methuen and Co. 1916. Pp. 316. Price Is. 6d. net.— 
This book is a revised and enlarged edition of “The Drink 
Problem,” a collection of essays on the various biological 
and sociological aspects of alcoholism which was published 
in “Methuen’s New Library of Medicine” in 1907. In the 
production of the present volume the editor, Dr. T. N. 
Kelynack, has had the assistance of most of the 
experts who collaborated with him in the earlier publi¬ 
cation, and he has also secured several additional contri¬ 
butions of value from other writers qualified by their 
special knowledge and experience to speak with authority on 
particular aspects of this complex question. Amongst these 
new chapters may be indicated an admirable essay on 
Alcohol and War, by Sir A. Pearce Gould ; a vigorous if 
somewhat controversial discussion of the principles of tem¬ 
perance legislation, by Sir T. P. Whittaker; a clear and 
concise review of the medico-legal relations of alcoholism, 
by Sir W. J. Collins ; and a very interesting survey of the 
history of opinion with reference to the alcohol question, by 
Mr. J. Turner Rae. By the inclusion of this fresh matter, 
and as a result of the very extensive revision of the older 
chapters, most of which have been practically rewritten, the 
book has acquired many of the characters of a new work. With 
such a multiplicity of contributors—each of the 15 chapters 
is from a different hand—it is obviously difficult to maintain 
a unity of outlook and a uniformly high level of quality ; 
but, on the whole, the work is very little open to criticism 


with respect to either of these points. And it also shows 
singularly little evidence of the defects of omission and 
overlapping which are so frequently incidental to the method 
of collaboration. Most of the contributors hold strong 
temperance views, and this fact has in a few instances led 
to a slightly over-emphatic presentation of the possible 
dangers of alcohol. But such lapses are very rare and are 
confined to a few chapters. The work as a whole is written 
in an eminently fair and temperate spirit, and with a regard 
for the scientific canons of evidence which is not always 
a conspicuous feature of the literature of the subject. The 
circumstances of the moment have brought the problem 
of alcoholism into special prominence, and it is a matter 
of urgent importance that public opinion should be educated 
to appreciate the fundamental factors of that problem and 
to understand the principles of which account must be taken 
in efforts to arrive at its solution. This volume is well 
fitted to assist in such an educational process, and we trust 
that it will be as widely read as its merits deserve. It shonld 
be added that the value of the work has been very much 
enhanced by an extremely full and admirably arranged index. 

Practical Cystoscopy and the Diagnosis of Surgical Diseases 
of the Kidney and Urinary Bladder. By PAUL M. Pilcher, 
A.M., M.D., Consulting Surgeon to the Eastern Long Island 
Hospital. Second edition, thoroughly revised. With 299 
illustrations, 29 being in colours. London and Philadelphia : 
W. B. Saunders Company. Pp. 398. Price 25*. net.—-Only 
a few years have elapsed since the student of urinary 
surgery was in a position to complain of the want of text¬ 
books dealing with the cystoscopic examination of the 
bladder. That reproach to surgical authorship has certainly 
been removed, for now there are several works dealing 
with this subject and one of the best of these is the 
volume before us. In his second edition Dr. Pilcher 
has maintained the high level which he reached in the 
first. There are many alterations, but the main change has 
been in the recognition of the great importance of pyelo¬ 
graphy, and to this method of diagnosis a new section has 
been devoted ; the technique is clearly described and the 
value of the indications afforded by cystoscopy is discussed 
in an unbiassed manner. Several excellent “ pyelograms ” 
are also given. Altogether we can commend this text-book. 

Emergency Surgery. By JOHN W. SLUSS, A.M., M.D., 
Associate Professor of Surgery, Indiana University School 
of Medicine ; ex-Superintendent of the Indianapolis City 
Hospital. Third edition, revised and enlarged. With 685 
illustrations, some of which are printed in colours. London : 
William Heinemann (Rebman, Limited). Pp. 832. Price 
17*. 6 d. net.—This edition maintains the excellence of the 
earlier issues and the additions made by the author have 
brought it up to the level of the recent advances of surgery. 
Especial attention has been devoted to the subject of fractures, 
and the author has entirely rewritten the chapter on military 
surgery to make it accord with the lessons learned in the 
present war. The book has been written for the benefit of 
the general practitioner, and though many operations are 
described in it which the practitioner would not undertake 
in ordinary circumstances, yet in emergencies it is difficult 
to limit what he may have to do. It is wise, therefore, to 
include too much rather than to omit anything which might 
be needed. The book is well and clearly written ; many of 
the illustrations are original, and those which have been 
borrowed from other sources have been chosen wisely. 


JOURNALS. 

Physiological Abstracts. Vol. I.,Nos. 1-4. London: H. K. 
Lewis and Co. Published monthly. Annual subscription 
25*., post free.—Earlier in the year we announced the im¬ 
pending publication of a new journal with the above title, 
which is a venture of the Physiological Society of Great 
Britain and Ireland, with the cooperation of the American 
Physiological Society and of other societies and savants in 
eight countries. Four monthly numbers have now appeared, 
the latest of which for July contains 224 separate abstracts, 
and we take this opportunity of congratulating the editor 
(Professor W. D. Halliburton) and his staff of abstractors on 
the excellent character of the periodical and of commending 
it to all those who are interested in the advances being made 
in physiology and its sister sciences. The war has consider¬ 
ably curtailed research work in European countries, and we 
note that America just now takes the lead in the number of 
papers published. Representative physiologists of allied and 
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neutral countries are collaborating in this work of replacing 
similar periodicals which have hitherto been published in 
Germany, and we note with pleasure how prompt has been 
the work of the abstractors; in this feature the new 
publication compares very favourably with its German pre¬ 
decessors. We anticipate a brilliant future for Physiological 
Abstracts and wish it every success. 


jjtcfo Indentions. 

A NEW MECHANICAL STAGE. 

In addition to the usual advantages of a mechanical 
stage, the invention here illustrated is easily fixed to, and 
unfixed from, any microscope. This is effected very simply. 
To the right on the under side of the machine is a strong 


curved leaf spring, attached at its proximal end to a firm 
crossbar; on the left at a convenient distance are pivoted 



two spring fingers. The machine is slipped over the anterior 
edge of the stage ; the curved spring firmly presses the right 
edge of the stage, while the two spring fingers grip its left 
edge and under surface This construction is sufficient to 
hold the machine immovably upon the stage, and is adapted 
to engage stages of different widths within the limits of 
stage sizes usually employed with microscopes. 

The Medical Supply Association, 167 185, Gray’s Inn-road, 
W.C., are the manufacturers. 

Manor Park. K. HEANLBY, L.S.A. 


A MONTHLY RECORD OF ATMOSPHERIC POLLUTION. 

The returns in some instances have not been forthcoming, a number of stations having discontinued making 
observations owing to the reduction of staff. It is hoped that the omissions due to this cause will be made good 
when normal times return. The personnel of public health authorities concerned in the supervision of these examinations 
and of the analytical work involved remains the same as published in previous tables. 


Committee for the Investigation of Atmospheric Pollution : 
Summary of Reports for the Months ending February and March , 1916. 


Metric tons of deposit per square kilometre during month. 

Rainfall ,- - 1 -- 

in Insoluble matter. Soluble matter. Included In soluble matter. 

mllll--;- 1 --j-1 Total |-;-;- 

metres. 1 ~ „ Carbonaceous . , . Losb oil . . solids. Sulphate Chlorine : Ammonia 

lar - other than tar. a8n - ignition. A8n ' as (S0 3 ). (Cl). (NH,). 


Month ending Feb. 20th, 1916. 


England— 













Bolton . 



121 

003 

1-50 

3-96 

3*40 

6-30 

1619 

2-91 

2-24 

0*10 

Exeter .. 



137 

0 03 

225 

261 

1*64 

5-09 

11-61 

1-56 

0-88 

0*04 

Kingston-upon-Hull. 



75 

0-11 

2-24 

3*23 

3*28 

503 

13*89 

2*37 

1*09 

0*07 

Leicester . 

London— 



114 

0*40 

7-00 

7*72 

3*92 

6*39 

25-43 

286 

0*61 

0-24 

Meteorological Office ... 



69 

015 

3-64 

5*33 

3*33 

2-21 

14-66 

1-88 

1*34 

0*06 

Embankment Gardens* 



— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

Finsbury Park. 



68 

013 

1-35 

4*24 

202 

3*47 

11-21 

1 81 

0-57 

0*06 

Ravenscourt Park. 



75 

0-17 

3*27 

7*62 

1-38 

3-63 

16*07 

1-91 

0*18 

0T1 

Southwark Park . 



73 

035 

4-83 

11*28 

3*48 

5-32 

25*26 

2-34 

105 

0-08 

Wandsworth Common ... 



75 

0-23 

2-41 

6*97 

0*59 

4*61 

14-81 

2-26 

0-90 

0*06 

Victoria Park. 



73 

0 06 

0'95 

4*59 

2*18 

5*48 

13-25 

2-19 

0-92 

0*07 




79 

0-09 

3-50 

4*87 

252 

5*36 

16-34 

2-71 

1*04 

0*25 

Malvern. 

Manchester— 



85 

— 

0'08 

0*20 

0*52 

0*82 

1-62 

0-41 

025 

— 

Queen's Park . 



74 

— 

— 

— 

— 

— 

19-97 

— 


— 

School of Technology ... 



99 

— 

— 

— 

— 

— 

31 15 

— 

— 

— 

Newcast-le-on-Tyne . 



68 

0 35 

425 

6*52 

2-97 

5*53 

19-62 

2-38 

0*96 

0*13 

Rochdale . 



— 

— 

— 

— 

— 

— 

45*10 

— 

— 

— 

York. 

Scotland— 



42 

o-ll 

1-24 

2*26 

2*24 

3*24 

909 

1-54 

0-83 

0*07 

Coatbridge . 



71 

007 

1-85 

3*54 

1*98 

5.09 

12*53 

1 81 

1-07 

009 

Greenock . 



146 

0-19 

1-95 

2*89 

336 

6*72 

15-12 

2-37 

2-55 

0*18 

Leith* . 




M07 

th ending March 31st 

, 1916. 






England— 













Exeter . 



106 

0*02 

1-48 

2*30 

1*61 

2*83 

8-29 

1-44 

0-58 

003 

Leicester. 

London— 



121 

0-30 

6-86 

7 99 

3*41 

6*96 

25*53 

325 

0-82 

0-56 

Meteorological Office ... 



96 

013 

4-36 

8-95 

3*84 

7 68 

24-96 

2-63 

0T3 

0-04 

Embankment Gardens* 



— 

— 

— 

— 

— 

— 

— 

— 

— 

— 

Finsbury Park. 



78 

015 

2-18 

2-31 

2*34 

3*54 

10-52 

1-93 

0*91 

0 09 

Ravensoourt Park. 



101 

016 

3-58 

5-86 

3'84 

10-66 

24-08 

5-83 

1*25 

0-13 

Southwark Park . 



83 

0-14 

5-29 

9*06 

6*55 

13-54 

34-57 

6 08 

0-95 

0*18 

Wandsworth Common ... 



39 

0-02 

0-47 

1*48 

1*20 

2-52 

5*70 

0-93 

0-69 

016 

Victoria Park . 



64 

0 06 

1-68 

7*04 

3-94 

7*12 

19-84 

4-32 

084 

0-09 

Golden Lane . 



104 

0-07 

3-83 

5*36 

4*15 

6*65 

20-06 

3-78 

1-22 

0-35 

Malvern . 

Manchester— 



44 

001 

0-12 

0*23 

0*72 

095 

2-03 

0-53 

014 

004 

Queen’s Park . 



49 

— 

— 

— 

— 


22-59 

— 

— 

_ 

School of Technology ... 



44 

— 

— 

— 

— 


15-16 

— 

— 

— . 

Newcastle on-Tyne . 



86 

0-37 

393 

725 

2*40 

5-65 

19-60 

2-61 

1*52 

018 

Rochdale. 



— 


— 

— 

— 

— 

2610 

— 

_ 


York. 



68 

0-18 

1-65 

2*93 

3-24 

243 

10-43 

1-73 

0-81 

009 

Scotland— 













Coatbridge . 



41 

0-08 

0*97 

1*97 

1*91 

3-73 

8*66 

2-00 

0*32 

0T0 

Greenock . 



48 

0'23 

2*59 

5*26 

179 

4-00 

13-88 

2 02 

0-53 

0T9 

Leith . 



47 

006 

0*92 

2*74 

282 

4-70 

11-24 

2-35 

1-10 

009 


* Samples lost. 


‘‘Tar" includes all matter insoluble In water but soluble in CS 2 . “Carbonaceous” includes all combustible matter insoluble in water and 
in CSg. "Ir.Boluble ash” includes all earthy matter, fuel, ash, Ac. One metric ton per aq. kilometre is equivalent to: (a) Approx. 91b. per 
acre; ( b) 2*56 English tons per sq. mile; ( c ) one gramme per sq. metre; (d) 1/1000 millimetre of rainfall. 
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SALVARSAN and NEOSALVARSAN 

AN EFFECTIVE SUBSTITUTE 


GALYL 

ROYAL COMMISSION ON VENEREAL DISEASES. 

Final Report of the Commissioners. 

Substitutes for Salvarsan. 

“. another French substitute, GALYL, a compound of arsenic and phosphorus, 

“ has recently come into prominence, and its use has been attended with 
“ considerable success.” 

***•**»# 

“Favourable reports have also been obtained regarding the preparation GALYL. 
“ At the Male Lock Hospital 1000 injections of this substance have been administered, 
“and it is reported that they have been attended with as gfOOd results as in 
“ the cases treated by Salvarsan and Neosalvarsan ; in no 

“ instance were the injections followed by reactions indicative of arsenic poisoning.” 


FORMS. 

FOR DILUTE INTRAVENOUS INJECTION. 

In ampoules containing GALYL and the necessary dose of sodium carbonate, sterile 
distilled water only being required to prepare the injection. 

FOR CONCENTRATED INTRAVENOUS INJECTION. 

In Outfits containing: one flask with GALYL, one ampoule sterile carbonated serum, 
one filter. 

Doses ... O'lO 0-15 020 0*25 030 035 040 

FOR INTRAMUSCULAR INJECTIONS. 

In ampoules containing an oily emulsion of GALYL. 

Doses . 0-20 0'30 0'40 


Complete Literature, Clinical Reports, on application to — 

THE ANGLO-FRENCH DRUG CO., Ltd. (late M. Bresillon k Co.), 
Gamage Building, Holborn, LONDON, E.C. 

Telegrams: “Ami-sal vas, London.” ’Phone: Holbobn 1311. 
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DISINFECTANTS 


SANITAS FLUID.” —Contains Peroxide | 
of Hydrosen and Thymol as two of 
its active constituents — and has 
well-defined germicidal properties. It 
is fragrant, non-poisonous, and does 
not stain linen. 

Antiseptic wash for wounds and sores. 
Antiseptic gargle for sore throat. 
Antiseptic wash for perspiring feet. 
Antiseptic wash for mouth and testli. 
Restores oxygen to vitiated air. 

All dwelling, school, and sick rooms 
and w.c.’s should he kept sprayed with 
“ SANITAS FLUID.” 

8d. and Is. 3d. bottles with sprinkler 
corks, and 6s. per gallon. 

SANITAS BACTOX” (guaranteed 
co-efficient 18 to 20). —The strongest 
homogeneous Phenoloid Disinfectant, 
kills— 

B. Typhosus in 7i min. @> 15° to 18° 0. diluted 1 in 2000 

. @ 37° C. „ 1 in 6000 

,, ,, li hours <a> 15° to 18° C. ,, 1 in 5200 

B Coli ,, 7* min. @ 15° to 18° C. ,, 1 in 1400 

Pyojp P Aur. } in 7i min - @ 150 t0 180 c - .. 1 in 900 

B. Diphtheria ,, @ 15° to 18° C. „ 1 in 6000 

Is. bottles and 5s. per gallon. 

“SAmTAS-OKOL” (a Phenoloid 
Disinfectant Emulsion) has also a 
guaranteed co-efficient of 18 to 20. 
Bacteriological Reports will be sent on 
application. Is. bottles and 5s. per 
gallon. 


“SANITAS ” SULPHUR FUMIGATING 
CANDLES (Kingzett’s Patents).— 

Light very easily and burn out 
thoroughly. They are by far the best 
on the market, and are specially 
recommended for fumigating rooms 
after infec tious illness, Hospital Wards, 
&c. 6d. and Is. each. 

“SANITAS FORMIGATORS.”— 

Improved appliances for disinfection 
(wet and dry) by fumigation with 
Formaldehyde. Is. 3d., 2s. 6d., and 
10s. 6d. each. 

“SANITAS FORMIC 

SULPHUGATORS ” (Patent).— 

For disinfec ting rooms, &c., with mixed 
Formaldehyde and Sulphurous 
anhydride gases. Is. and Is. 6d. each. 

“SANITAS FURNITURE & FLOOR 

POLISHES” (Disinfectant) are made 
in several distinct qualities, and can be 
had in tins of various sizes and by the 
cwt. at prices which will be quoted upon 
application. 

PEROXIDE OF HYDROGEN 
(Kingzett's Patent Preserved). — 

Can be had of 10, 12,15, and 20 volumes 
strength. For washing wounds and 
ulcers, treatment of gangrene, fcetid 
suppuration, and bad ozaenic discharges; 
also for the local treatment of diphtheria 
and cases of purulent discharge from 
the conjunctiva, &c. The 10 volumes 
strength is put up in Is. 6d. pint 
stoppered bottles and in bulk at 4s. 
per gallon. 



The “SANITAS” CO., Ltd., 

LOCKSLEY STREET, LIMEHOUSE, LONDON, E. 

Disinfectant Mannfactnrers, by Appointment, to H.M. THE KING. 
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THE LANCET. 


LONDON: SATURDAY, JULY 15, 1916. 


The Food of the Prisoners at 
Ruhleben Camp. 

Further correspondence between Sir Edward 
Grey and the American Ambassador respecting the 
conditions of diet and nutrition in the internment 
camp at Ruhleben has been published, and contains 
two reports by Dr. A. E. Taylor to the American 
Embassy at Berlin. In the first of these, dated 
May 24th, Dr. Taylor states that since his last 
report a sharp reduction has been made in the 
amount of foodstuff allotted to the camp, the 
civilian prisoners at Ruhleben only receiving half 
the allowance of potatoes and little more than a 
third of the protein foods allotted to military 
prisoners of war in other camps. In the second 
report, dated June 14th, a more detailed analysis 
of the diet is given. The ration established 
for military prisoners of war in Germany in the 
month of June contained 2700 calories a day, made 
up of 80 grammes of protein, 29 of fat, and 500 of 
carbohydrate. This, though not plentiful, is an 
adequate diet as regards its calorie value for 
average men not doing much muscular work. It 
contains about a hundred calories more than the 
peace ration of the German soldier. The pro¬ 
portion of protein is low, but is just enough to 
maintain nitrogenous equilibrium with a sedentary 
life. The proportion of fat is very low ; indeed, 
no fat is given except that which is inseparable 
from the articles of food supplied. For growing 
children such a low fat ration would be harmful, but 
it need not endanger nutrition in adults provided 
the requisite food value is made up by other food¬ 
stuffs, in this case carbohydrate. The diet for 
military prisoners of war, therefore, though 
poverty-stricken as regards its protein and fat, is 
theoretically enough to maintain nutrition if it is 
supplied in a form that can be digested and assimi¬ 
lated, a matter upon which we have ground for 
doubt. 

The diet supplied to the civilian prisoners at 
Ruhleben admits of no such defence. It contained 
originally only 1580 calories a head, more than 
a thousand calories less than that for military 
prisoners. This is wholly insufficient. Its heat 
value, 23 calories per kilogramme for a man of 
11 stone, is barely enough to keep him nourished, 
even if it were in a most assimilable form, such 
as milk and eggs, and he were resting entirely in 
bed. With the conditions of camp life and German 
camp food it would be starvation. As, however, 
many prisoners ate little or none of the camp 
ration, having food supplies of their own, more 
was left for the others, so that the actual calorie 


value received by each man living on the camp 
food was brought up to a sufficient figure—namely, 
2725 calories, containing 98 grammes of protein. But 
with the further recent reductions this compensa¬ 
tion fails, for in the week May 4th-llth only 1220 
calories a day were supplied, with 39 grammes of 
protein and 6 of fat. Such a diet, both as regards 
its heat value and its constituent foodstuffs, is 
wholly inadequate. If doubled it would be barely 
sufficient. Even when the food not eaten by 
more fortunate prisoners is added, it appears that 
a civilian in Ruhleben living on the camp food— 
and there were 2070 such—could only get 1930 
calories a day, with 55 grammes of protein and 
10 of fat. This might prevent starvation if it were 
in a suitable form, but it is not. Fat, sugar, and 
vegetables are not supplied. Further deductions 
must, therefore, be made for food which is un¬ 
palatable or not digestible. It is, indeed, too clear 
that a large number of the interned civilians are 
not getting enough to eat. 

In the following table the Ruhleben diets are 
compared with ordinary standards of living:— 



Calories. 

Protein. 

Fat, 

Carbo¬ 

hydrate. 

English labourer . 

3655 ... 

... 184 ... 

.... 71 .. 

.... 570 

German farm labourer 
(Ranke) . 

4696 ... 

... 143 ... 

.... 108 .. 

.... 788 

Standard diet for a man of 
moderate activity. 

2820 ... 

... 100 ... 

.... 100 .. 

. 360 

Military prisoners of war 
in Germany . 

2700 ... 

... 80 ... 

.... 29 .. 

. 500 

Ruhleben diet before 
reduction. 

1580 ... 

... 59 .. 

.... 12 .. 

. 308 

Diet actually taken when 
increased by food left by 
other prisoners receiving 
supplies . 

2725 ... 

... 98 .. 

.... 24 .. 

. 523 

Ruhleben diet since red notion 

mo ... 

.... 39 .. 

.... 6 .. 

. 255 

Reduced diet when increased 
by food left by others 

1<M ... 

... 55 ... 

.... 10 .. 

. 410 

If anyone has lulled 

himself with 

the reflection 

that the most urgent needs 

of the 

interned were 


met by parcels from home he will learn from Dr. 
Taylor's report that many of the agencies sending 
food into Ruhleben, of which 23 are scheduled, are 
unsatisfactory. Some of them are doing very little, 
some are irregular, and others are not properly 
organised. More care is needed in the selection 
and packing of food. Parcels are sometimes as 
long as five weeks on the way, during which time 
much of the food has gone bad, especially the 
bread. The quality of the bread ordered from 
Switzerland has also deteriorated. Bread will keep 
if properly made and packed, for it is reported that 
loaves from the Army and Navy Stores and from John 
Barker and Co. arrive in good condition. It is to 
be hoped that in future all agencies sending food 
will work with the Prisoners of War Help Com¬ 
mittee which has been set up by our Government 
to coordinate their efforts. Pending the result of 
protests and negotiations through the American 
Embassy, Sir Edward Grey is endeavouring to 
arrange for a supply of food to be sent to the 
captain of the camp, pointing out at the same time 
that His Majesty’s Government in no way admit 
their liability to feed prisoners in Germany, which 
is the recognised duty of the captor Government. 
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The Factory Department in Time 
of War. 

The annual report of the Chief Inspector of 
Factories and Workshops for the year 1915, issued 
last week, is of special interest since it deals with 
the circumstances which have arisen in connexion 
with the war. The document bears eloquent tribute 
to the wonderful spirit which the industrial popula¬ 
tion of the nation has shown in our hour of need. 
In spite of the bitter strain thrown upon the 
workers there is no evidence of any marked increase 
in the sickness-rates, and the inspectors are able to 
show that there has been an almost entire absence 
of complaints that operatives are being taxed 
beyond their strength. There can be little doubt, 
as Sir Arthur Whitelegge observes, that the high 
wages, and the better food which workers have 
been able to enjoy in consequence, have done much 
to counteract the stress of long hours and to bring 
about this result. Cases of fatigue, as might 
well be expected, have occurred, but by adopt¬ 
ing a policy of temporary relief in such cases 
there is usually full recovery of energy again. 
They occur commonly where overtime has been 
continued for long and uninterrupted periods. In 
certain cotton mills, however, periodical medical 
examination of the workers has been made a con¬ 
dition of a continuance of overtime, and power is 
given to the examining surgeon, by consent, to 
suspend, either wholly or for a period, anyone 
showing signs of fatigue. This has proved to be a 
satisfactory safeguard, and workers thus suspended 
are reported to recuperate rapidly so as to be quite 
fit to resume their task again. 

It will be understood that in order to deal with 
this vast call upon the resources, energies, and 
materials of the country an extension of the powers 
exercised in the Factory Acts had in many in¬ 
stances to be made. The work in war time is 
controlled by a General Order from the Home Office, 
providing rules in regard to overtime and work 
involving day and night shifts. This Order appears to 
have satisfied the needs inmost cases, but for others 
special Orders have been required, and more par¬ 
ticularly for the large munition firms, in some of 
which the hours have remained in advance of 
those permitted by the General Order. Sunday 
labour, it is reported, has been found to be more 
and more unsatisfactory, and there appear to be 
economic as well as health reasons for excluding 
this from the category of a work-day, employers 
having accepted the recommendations of the Health 
of Munition Workers Committee to this effect. The 
plan advised was to arrange the work so that there 
should not be more than 12 shifts per fortnight or 24 
where double shifts are worked, and where three 
8-hour shifts are worked not less than two should be 
omitted on Sunday. It is preferable to work a 
moderate amount of overtime during the week, 
allowing a break on Sunday, rather than work 
continuously from day to day, and it is still more 
strongly the view of the Chief Inspector that where 
overtime is worked in the week Sunday labour is 
not desirable. 


One of the most striking facts disclosed in this 
report is the remarkable adaptability that women 
have shown in taking up the duties which hitherto 
have been assigned to men. Sir Arthur Whitelegge 
sets out no less than 28 branches of industry in 
which men have been completely replaced by- 
women, who are now to be found in the distillery, 
the chemical factory, jute mills, saw mills, printing 
works, wood working factories, flour mills, soap 
works, foundries, and so forth. Shortage of 
labour, in fact, has for the most part been com¬ 
pensated for by the introduction of women, and 
there still appears to be an ample supply. The 
majority attracted by the high rate of wages and 
by the feeling that they are thus taking an active 
share in the war have found places in the munition 
works. 

The question of the employment of women is 
further developed by Miss Anderson, the principal 
lady inspector of factories, in a special report 
dealing with the effect of the second year of war 
on the industrial employment of women and girls. 
She finds the 12-hour night shift for any length 
of time to be unthinkable for women except 
in extreme war emergencies, and then only if 
compensation in the shape of good food and 
general comforts is forthcoming. A very long night- 
shift she would watch with suspicion, and would 
limit it to short periods for urgent necessities. But 
the same story is told, in Miss Anderson’s report, 
of the women’s splendid qpirit in working. Attention 
is very properly called to the pernicious effect of 
long hours on adolescent hands, who quickly 
develop symptoms of exhaustion and impaired 
vitality, but the facts have to be found out for 
them, as for the most part their idea is to keep on 
working. One of the girl hands said to the inspector, 
“ It is the good cause that gives the good heart for 
work,” and so some of the weaker in flesh, because 
of their willing spirit, exceed their physical capa¬ 
city in bearing their share in the war’s burdens. 
We can well understand how arduous has become 
the task of the Home Department in watching over 
the health interests of the great band of workers 
which has so suddenly been placed under the 
sheltering care of the provisions of the Factory 
Acts, and the administration may be congratu¬ 
lated on the admirable way it has adapted its 
machinery to deal with a situation so different 
from normal times, and which has presented so 
many new problems of extraordinary magnitude 
and difficulty. 


Sexual Enlightenment in Secondary Schools. 

—At a meeting of headmistresses held at the Royal Society 
of Medicine on July 7th, called to consider the recommenda¬ 
tions of the Royal Commission on Venereal Diseases in 
reference to the education of young people in sexual 
physiology and hygiene, Mrs. Scharlieb, M.D., pointed 
out that the question of combating venereal diseaBCB was 
pre-eminently a women’s question, and dwelt on the role 
which the mistresses of secondary schools might play in the 
enlightenment of their pupils. A general request for further 
instruction was expressed, and it was arranged for lectures 
to be given at the Royal Society of Medicine on Sept. 6th, 
7th, and 8th, at 8 f.m., to which all women teachers are 
invited. 
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THE PUBLIC HEALTH CONDITION OF THE 
COUNTRY. 

We publish in our Parliamentary report the 
statement made on Tuesday night in the House of 
Commons by Mr. Long, the President of the Local 
Government Board, reviewing the work of his 
department, and it is with no small satisfaction 
that we record the broad message of that statement 
—namely, that the general condition of the country 
has never been more satisfactory. It is not only 
that pauperism has nearly vanished and that 
unemployment does not exist, but there has been 
a steady decrease in enteric fever and a high 
average standard of health, although enormous 
numbers of men have been suddenly collected in 
areas where, in the first instance at any rate, 
accommodation was necessarily of a makeshift 
nature. Mr. Long said that, in spite of the 
shortage of medical men as a consequence of 
the war, the work of his department in 
the prevention and treatment of tuberculosis 
had not been allowed to fall into arrear, while 
child welfare schemes had been encouraged, and a 
grant had been made for the payment of health 
visitors in connexion with designs for safeguard¬ 
ing the health of expectant and nursing mothers 
and of infants. Lastly, Mr. Long said that the 
Local Government Board had been able to adopt 
in large measure the recommendations contained 
in the report of the Boyal Commission on Venereal 
Diseases; he spoke with confidence of the prospects 
of the cooperation between the Government, local 
and hospital authorities, medical men, ministers 
of religion, and the people generally, in the work of 
eradicating the evil. _ 


STOCK MIXTURES UNDER THE INSURANCE ACTS. 

Being authorised to do so under the new scale 
of dispensing fees set out in the 1916 Drug Tariff, 
the London Panel Committee has selected four 
stock mixtures from the “ Central List," and any 
of these may be ordered for their insured patients 
by practitioners on the London panel one calendar 
month after the notice given by the Panel Com¬ 
mittee of its selection. These will be dis¬ 
pensed at a reduced dispensary fee of 2 '3d., 
and to secure the reduction the letters C.L. 
should be added after the name of the mixture. 
The mixtures in question have been placed on the 
list after consideration of their capability of being 
stocked in bulk without deterioration, and the 
formulte are commended to practitioners as a 
probable means of slightly reducing the cost of 
their drug bills and of facilitating their clerical 
work. The question of economy in prescribing, of 
which the free use of stock mixtures forms only a 
part, is one of the principal difficulties which beset 
practitioners under the Insurance Acts. Many 
doctors have been surcharged for extravagance in the 
medicines ordered by them for their panel patients, 
and some of these were, no doubt, not so careful 
as they should have been in what is in effect 
authorising the expenditure of public money. On 
the other hand, it can hardly have been the intention 
of those who were responsible for the scheme of 
National Insurance now in force that a medical 
man, keeping his mental eye upon a prospective 


bill for medicines, should prescribe for an insured 
patient as he would not do for one, not much 
better off financially, attended by him in his private 
practice. This, however, is what he must do, at 
least sometimes, if he would keep the average of 
his prescriptions low enough to avoid a sur¬ 
charge. A medical man who has recently discussed 
this issue with the Secretary of the London Panel 
Committee has sent us a copy of his reply to 
an accusation of extravagance. In this it is 
pointed out with justice that a higher average 
cost of prescriptions may be a direct result of 
the greater individual care given to patients 
by a conscientious panel practitioner, and will 
in such a case be far more than compensated 
by a corresponding saving to the Sickness Benefit 
funds, it is not a question of considerately saving 
the pocket of a poor patient in a way which 
would not be necessary if he belonged to the 
affluent classes, but of bearing in mind the 
calls which the illnesses of other patients are 
making on the drug fund, and of sparing drugs 
accordingly. It is not right that such parsimony 
should be necessary. It is a parsimony not 
seriously affected by an infinitesimal saving in a 
dispensing fee here and there, but one which may 
affect the health of a patient, and militate against 
his speedy recovery. Incidentally we note a 
suggestion for economy in prescribing in an 
article contributed to the Scotsman, which 
recommends that elements introduced into a 
prescription purely as carminatives or for the 
purpose of flavouring and rendering the medi¬ 
cine less unpleasant should be omitted. The 
writer expresses the opinion that the abolition 
of such ingredients would probably effect a saving 
amounting to almost 10 per cent, of the expenditure 
on drugs. As to how far this estimate may be 
correct we express no opinion, hut the economy 
would in most instances be a legitimate one, and, 
further, might tend to prevent some persons from 
seeking medicine who would not greatly lose 
thereby. The saving effected would, however, only 
serve to lessen the strain upon the drug fund. It 
would have no effect in enabling the insured 
patient to be treated upon the same footing as his 
wealthier neighbour. In fact, it would rather tend 
to accentuate the difference between them. 


THE LIFE-CYCLE OF THE SCHISTOSOME WORMS. 

During the past three years a considerable 
amount of time and work has been devoted to the 
life-history of the schistosome worms parasitic in 
man. The first workers to obtain definite results 
were two Japanese observers, Miyairi and Suzuki, 
who, in a series of observations and experiments, 
not only succeeded in tracing the whole of 
the life-history of Schistosomum japonicum (the 
causative agent in Asiatic schistosomiasis) in the 
intermediate host, Katayama nosophora (a small 
mollusc with seven to nine spirals, very common 
in parts of Japan), but also in demonstrating 
its mode of entry into the definitive host. The 
observations recorded by these workers were con¬ 
firmed by Leiper and Atkinson in 1914. In the 
early part of 1915 the War Office Bilharzia Mission 
(of which Dr. R. T. Leiper, of the London 
School of Tropical Medicine, was in charge) pro¬ 
ceeded to Egypt, and there succeeded in working 
out the life-histories of those schistosome worms 
which produce vesical and rectal bilharziasis 
respectively. Three parts of the report of the 




114 The Lancet,] THE SALE OF MEDICATED WINES.—VENEREAL DISEASE IN SWEDEN. [July 15,1916 


Bilharzia Mission have already been published in 
the July, August, and September (1915) issues of the 
1loyal Army Medical Corps Journal, and the results 
obtained are briefly stated in the following account. 
When infected material containing the eggs of the 
bilharzia worms is passed into water the miracidia 
contained within them soon make their escape. In 
the water they swim about rapidly, by means of the 
cilia with which their cuticle is furnished, and event¬ 
ually are attracted to one or other of the molluscs 
which is to function as their intermediate host for 
the ensuing period of their development. The 
cuticle of the mollusc is pierced with the aid of the 
small proboscis which protrudes from the anterior 
extremity of the miracidium, and having gained an 
entry the invader finds its way to the liver of its 
host. In the liver a series of changes take place in 
the form of the miracidium, and ultimately a com¬ 
plete metamorphosis results in the formation of 
the sporocyst. This latter is totally unlike the 
miracidium from which it arose, and is best 
described as a long, hollow, thin-walled tube, which 
is unprovided with gut, glands, or suckers. The 
sporocyst is, however, capable, by a process of 
internal budding, of producing other sporocysts 
within itself. These latter, by simple rupture of 
the containing maternal wall, become free within 
the liver substance of their host, and it is in 
them that the next stage of the life-cycle is 
evolved. In this second generation of sporocysts— 
the “ daughter-sporocysts ”—internal budding again 
takes place. The development of these buds results 
in the formation of the cercari®—the final stage of 
evolution in the molluscan host. The cercarise are 
described as being possessed of a body and a tail, 
the latter being bifurcated at its extremity. The 
body is provided with two suckers, an oral and a 
ventral, and a bifurcated gut. No pharynx or eye- 
spots are present. Between the bifurcations of the 
gut are several large glandular cells which com¬ 
municate with the oral sucker by means of filiform 
ducts. The cercarise leave the sporocyst by rupture 
of the over-distended maternal wall; and, after a 
shorter or longer period, are expelled from the body 
of the mollusc into the water, there to act as the 
infecting agents. The subsequent course of the 
life-cycle was worked out by means of the experi¬ 
mental infection of rats, mice, guinea-pigs, and 
monkeys, and it was demonstrated that two modes 
of infection are possible—viz., the cutaneous and 
the oral. It would appear, from the account given 
in the report, that the oral route is only different 
from the cutaneous in that whilst in the latter 
case the cercarise perforate the skin, in the 
former they perforate the buccal mucosa. In 
the case of a newly born mouse which had 
been immersed for half an hour in water which 
contained numerous cercarise, it was found when 
sections of the skin were examined that many of 
the cercarise had already perforated deeply into the 
skin, whilst in the water numerous detached tails 
were left. Three of four monkeys were sub¬ 
jected to infection with the bilharzia cercarise by 
pouring into the bottom of the cages in which 
they were confined water which had previously 
been infected. The fourth monkey was given 
infected water to drink. All four monkeys 
eventually died, and were found upon examina¬ 
tion to be heavily infected. The monkey infected 
with drinking water showed earlier and more 
intense symptoms than the others. Leiper has been 
able to differentiate between the adult worms, 
which produce the terminal-spined and la teral - 
spined ova, on morphological grounds. He states 


that the molluscan intermediate hosts are also 
specific—in the case of S. hecmatobiuni being two 
species of Bullinm ( B. contorius and B. dybowski), 
and, in the case of S. ma?isoni, Planorbis boissyi. 
Dr. F. G. Cawston reports in a letter appearing 
elsewhere in this issue that he has been successful 
in determining the intermediate host for the worm 
producing vesical bilharziasis in Natal. 


THE SALE OF MEDICATED WINES. 

We have received from the Central Control Board 
(Liquor Traffic) a copy of the General Order 
relating to the sale of medicated wines which 
comes into force on and after August 7th, 1916, in 
all areas to which the Defence of the Realm (Liquor 
Control) Regulations (1915) are applied. The Order 
provides that— 

No person shall either by himself or by any servant or 
agent sell or supply to any person in any licensed premises 
for consumption off the premises or despatch therefrom any 
intoxicating liquor in the form of or prepared as (a) medi¬ 
cated wine or (ft) any mixture or preparation which contains 
any drug or medicament or is sold or advertised for sale as con¬ 
taining or purporting to contain medicinal properties, except 
in a bottle or other vessel bearing a label correctly stating in 
clear and legible words or figures the amount of proof spirit 
contained in such medicated wine or mixture or preparation. 
This Order is not intended to affect the sale of (1) 
any medicine, mixture, or preparation appearing in 
the British Pharmacopoeia or the British Pharma¬ 
ceutical Codex ; or (2) any medicine, mixture, or 
preparation which is made up for a customer on 
the signed prescription of a medical practitioner; 
or (3) medicated or methylated spirits, or spirits made 
up in medicine and sold by medical practitioners or 
chemists or druggists. The chief object of thiB 
Order is, of course, to inform or perhaps warn the 
consumer that these wines in so many cases are 
potent alcoholic liquors. We should have thought 
that the disclosure of alcoholic strength in terms 
of actual alcohol would to most people have been 
more intelligible than in terms of proof spirit. It 
is not widely known that proof spirit means alcohol 
diluted practically a half with water, so that the 
figures for proof spirit would be double those for 
alcohol and the statement might well convey an 
exaggerated idea of alcoholic strength. 


VENEREAL DISEASE IN SWEDEN. 

In a paper by Dr. Sederholm on venereal 
disease, on which we have already commented in 
The Lancet of June 17th, an interesting account 
is given of the distribution of venereal disease in 
town and country in Sweden. It is a matter of 
common knowledge that the venereal diseases are 
mainly the products of large towns and industrial 
centres with a dense population. But hitherto 
there have not been many investigations showing 
how great the difference is between the incidence 
of venereal disease in town and country. When a 
modified form of compulsory notification of 
venereal disease was introduced in Sweden on 
Dec. 30th, 1911, this difference soon became evident. 
This system of notification did not supply the 
names of the persons concerned, but it did give 
the name of the place in which infection was sup¬ 
posed to have occurred. The figures for 1914 show 
that in Stockholm the incidence of new cases of 
venereal disease was 2'17 per cent, of the total 
population. The incidence of the disease for the 
three towns Stockholm, Gothenburg, and Malmb 
was 1'49 per cent. For the smaller towns it was 
0'26 per cent., and for the country districts it was 
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as low as 0 02 per cent. In the three large towns 
there were 1629 new cases of syphilis, 8168 
new cases of gonorrhoea, and 1126 new cases 
of ulcus molle. While the total population of 
the three towns was only 665,638, the total 
population of the country districts was 4,156,717. 
Yet in the country districts there were only 121 
new cases of syphilis, 666 new cases of gonorrhoea, 
and only 26 new cases of ulcus molle. It appears 
from these figures that the danger of infection 
from venereal disease is 75 times greater in the 
large towns than it is in the country districts, and 
that far more active measures are required to 
combat the disease in the crowded communities 
than elsewhere. That the relative preponderance 
of venereal disease in the large towns coincides 
broadly with the incidence of prostitution is the 
inevitable conclusion from these facts and figures, 
and if the problems of venereal disease are those 
of prostitution it is only by reforms in the conduct 
of prostitution that an appreciable reduction of 
venereal disease can be anticipated. This, the 
moral of Dr. Sederliolm’s communication, is a point 
of view not shared by all the other members of 
the Board of Health to which Dr. Sederholm 
belongs. This body, apparently, is in favour of 
the abandonment of regulation of prostitution in 
any form, and relies mainly on educational methods 
and free treatment for every patient. 


THE AUDIBILITY OF GUN-FIRING. 

Several correspondents have written recently 
calling attention to the unusual audibility of the 
gun-firing in Flanders, so that a paper read at the 
last monthly meeting of the Royal Meteorological 
Society by Mr. Miller Christy and Mr. W. Marriott 
has a topical interest. The audibility of the gun¬ 
firing in Flanders over the south-east of England 
has been repeatedly noticed since an early period of 
the war, but Mr. Christy says that undoubtedly 
the intensity of the sound varies considerably with 
the quality of the guns and the meteorological 
conditions. Sometimes slow and deliberate firing 
is heard at the rate of 3 to 12 shots a minute, each 
shot being quite loud and distinct. This is probably 
the firing of the monitors and other warships 
bombarding the German positions on the Belgian 
coast. Usually, however, the firing has been much 
more rapid, much less distinct, and apparently 
more distant. This is, no doubt, the sound of the 
fighting further inland—say,around Ypres, Dixmude, 
or ArraB; it varies in rapidity from perhaps 4 or 5 
shots to the minute up to more than 100. This 
sound is, as a rule, very faint, though easily per¬ 
ceptible and quite unmistakable; it resembles more 
nearly a dull and distinct thud, which is rather felt 
than heard. From the records collected it appears 
that the gun-firing has been heard at one time or 
another over the counties of Essex, London, Kent, 
Surrey, and Sussex, the most distant place being 
about 150 miles from Ypres. Mr. Marriott, in dis¬ 
cussing the meteorological conditions under which 
the gun-firing was heard, said that the weather 
charts showed that generally there is a somewhat 
irregular, or not definitely defined, distribution of 
barometric pressure, but mostly with a region of 
high pressure wedged in between areas of slightly 
lower pressure. These conditions are such as to 
produce light winds at the surface, mostly between 
north and east, over the neighbourhood of the 
North Sea. Aspect and elevation are also im¬ 
portant factors for the hearing of the firing, so that 


there is nothing mysterious about the audibility 
altering so greatly as it obviously does. The 
weapon and its position, the weather and its 
modifications, all combine to make the audibility 
vary from day to day. _ 

INDUSTRIAL ANILIN POISONING. 

The paramount position of the anilin industry in 
Germany has naturally caused the experience of 
anilin poisoning to be mainly German. The pro¬ 
duction of anilin dyes in England consequent on 
the war is likely to familiarise us with anilin 
poisoning. The United States made no attempt 
to compete with Germany in the manufacture 
of anilin or anilin dyes until the supply was 
shut off by the war, but in the Journal of the 
American Medical Association Dr. R. V. Luce and 
Dr. Alice Hamilton now publish an important paper 
on Industrial Anilin Poisoning, based on experiences 
in the tyre factories of Akron, Ohio. Apart from 
the production of anilin colours, anilin is used in 
America in the compounding of rubber, especially 
for tyres, and in reclaiming rubber from scrap. 
When the war suddenly shut off the supply from 
Germany rubber manufacturers began to manu¬ 
facture anilin, so that now to the men exposed to 
anilism in rubber manufacture must be added those 
engaged in producing the anilin. Industrial anilin 
poisoning, which a few years ago was negligible, 
suddenly assumed importance. So far the making 
of dyes is too new in the United States to furnish 
cases; those reported come from the rubber 
industry and from the use of a wash for printers’ 
ink which contains anilin. The victims are known 
as “ blue boys,” from the cyanosis which is so 
prominent a symptom. Since the discovery of the 
cause of the trouble the rubber manufacturers 
have taken measures of protection, either by 
installing exhaust ventilators or simply by warning 
the men to seek the open air as soon as flushing of 
the face and violent headache come on. Pure 
anilin has never been known to cause poisoning; 
but pure anilin is not used in industry. What is 
known under this name is a mixture of anilin 
(amidobenzene) with metatoluidin, paratoluidin, 
orthotoluidin, and xylidin in varying proportions. 
Unlike most volatile poisons, anilin gives no 
warning, for it does not irritate the eyes and 
throat. Yet according to the researches of 
Lehmann, anilin is toxic in even smaller doses 
than benzene, chloroform, or carbon disulphide. 
Most of the industrial cases follow spilling or 
splashing of anilin over clothes or skin, and 
doubtless both skin absorption and lung absorption 
play their part. Rambousek places anilin and all 
the nitro and amido derivatives of the aromatic 
series among the blood poisons the principal 
action of ■which is to cause the formation of 
methremoglobin, in which the oxygen is firmly 
bound, thus producing a condition of “internal 
suffocation.” In England Dr. W. Malden has examined 
the blood of men employed in the manufacture of 
anilin dyes and nitrobenzene. In about half he found 
a high red count with a low colour index and many 
imperfectly developed red corpuscles. The spectrum 
of methcemoglobin could be detected only when it 
was present in the proportion of I part to 10 
of oxyheemoglobin. Loss of ha’moglobin ran from 
5 to 50 per cent. Stained specimens showed great 
variations in the size of the red corpuscles. Baso¬ 
philic granules were found. Dr. Malden believes 
that this is often the earliest sign of anilin 
poisoning, as it is of lead poisoning. The first 
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symptoms are weariness or sleepiness, flushing of 
the face, a sense of fullness in the head and 
even of slight mental confusion, dryness of the 
throat, and dysphagia. The colour of the face 
changes from red to livid blue, which may 
increase to a deep purple. The pulse is rapid and 
weak, the temperature subnormal. Headache comes 
on early and is often violent, accompanied by 
dizziness and nausea, and in the more serious cases 
there is decided dyspnoea, increasing mental con¬ 
fusion, and Anally loss of consciousness. These 
symptoms are due to want of oxygen. Later 
symptoms — icterus, metkasmoglobinuria, bladder 
irritation, and bronchitis—are caused by the 
elimination of the poison. In some cases the 
subjective symptoms are slight and the man seeks 
advice because of his livid or blue colour, which 
is alarming to him and his friends. Usually indus¬ 
trial cases do not exhibit the severest symptoms, 
but epileptoid convulsions and protracted coma 
have occurred and proved puzzling to the medical 
attendant. Recovery in the milder cases is prompt, 
the men usually returning to work on the following 
day, though the cyanosis often persists for several 
days more. Chronic anilism is described by von 
Jaksch as a condition resulting from repeated doses 
of the poison so small as not to set up symptoms of 
acute poisoning. There are more or less headache, 
nausea, vertigo, muscular twitchings, disturbances 
of vision, sense of exhaustion, and loss of strength. 
The skin is usually livid, or it may be jaundiced. 
In one American case the man was treated for 
heart disease because of his cyanotic appearance 
and dyspncea on exertion. 


MEDICAL WOMEN'S FEDERATION. 

There has been for some years a Federation of 
Univerity Women with the object of facilitating 
the expression of united opinion and the concerted 
action of University women on matters specially 
affecting them, and this federation has local asso¬ 
ciations in the cities of England, Wales, and Scot¬ 
land, and is affiliated with similar associations in 
Ireland and India. An association of registered 
medical women was established more than 35 years 
ago. Other associations have since arisen, and it 
is now proposed to do for medical women what has 
already been done for University women in general 
by means of a federation of their existing associa¬ 
tions. An application for incorporation has accord¬ 
ingly been made to the Board of Trade. The 
affairs of the federation are to be managed by an 
elected council, each association sending represen¬ 
tatives in proportion to its numbers, and the first 
appointed representatives, of whom Miss A. Helen 
Boyle, M.D., is president, and Miss Jane Walker, 
M.D., provisionally secretary and treasurer, have 
drawn up a scheme which is being circulated to all 
medical women. At the central office a register of 
medical women will be kept indicating the type of 
work upon which they are engaged, the posts open 
to them, details regarding assistantships, and the 
sale and purchase of practices, and so forth. There 
is to be a salaried secretary at this office ready 
to give members any information and help that 
they desire. It is intended to take special 
steps to deal with public work in connexion 
with war emergency, school inspection, health 
insurance, public health, and factory inspection, 
in order to secure the fullest possible cooperation 
between the federation and the various Govern¬ 
ment departments concerned. The promoters hope 


that every medical woman will join this federation 
and thus ensure its becoming a responsible pro¬ 
fessional body as well as a bond of communication 
between its members. The subscription has been 
fixed at one guinea entrance and one guinea 
annually, and intending members are asked to 
communicate at once with the secretary of the 
federation at 122, Harley-street, London, W. The 
federation is the natural result of the steadily 
widening sphere of woman in medicine. 


TETRAGENUS SEPTIC/EMIA. 

In the Annuli di Medicina Navale e Coloniale, 
issued from Rome by the Italian Admiralty, 
Dr. Dante Ferraro, a senior medical officer in the 
Italian Navy, details two cases of generalised infec¬ 
tion by micrococcus tetragenus which followed 
wounds of the feet and came under his notice in 
the naval hospital in Venice. In each case the 
wound of the foot seemed to heal, but two or three 
weeks later an indolent bubo formed and was 
opened. In each case there arose an endocarditis 
which ultimately led to the patient’s invaliding out of 
the service. One also suffered from a tolerably severe 
nephritis. Dr. Ferraro quotes the case reported by 
H. Robinson in the Journal of the Royal Army 
Medical Corps for May, 1915, where an otorrhcea 
supposed due to typhoid infection was shown by 
blood culture to be caused by M. tetragenus, and he 
notes that certain French authors who investigated 
by blood culture 738 cases of pyrexia in men who 
had undergone antityphoid inoculation, found in 
five the micrococcus tetragenus which had not 
been previously suspected. It has been reported 
on ship board, 1 and Tremolieres and Loew, 
mentioning 25 cases of this septic»mia seen in 
French armies during the war, divide them into 
three classes: (1) benign, temperature not above 
102’F.; (2) severe, to 104 ', lasting 8-10 days ; and (3) 
a pleuro-pneumonia in which a few diplococci 
are found in blood culture along with a great 
majority of M. tetragenus. 


At the Royal Society of Medicine the Section of 
Surgery has arranged for a special meeting to be 
held on Friday next, July 21st, at 5 P.M., at which 
a paper will be read by Major Tait McKenzie, 
R.A.M.C., on “ The Treatment of Convalescent 
Soldiers by Physical Means,” illustrated by lantern 
slides of cases under treatment. Members of other 
sections are cordially invited, and the paper will 
have special interest for members of the Sections 
of Balneology, Electro therapeutics, and Neurology. 


The death is announced of Dr. Walter William 
Hunt Tate, obstetric physician to St. Thomas's 
Hospital. We hope to publish a full obituary notice 
later. 

1 Home: The Lancet, June 12t.h, 1909, p. 1715. 


Donations and Bequests.—B y will the late Mr. 
Leatocq Robert Erskine left £200 each to the London Fever 
Hospital, the Royal Berks Hospital, and the Loudon 
Hospital.—The late Mr. B. H. Deakin, town clerk of 
Monmouth, bequeathed £500 to the Monmouth General 
Hospital and Dispensary for the maintenance of a cot in the 
children’s ward in memory of his daughter. 

Water-supply of Bideford (Devon).—T he Bide¬ 
ford town council has adopted a scheme for augmenting the 
water-supply of the town at an estimated cost of £13,588. A 
new reservoir is to be erected capable of holding 27,000,000 
gallons, to be supplied from a collecting area of 900 acres, 
and this would be capable of yielding at least 350,000,000 
gallons per annum. 
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CANADA. 

(From our own Correspondent.) 

The Ontario Health Officers' Association. 

The fifth annual conference of the medical officers of 
health of Ontario was held in Toronto this year, Dr. A. J. 
Macaulay, of Peterborough, discharging the presidential 
duties, and Dr. John W. S. McCullough, chief health officer 
for Ontario, acting as secretary. Many interesting com¬ 
munications were read bearing on the public health of the 
province. 

Dr. M. B. Whyte, superintendent of the Isolation Hos¬ 
pital, Toronto, read a paper on the Quarantine Period 
for Measles, a disease which has been widely prevalent in 
Ontario the past six months, and from the discnssion which 
followed the consensus of opinion of 400 health officers was 
that 16 days’ exclusion from school following exposure was 
needless. It was agreed that those who suffer from the 
disease should be quarantined for seven days after the rash 
appears unless there are discharges or epistaxis, and that as 
second attacks are rare, those who have previously had the 
disease need not be quarantined at all. 

Dr. Fred. Adams, epidemiologist to the Toronto Board of 
Health, gave a rdsumd of his observations upon typhoid fever 
in Toronto in the last six years, showing a remarkable 
improvement in the condition. In 1910 the death-rate from 
typhoid fever was 40 per 100,000 ; five years later, in 1915, 
it was only T9, the lowest rate of any of the large cities in 
America. The chief factors in this reduction Dr. Adams 
ascribed to chlorination of the water-supply, pasteurisation 
of milk, certified milk, and a campaign against flies and 
outdoor privies. 

Dr. J. G. Fitzgerald, of the Ontario Department of Health, 
read a paper on the Epidemic of Cerebro-spinal Meningitis 
which occurred among troops quartered in Toronto, and 
reported that "all the cases among troops in the Toronto 
Military District have recovered.” 

Among other interesting communications may be men¬ 
tioned that of Dr. W. H. Park, Director of the Public Health 
Laboratories, New York City, who, speaking on the treat¬ 
ment of diphtheria, advised the use of antitoxin in large 
doses, adding that the intravenous use of antitoxin was more 
effective than either the intramuscular or subcutaneous. In 
severe cases he gave, he said, from 5000 to 15,000 units to 
a child, with correspondingly large doses in the adult. 
Laryngeal cases require early and large doses. 

Afajor W. D. Sharpe (Brampton), who served as surgeon in 
the British Naval Hospital at Belgrade in the first year of 
the war, gave an interesting lecture on Sanitation in Serbia ; 
and Captain Ruggles George, A.M.C. (Toronto), told the 
interesting story of the first Canadian Overseas Contingent, 
taking the contingent from Camp Valcariter in Quebec to 
the trenches in Flanders. 

Onta/rio Medical Association. 

The thirty-sixth annual conference of the Ontario Medical 
Association was held in Toronto at the beginning of June, 
Dr. Harry B. Anderson (Toronto) presiding. Over 450 
medical practitioners from all parts of the province attended. 
Dr. Anderson, in his presidential address, discussed the im¬ 
portant question of medical education in the province. He 
thought that there should be a strict uniform examination 
for the practice of medicine, and no granting of special 
privileges to those not fully trained and unequal to meet the 
requirements of the medical examination. He considered 
that from the standpoint of the medical profession the new 
Ontario Workmen’s Compensation Act was most unsatis¬ 
factory in some particulars, notably the absence of a clause 
providing for the prompt and proper payment of the medical 
man for his services. Under this Act physicians in Ontario 
are practically compelled to attend injured workmen with¬ 
out pay. In dealing with the general organisation work of 
the profession in the province, the President stated that 
there were now some 35 local medical societies in the 
province ready to affiliate with the Ontario Medical Associa¬ 
tion. He alluded also to the large number of Canadian 
practitioners engaged in the war. Professor A. D. 
Blackader (Montreal) said that after the war Canadian 
physicians should favour the home-made or British- 
made drugs, as certain lines of drugs already made in 
Canada since the outbreak of the war had been entirely 


satisfactory. At the conclusion of this paper the President 
stated that he had a communication from the Federal 
Government to the effect that it purposes revising the Patent 
Medicines Act, and advising the association to make repre¬ 
sentations to the Government. A committee was appointed 
to take care of this matter. The therapeutics of pneumonia 
was discussed by Professor Solomon Solis Cohen, of Phil¬ 
adelphia, U.S.A., and Dr. Elliott P. Joslin, of Boston, read a 
paper on the treatment of diabetes, recommending the 
cutting down of carbonaceous foods and the exclusion of 
fats until the patient was got into a state of moderate fasting. 
Dr. John A. Wyeth, Dr. John A. Bodine, and Dr. C. H. 
Chetwood, of New York, explained the use of the moving 
picture in showing surgical technique. The demonstrations 
included hip-joint operations and kidney removals, and 
formed one of the features of the meeting. The following 
officers were elected :—President: Dr. A. Dalton Smith, 
Mitchell ; Vice-President : Dr. Clarence Starr, Toronto; 
General Secretary : Dr. F. Arnold Clarkson, Toronto. 

Toronto, June 24th. 

NOTES FROM INDIA. 

(From our own Correspondents.) 

Malaria Committees Abolished in the United Provinces. 

The United Provinces Government has decided to abolish 
the provincial and divisional malaria committees which 
came into existence in the summer of 1910. A Government 
resolution explaining the reasons for this step says : “Some 
useful work has been done by provincial committees, but 
experience has shown that their duties, which have con¬ 
sisted in collecting information and suggesting remedies 
for disease, overlap with those of the Sanitary Board. These 
duties will be transferred to the Sanitary Board, of which 
the Inspector-General of Civil Hospitals will now become a 
member. The duties assigned to divisional malaria com¬ 
mittees were of a similar nature to those of provincial 
committees. The divisional committees have proved to be 
inadequately equipped for their duties. ” Malarial survey is a 
condition precedent to the initiation and elaboration of anti¬ 
malaria measures, but it requires for its execution the 
service of experts, and divisional committees have not and 
cannot well have at their disposal any expert agency. The 
surveys that have been made at Saharanpur, Kosi, Nagina, 
and Lucknow have been the work of officers of the Sanitary 
Department, and all future surveys will be similarly initiated 
and controlled. In several divisions committees have already 
ceased to meet, and in the remaining divisions the results 
achieved are not such as to justify their further retention. 

The Bombay Medical Union. 

At the annual meeting of the Bombay Medical Union Dr. 
H. S. Shroff, the President, delivered an address of wide 
political scope. Alluding to the enlistment of members of 
the “independent medical profession ” by Government at the 
local war hospitals, at base hospitals, and at several 
spheres of the war, he said that in the representation by 
the Bombay Medical Union to the Royal Public Services 
Commission it was stated that the cadre of the Indian 
Medical Service on the civil side could be reduced and could 
be replaced by civilian practitioners after competitive exa¬ 
mination. It was in this way proposed that a civil medical 
department, when created, should form a reserve for the 
army in time of war ; and since the outbreak of war 166 
temporary commissions have been issued, out of which 32 
appointments of lieutenants in the Indian Medical Service 
were made in England and 134 in India. 

With reference to the Bill to prevent the grant to un¬ 
qualified persons of titles implying qualifications in Western 
medical science and the assumption and use by such persons 
of such titles or designations implying such qualifications, 1 
he said that the measure had been brought before the 
Council by “that sympathetic and statesmanlike member of 
the Council, the Director-General of the Indian Medical 
Service, who has been the custodian of the interests of that 
service and other services and keen to safeguard their 
interests, and who is also keen to advance the status and 
aspirations of the Indian medical profession.” 

The third subject to which the speaker referred as one to 
which the Union had been giving special attention was the 

l The Lancet, May 13th, 1916, p. 1011. 
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foundation of a new college in Bombay. The trustees of the 
late Seth Gordhandan Sunderdass Charities have offered to 
the corporation the princely donation of Rs. 12 lakhs from 
their funds for founding a medical college in Bombay. 
The corporation has taken an enlightened view of the 
proposal and has asked their Medical Relief Committee to 
report on its practicability. 11 The Bombay Medical Union, ’ 
said their President, “isdelighted with the offer, considering 
it to be conceived in the interests of medical science by 
the indigenous qualified profession. The present system of 
medical education in India was conceived in 1845, when 
not a single Indian was possessed of Western medical educa¬ 
tion and qualification. Naturally, officers of the Indian 
Medical Service in the employ of the Government were put 
in charge of teaching colleges like the Grant Medical College 
on our side. To those pioneers of medical education we owe 
a deep debt of gratitude for their unselfish efforts in the 
cause of medical education. But the pupils of the college, 
owing to the system of the covenants on which the European 
teachers were engaged when coming out to India, could not 
become teachers in their own college, though certain appoint¬ 
ments have been made in the junior subject of botany.” 
Dr. Shroff added that recently under the stress of war, three 
appointments from among the Indian medical profession had 
been made to professorial chairs. 

Shortage of Medical Men. 

The Government of India have had under consideration 
the question of offering enhanced terms to civil sub-assistant 
surgeons on military duty, including those already employed, 
who undertake liability for field service out of India and on 
expeditions based on the frontiers of India during the present 
emergency. They have now decided that each civil sub¬ 
assistant surgeon on signing the declaration, undertaking 
the liability to proceed on active service when ordered, will 
receive his civil pay, plus military pay, plus compensation 
for loss of private practice, plus an outfit allowance, free 
rations, and the usual service concessions for families. These 
liberal terms ought to draw a very large number of these 
men from civil to military employ, more especially as in 
addition to the above each sub assistant surgeon will receive 
permanent promotion without departmental examination to 
the next higher grade, should such promotion become due 
whilst in military employment, provided that he has a 
good record of service generally and has been reported on 
by the military authorities as fit for promotion. Further, 
it has been specially provided that the civil prospects of 
such civil sub-assistant surgeons as volunteer for field 
service shall not be adversely affected. The fact of 
undertaking liability for field service will, on the contrary, 
be taken into account as conferring a special claim to con¬ 
sideration hereafter should prospects of promotion offer for 
which the sub-assistant surgeon is otherwise fit. 

Plantain Juice as an Antidote far Snake-bite. 

I recorded recently a case of alleged cure of snake-bite at 
Colombo by the use of plantain juice. 1 A case of snake¬ 
bite at Serampore will therefore be of interest where 
plantain juice was used. A servant of the principal 
of the Government Weaving College was bitten by a 
venomous snake in the foot. The principal applied a 
ligature eight inches above the bitten part and then cut it 
with a lancet and applied permanganate of potash, making 
the wound bleed freely. He then extracted some juice from 
a plantain tree and gave the patient about a cupful to drink. 
After drinking the plantain juice, the man seemed to recover 
a little, and the wound was washed. He was made to walk 
up and down, and in the morning, when the ligature was 
removed, the man was declared cured. 

June 10th. 

The Lancet, April 1st, 1916, p. 746. 


The Research Defence Society.—T he annual 
general meeting of this society has been postponed owing to 
the war, many of its members being engaged on active 
service, while others have their time fully occupied in 
various kinds of w T ork on behalf of the sick and wounded in 
this country. But the propaganda work of the society is 
still actively carried on under the direction of Mr. Stephen 
Paget. Among the most recent literature issued by the 
society are reprints from the Field and English Mechanic, 
bringing before the public in clear language the value of 
scientific pathological work both to our Army and to the 
civilian population. 


ASYLUM REPORTS. 


Kinyseat Mental Hospital (Aberdeen City District Board of 
Control) (Annual Report tor the Tear 1915 ).—The total 
number of cases under treatment during the year was 665, 
the average daily number resident being 527. The number 
of admissions amounted to 171, of which 49 were transferred 
from other asylums. Of those admitted 2 were not insane, 
44 were curable, 107 were absolutely incurable, and iu 18 the 
prospect of recovery was doubtful. The most prevalent 
forms of disease were those embraced under the term manic- 
depressive insanity, imbecility and idiocy, the alcoholic 
psychoses, primary dementia of adolescence, epileptic 
insanity, and arterio-pathic and senile dementia. With 
regard to the duration of illness prior to admission, 
it was found that of the direct admissions 93 had 
been mentally ill for less chan three months, 8 for less than 
12 months, and the remainder for over 12 months. Hereditary 
predisposition was present in 33 cases, and 18 had suffered 
from one or more previous attacks. The discharges during 
the year numbered 75, the percentage of recoveries on the 
admissions being 32 T, which was 4 per cent, lower than in the 
previous year. Thi9 decrease was due to the admission of 40 
incurable patients from Edinburgh and Glasgow respectively. 
Excluding these extraneous admissions, the percentage of 
recoveries among the Aberdeen admissions was 40 4, being 
4 per cent, higher than in 1914. There were 50 deaths— 
29 men and 21 women ; of these, 12 were over 70 years of 
age. The war has had so far practically no material effect 
on the admission rate. 

Middlesbrough County Borough Mental Hospital (Annual 
Report for the Tear 1915 ).—The total number of cases under 
treatment during the year was 639, with an average daily 
number resident of 472. The admissions, which totalled 
207, included 116 cases transferred from Newcastle City 
Asylum in April. There were 79 from the borough, a 
decrease of 5 as compared with the previous year, but the 
number resident was increased by 9. The proportion of the 
insane to the estimated population of the borough was 1 to 402, 
or 24-8 per 10,000, the figures for England and Wales being 
1 to 266, or 37-6 per 10,000. The total number of discharges, 
96, included 54 patients transferred to Chester Asylum. The 
recoveries were 30, making a recovery rate of 37 on the 
direct admissions. The report states that one of the patients 
who escaped was a man who had been in the asylum since 
shortly after it was opened in 1898. He was ordinarily 
well-behaved and was allowed a good deal of liberty, 
but he had a habit of talking to himself and cursing 
imaginary enemies while at work. One morning he did not 
return to breakfast, and when next heard of he was with the 
Royal Engineers in Flanders. The deaths numbered 58, 
making a rate of 12-2 on the average daily number resident. 
Post-mortem examination was made in 41 cases. There 
were 17 private patients on the register at the end of the 
year, 4 having been admitted, 1 discharged recovered, and 
6 having died during the year. 

County and City of Worcester Lunatic Asylum, Porcick 
(Annual Report for the Tear 1915 ).—The total number of 
cases under treatment during the year was 1531, the average 
daily number resident being 1262. There were 405 admis¬ 
sions, of which 144 were direct, the remainder being trans¬ 
ferred from other asylums. The discharges numbered 83. 
of which 59 were recovered, making a recovery rate of 
40 95 per cent, on the direct admissions. One patient was 
discharged “not insane.” A male patient was prosecuted 
for a murderous assault on the son of the medical 
superintendent. He was found “Guilty, but insane.” 
He was removed to a criminal asylum. An interesting 
medico-legal feature was that the man appealed against 
the verdict. The Court of Appeal held that the verdict 
“Guilty, but insane” was not a conviction, and that 
a man who was not convicted could not appeal. There were 
99 deaths, making a death-rate of 7'9 per cent, on the daily 
average number resident. The principal causes of death 
were as follows : Pulmonary tuberculosis, 21; heart disease, 
20 ; senile decay, 17 ; epilepsy, 8 ; and pneumonia, 6. Post¬ 
mortem examinations were held in 89 cases, a percentage of 
89-8. On Jan. 1st, 1915, there were 24 private patients in 
residence. Four females were discharged. One male and 
two females died. On Dec. 31st, 1915, there were 19 
remaining. 
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Indian Medical Service Examinations. 

It was recently announced that after the open competitive 
examination held last July for admission to the Indian 
Medical Service no similar examination would be held 
during the continuance of the war, but that such appoint¬ 
ments as might be required to meet the absolutely indis¬ 
pensable needs of the Service would be made by nomination 
by the Secretary of State. To assist him in making these 
appointments which, as already announced, will be limited 
in number to the absolutely indispensable needs of the 
Service, Mr. Chamberlain has appointed a Selection Com¬ 
mittee who will summon and interview such applicants as 
may appear to be vrinui facie suitable, and make recommen¬ 
dations for appointment. Applications for appointment 
should be addressed to the Secretary of the Military Depart¬ 
ment, India Office, Whitehall, S.W., and should contain 
concise particulars of the applicant's medical degrees and 
career. Applicants most be over 21 and under 32 years of 
age at the time of application. Particulars regarding pay, 
promotion, Ac., in the Service can be obtained from the 
Secretary, Military Department. 

Royal Army Medical Corps. 

Temporary Captain Fred W. Mackenzie (retired pay) 
relinquishes his commission on account of ill-health. 

Temporary Lieutenants to be temporary Captains: A. L. 
Thornley, R. P. Williams, T. E. Ferguson, I. W. Magill, H. H. 
Taylor, G. Fleming, C. G. MacKay, J. N. F. Fergusson, 
C. Price-Jones, C. P. Symonds, G. Pollock, F. T. Rees, 

F. D. Johnson, J. M. Anderson, R. D. ClavtoD, T. J. 
Lydon, R. A. Facey, M. J. Houghton, R. S. Armour, W. 
Templeman, W. S. O. Waring, C. B. Kidd, P. M. 
MacLachlan, H. B. Lawson, A. Hipwell, H. V. Walsh, 

G. K. Thompson, D. B. Pascall, F. I. MacKinnon, J. C. 
McKerrow, T. P. Seymour, E. K. Gawn, D. Gillespie, 
J. W. Pettinger, H. M. Macgill, W. S. Finch, R. J. Harris, 

H. F. Holmden, C. G. Monro, H. G. Dreeing, J. H. K. 
Sykes, C. K. McKerrow, J. T. Myles, J. I. Arnold, V. E. 
Badcock, W. H. Scott, H. II. Sloane, E. R. Fothergill, 
J. B. T. Keswick, L. Game, W. T. Williamson, W. Macleod, 
A. Mathieson, W. S. B. Hay, D. Fletcher, D. A. Donald, 
T. L. Fleming, C. B. Wainwrighti T. W. Buckley, R. A. H. 
Fnlton, C. N. Corbett, C. C. Worster-Drought, H. T. 
Lippiatt, S. J. Staples, M, Douglas, J. H. White, and A. 
Drouin. 

Temporary Lieutenants relinquishing their commissions: 

G. W. Deeping, E. M. Rooke, E. L. Hickey, R. H. 
Williams, C. S. Thomson, R. H. Mercer, W. R. Morris, 
L. 0. Weinman, G. W. Dryland, W. Bates, W. Doyle, 
E. Ryan, C. S. Woodd, A. J. Lomas, O. 8. Wraith, D. C. 
Laird, B, H. Greensill, A. J. V. McDonnell, J. C. Walker, 
C. H. Sills, A. Bryans, E. R. R. Cheesman, H. G. Kilner, 

H. 8. C. Darbyshire, R. Nairn, A. J. Turner, F. Copeland, 
R. V. G. Moackton, R. Rennie, T. R. Earls-Davis, J. D. 
MacKay, J. G. McLeod, M. J. Vigneux, E. V. Sullivan, 
W. E. Campbell, G. S. Williams, and F. J. Sadler. 

To be temporary Lieutenants: A. Dewar, D. P. Blair, 
A. R. M. Brenan, J. Clark, R. E. Marwick, G. P. G. 
Beckett, C. F. Davey, W. St. A. Hubbard, A. P. Robertson, 
J. P. Mathie, J. A. B. Hammond, D. D. Pinnock, T. S. 
Law, £. G. II. Weir, J. B. Donaldson, G. D. Watkins, J. D. 
Doherty, J. M. Lazenby, R. R. Law, H. R. Mayo, and C. W. 
Brown.' 

P. D. Magowan to be temporary Lieutenant whilst 
employed at the Lord Derby War Hospital. 

Canadian Army Medical Corps: Lieutenant F. H. Wheeler 
to be temporary Captain. 

Territorial Force. 

Army Medical Sendees. 

Lieutenant-Colonel F. Kelly, Highland Field Ambulance, 
to be Assistant Director of Medical 'Services, a Mounted 
Division, with temporary rank of Colonel. 

Captain W. T. Rowe, from Attached to Units other than 
Medical Units, to be Deputy Assistant Director of Medical 
Services, a Mounted Division. 

Royal Army Medical Corps. 

East Lancashire Field Ambulance : Captain A. Callam to 
be temporary Lieutenant-Colonel whilst commanding a Field 
Ambulance.’ Captain (temporary Major) H. W. Pritchard to 
be Major. 

London Field Ambulance: Captain (temporary Lieutenant- 
Colonel) G. L. L. Lawson relinquishes his temporary rank on 
ceasing to command a Field Ambulance. 

Northumbrian Field Ambulance; A. E. Raine to be 
Lieutenant. 

Wessex Field Ambulance: Captain P. R. Bolus, from 
Attached to Units other than Medical Units, to be Captain. 

Eastern General Hospital: Lieutenant-Colonel Sir T. 
Clifford Allbutt, K.C.B., F.R.3., resigns bis commission. 


Nortli Midland Field Ambulance: Captain W. B. Williams 
relinquishes bis commission. 

East Anglian Division : Sir T. Clifford Allbutt. K.C.B., 
F.R.S., late Lieutenant-Colonel, Eastern General Hospital, 
is appointed to the Hon. Colonelcy of the R.A.M.C., Ea9t 
Anglian Division. 

West Lancashire Field Ambulance: Major W. Macdonald 
to be temporary Lieutenant-Colonel whilst commanding a 
Field Ambulance. Captain M. I. Dick, from West Lancashire 
Field Ambulance, to be Captain. 

Home Counties Division Sanitary Section: Lieutenaut 
F. T. H. Wood to be Captain. 

Welsh Casualty Clearing Station: Lieutenant A. W. 
Clarke to be Captain. 

Attached to Units other than Medical Units .—Captain R. P. 
Ryan, from a Wessex Field Ambulance, and Captain H. G. 
Dodd, from a Northern General Hospital, to be Captains. 
Temporary Lieutenant C. A. E. I. Brownlee, from Royal 
Regiment oi Artillery, and T. Higson to be Lieutenants. 
Volunteer Officers’ Decoration. 
Surgeon-Major W. Richardson, Isle of Man Volunteers, has 
received the Volunteer Officers' Decoration. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

IN the 96 largest English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7922 births and 
3693 deaths were registered during the week ended Saturday, 
July 8th. The annual rate of mortality in these town’s, 
which had been 12 3, 12-6, and IP6 per 1000 in the three 
preceding weeks, fell in the week under notice to 11 1 

r er 1000 of their aggregate civil population, estimated at 
7,312,295 persons for the year 1915. During the 13 weeks 
of last quarter the mean annual death-rate in these towns 
averaged 14-3, against 13-8 per 1000 in London. Among the 
several towns the death-rate last week ranged from 4 6 
in Wimbledon, 4-7 in Ealing, 5 0 in Leyton, 5'5 in East¬ 
bourne, and 5 8 in Gillingham and in Bournemouth, to 16 0 
iu Huddersfield, 16T in Lincoln and in Rochdale, and 16 4 
in Walsall and in Darlington. 

The 3693 deaths from all causes were 159 below tbe 
number in the previous week, and included 224 which 
were referred to tbe principal epidemic diseases, against 
numbers declining from 335 to 225 in the five preceding 
weeks. Of these 224 deaths, 61 resulted from whooping- 
cough, 60 from measles, 54 from infantile diarrnceal 
diseases, 36 from diphtheria, 9 from enteric fever, and 4 
from scarlet fever, but not one from Bmall-pox. The 
annual death-rate from these diseases was equal to 0‘7 per 
1CO0, and coincided with that recorded in each of the 
three preceding weeks. The deaths attributed to whoop- 
iDg cough, which bad been 76, 77, and 55 in the three 
preceding weeks, rose to 61. and included 11 in London. 5 
each in Birmingham and Sheffield, 4 in Sunderland, and 
3 in Oldham. The deaths referred to measles, which had 
been 65, 67, and 68 in the three preceding weeks, fell to 60, 
and caused the highest annual death-rates of 1 - 1 in Sheffield, 
1-5 in Oldham, 16 in Wolverhampton, 2-3 in Gillingham, 
and 31 in Dudley. The deaths of infants (tinder 2 years) 
from diarrhcea and enteritis, which had been 52, 45, and 50 
in the three preceding weeks, rose to 54, of which 19 were 
registered in London, 5 in Liverpool, and 3 in Nottingham. 
The deaths attributed to diphtheria, which had been 34, 27, 
and 29 in the three preceding weeks, rose to 36, and included 
14 in London and 3 each in Tottenham and Birmingham. 
The deaths referred to enteric fever, which had been 11,13, 
and 10 in the three preceding weeks, numbered 9, and included 
2 each in Manchester and Bradford. The fatal eases of 
scarlet fever, which had been 9,15, and 13 in the three pre¬ 
ceding weeks, fell to 4, of which 2 occurred in London. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had been 1302. 1303, and 1273 at the end of 
the three preceding weeks, further fell to 1262 on Saturday 
last; 170 new cases were admitted during the week, against 
149, 171, and 162 in the three preceding weeks. These 
hospitals also contained on Saturday last 1303 cases ot 
diphtheria, 202 of measles, 173 of whooping-cough, and 47 of 
enteric fever, but not one of small-pox. The 887 deaths from 
all causes in London were 16 fewer than in the 
previous week, and corresponded to an annual death-rate 
of 10 7 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 137, 157, and 107 in 
the three preceding weeks, fell to 95 in the week under 
notice. 

Of the 3693 deaths from all causes in the 96 towns, 125 
resulted from violence, and 264 were the subject of coroners 1 
inquests, while 1168 occurred in public institutions. The 
causes of 34, or 09 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
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by a coroner after inquest. All the causes of death were 
duly certified in London and in its 14 suburban districts, 
in Sheffield, Leeds, Bristol, Bradford, and in 57 other 
smaller towns. Of the 34 uncertified causes, 6 were regis¬ 
tered in Liverpool, 5 in Birmingham, 3 in Manchester, 
and 2 each in Stoke-on-Trent, Barrow-in-Furness, and 

Middlesbrough. - 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1067 births and 563 deaths were registered during the week 
ended Saturday, July 8th. The annual rate of mortality in 
these towns, which had been 12-2, 13-4, and 12'6 per 1000 in 
the three preceding weeks, fell to 12 4 per 1000 in the week 
under notice. During the 13 weeks of last quarter the mean 
annual death-rate in these towns averaged 15'3, against 14-3 
per 1000 in the large English towns. Among the several 
towns the death-rate last week ranged from l - 6 in Ayr, 
69 in Clydebank, and 9 0 in Dundee, to 15 5 in Paisley, 
18 7 in Perth, and 19-6 in Kilmarnock. 

The 563 deaths from all causes were 11 fewer than the 
number in the previous week, and included 46 which 
were referred to the principal epidemic diseases, against 
numbers increasing from 39 to 54 in the three preceding 
weeks. Of these 46 deaths, 19 resulted from measles, 8 
each from scarlet fever and whooping-cough, 5 each from 
diphtheria and infantile diarrhoeal diseases, and 1 from 
enterio fever, but not one from small-pox. The annual 
death-rate from these diseases was equal to 10, against 
07 per 1000 in the large English towns. The deaths 
attributed to measles, which had increased from 13 to 28 
in the four preceding weeks, fell to 19, and included 10 in 
Glasgow and 2 each in Edinburgh, Dundee, Leith, and 
Greenock. The deaths referred to whooping-cough, which bad 
been 7, 4, and 5 in the three’ preceding weeks, rose to 8. 
and comprised 5 in Glasgow, 2 in Aberdeen, and 1 in Coat¬ 
bridge. The fatal cases of scarlet fever, which had been 
6, 7, and 1 in the three preceding weeks, rose to 8, and 
included 4 in Paisley, 3 in Glasgow, and 1 in Kilmarnock. 
The 5 deaths attributed to diphtheria, of which 2 occurred 
in Edinburgh, were slightly below the average in the earlier 
weeks of the quarter. The deaths of infants (under 2 years) 
from diarrhoea and enteritis, which had been 4, 11, and 13 in 
the three; preceding weeks, fell to 5, and included 3 in 
Glasgow. The fatal case of enteric fever was registered in 
Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had been 75, 75, and 57 in the three preceding weeks, 
rose to 64 in the week under notice, but were 12 below the 
number registered in the corresponding week of last year. 
The deaths from violence numbered 23, against 28 and 22 
in the two preceding weeks. 


HEALTH OF IBISH TOWNS. 

In the registration area of Dublin 240 births and 134 deaths 
were registered during the week ended Saturday, Julv 8th. 
The annual rate of mortality, which had been 17’8, 15 §, and 
17 3 per 1000 in the three preceding weeks, was 17-6 in the 
week under review, against 10 7 and 12-9 per 1000 in London 
and Glasgow respectively. 

Of the 134 deaths at all ages, 28 related to infants under 
1 year and 39 to persons aged 65 years and upwards. The 
deaths referred to the principal epidemic diseases numbered 
12, and comprised 8 from infantile diarrhcoa, 2 from scarlet 
fever, and 1 each from enteric fever and whooping-cough. 

The causes of 4 deaths were uncertified, and 1 other was 
the subject of a coroner’s inquest, while 48, or 36 per cent., 
of the total deaths occurred in public institutions. 

During the same period 199 births and 93 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 12-4, or IT per 1000 less than in the 
previous week, and included 14 of infants under 1 year 
and 24 of persons aged 65 years and upwards. Two deaths 
were referred to measles and 1 each to whooping-cough and 
infantile diarrhoea. The causes of 2 deaths were uncertified, 
and 1 other was the subject of a coroner’s inquest, while 
24 occurred in public institutions. 


A special prize Fellowship of £100, offered by 
the Federation of University Women to encourage research 
on some questions of special interest in the present national 
crisis, has been awarded to Dr. Alice Lee, Fellow of University 
College, London, who is about to undertake an investigation 
into the birth-rate as affected by present conditions. 

Edinburgh Faculty of Medicine : the Admis¬ 
sion of Women.— Tiie recommendation of the Senatus 
Academicus that the classes in the Faculty of Medicine 
should be open to women was discussed by the University 
Court on Monday last and the principle agreed to. A com¬ 
mittee was appointed to prepare a scheme to carry out the 
recommendation. 


Corrcspoitimue. 


“Audi alteram partem.” 


THE NATURE OF THE CHANGES WHICH 
OCCUR IN MUSCLE AFTER NERVE 
SECTION. 

To the Editor of The Lancet. 

Sir,—I n your issue of July 1st there appeared a very 
interesting paper by Professor J. N. Langley on the above 
subject, concerning which I may perhaps be permitted to 
make a few comments from the clinical point of view. 

1. Professor Langley suggests that the wasting of muscles 
after nerve section maybe a “fatigue atrophy,” owing to 
their being in a state of constant fibrillation. While con¬ 
tinuous over-fatigue may explain their diminution in size, it 
obviously cannot account for these changes in electrical 
response. For these changes may persist after the muscle 
has apparently recovered and is again of normal size. 

2. Reference is made to a paper of mine in which I 
advocated rhythmical tetanising contractions in the treat¬ 
ment of nerve-muscle injuries. I was careful to explain, 
however, that such treatment presupposed that it was desir¬ 
able to cause contraction of some sort in any given 
case ; and my contention was that rhythmical tetanising 
contractions were more effective than ‘ ‘ galvanic twitches ” 
or single condenser impulses. But I should not like it to be 
thought that I advocate contraction-provoking currents in 
every case of nerve injury. In cases of complete nerve 
severance where end-to-end union has been performed, 
artificially provoked contraction may be actually harmful in 
the early months. A mild sinusoidal bath is the most that 
should be used until there is some definite sign that the 
nerve trunk is again conducting motor impulses. This may 
be shown either by : (a) improved condenser response in the 
muscle itself ; (£) signs of electrical conductivity in the 
nerve when stimulated above the site of injury; (o) faint 
return of voluntary power. When this stage of recovery has 
been reached my experience is that rhythmical tetanisation 
of the muscles, either by direct stimulation or by exciting 
the motor nerve, becomes of vastly greater value than the 
sinusoidal bath, or even than “single impulse” contractions. 
The greatest care must, however, be exercised not to over¬ 
fatigue the muscles. 

3. With regard to the mode of disappearance of the 
electric responses after complete nerve blockage, observa¬ 
tions with the condenser instrument show that the process 
is gradual, from 8 to 12 weeks being occupied in some 
cases before the extreme grades of the Lewis Jones scale 
are reached. This assumes a constant voltage of 100—the 
only change being in the size of condenser, and consequently 
the length of impulse employed. If the voltage be raised, a 
shorter impulse suffices. Not only so, but if a tetanising 
discharge is being used—as in my modification of the 
original Lewis Jones instrument—the more rapidly the 
impulses succeed each other the greater the effect, even 
though the individual impulses remain of the same length. 
It is thus easy to believe that sufficiently violent faradism 
might be able to cause* contraction in any muscle, no matter 
how long severed from its motor nerve. From the clinical 
point of view, however, we are able to say that certain con¬ 
clusions, sufficiently accurate to be of practical use, may be 
drawn from the response of muscle and nerve to electrical 
impulses of definite length delivered at a fixed voltage 
and under standardised conditions which admit of exact 
reproduction by various observers. 

In conclusion, I would respectfully press upon the notice 
of the pure physiologists the old adage that “ science is 
measurement,” and urge them to abandon in their experi¬ 
ments the use of an instrument so notoriously incapable of 
standardisation as the faradic coil. 

I am, Sir, yours faithfully, 

F. Hernaman-Johnson. 

Cavendish-square, W\, July 8th, 1916. 






The Lancet,] 


THE PREVENTION OF BlLHARZIA INFECTION. 


[July 15,1916 121 


THE PREVENTION OF BlLHARZIA 
INFECTION 

To the Editor of The Lancet. 

Sir, —I have found that 116 out of 596, or 19 per cent., 
of the fresh-water snails of Natal harbour cercarite at this 
period of the year. Of those infected, 76 contain “ tadpole” 
forms and 40 contain cercarise with bifid tails. So far, these 
latter have only been found in one species of snail, Physopsis 
africana. The cercarise with bifid tails are of five varieties. 
One of them possesses eye spots and is similar to that which 
has been associated with bilharzia disease amongst birds 
in Egypt. This form is uncommon. Another possesses a 
muscular pharynx ; this also is a rare form. 

The cercarise which answer to the description of those 
which cause bilharzia symptoms in man and beast in Egypt 
and the Far East are the more common of the forms with 
bifid tails met with in Natal, being found in 14 per cent, of 
the specimens of Physopsis collected from Durban and in 
15 per cent, of the specimens collected from the Umsinduzi 
river at Pietermaritzburg. One common form has very long 
prongs to the tail and is considered to be an avian trematode; 
the other has fan-like prongs to the tail and is believed to 
be the human form. 

Of 31 specimens of Physopsis africana from the Umsinduzi 
river which I exposed to infection by miracidia obtained 
from the urine of a patient suffering from bilharziosis on 
March 31st, 14specimens, or45 percent., contained cercarise 
with bifid tails on April 22nd ; whilst 6 young sporocysts were 
found in specimens of the same snail within 14 days after 
being exposed to infection in the same way. In 4 of these 
small cercarise with bifid tails were seen ; in the other 2 the 
cercarise were young and ill-defined. 

I am, Sir, yours faithfully, 

F. G. Cawston, M.B., B.C. Cantab. 

Pietermaritzburg, Natal, May 13th, 1916. 

THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

To the Editor ot The Lancet. 

Sir, —In order to advance our knowledge of chemotherapy 
I asked Lieutenant-Colonel L. W. Harrison and Captain C. H. 
Mills to kindly persuade the eminent chemists, whom my work 
on the subject has bewildered, to come forward and discuss 
the statements which are said to be contrary to the know¬ 
ledge we possess. Instead, they again quote Professor 
Bayliss, who I am sure would never have raised the objec¬ 
tions he did had he studied ray research work or repeated 
those experiments upon serum which formed the foundation 
of that work. Furthermore,' all Professor Bayliss’s objec¬ 
tions were met by me in a letter which was published 1 
before Colonel Harrison and Captain Mills wrote the letter 
which appears in your issue of July 1st. Professor Bayliss 
was the only speaker who criticised my views ; therefore 
from the use of the word “chemists’' there must still be 
at least one other who is hiding his light underneath a 
bushel. It is true that another speaker—namely, Dr. C. H. 
Browning, whom Colonel Harrison and Captain Mills quote— 
associated himself with Professor Bayliss. Perhaps Colonel 
Harrison and Captain Mills will either prevail upon Dr. C. |H. 
Browning to come forward or will take it upon themselves to 
point out the highly speculative assertions to which they 
allude. A little discussion on this aspect of the subject 
would, I venture to think, lead to the dealing of the death 
blow to Ehrlich’s theory of chemotherapy, which is not only 
the acme of speculation but illogical from start to finish. 
Your readers have probably noticed that not one single word 
in support of Ehrlich’s views has emanated from one of 
those who appear to be so troubled by ray own. 

The mention of the Sp. pallida in the next paragraph only 
leads me to state once again that unless my work on the 
leucocytozoon syphilidis be repeated, it will be impossible 
for the critics to understand fully the other links in my 
chain. The Sp. pallida is not the cause of syphilis, and 
its death should not be our main aim in chemotherapy, 
the spore being the phase we should strive to kill. 
Now the spore is uninfluenced by salvarsan, while the 
Sp. pallida is killed almost instantaneously; therefore 
salvarsan does not cure syphilis, a fact we should all know, 
but do not realise. From the 400 odd injections of 

1 Brit. Med. Jour., vol. i., 1916, p. 901. 


ferrivine and intramine I have administered, I have proved, 

I think beyond all donbt, that - ferrivine will do exactly 
what salvarsan will not do. and Hoe versa. Ferrivine will 
remove indurative chancres, lymphangitis, and lymphadenitis, 
which salvarsan will not, but it will not cause the uniform 
disappearance of mucous papules, lesions which are particu¬ 
larly sensitive to salvarsan. Intramine acts as a complement 
to any metallic compound, and has caused lesions to dis¬ 
appear which have either been aggravated or have not 
responded to salvarsan. The rapidity with which intramine 
will remove the induration of chancres and the resistant 
skin papules is extraordinary. If Colonel Harrison and 
Captain Mills’s experience gave them results different 
from those obtained by myself, would it not have been 
more in the interests of science if they had tried . to 
find out wherein the difference lay, instead of stating 
that they had obtained such and such results; therefore 
the action of intramine and ferrivine is absolutely nil. 
No object would have been gained in my opening 
this discussion if the sulphur and iron compounds were 
perfect. We are now in the position of being able 
to abolish the worship of the German syphilitic trinity 
(Sp. pallida, Wassermann reaction, salvarsan) and to strike 
along paths of our making ; hence my object in wishing for 
a discussion was to seek cooperation with a view to perfect¬ 
ing a non-toxic metallic compound which would render the 
use of the toxic element arsenic superfluous. 

Before closing this letter I should like to point out that, 
with a view of rendering rational chemotherapy a British 
product, I handed over (December, 1915) a copy of my first 
paper on the subject before it appeared in The Lancet 
(January, 1916) to the National Medical Research Com¬ 
mittee, offering at the same time to lay the proofs of my 
statements before them and as much of the drugs to experi¬ 
ment with as might be required. No representative of that 
committee came to see me, or visited the Lock Hospital, or 
wrote for supplies of the drugs. In March, 1916, I wrote 
asking for the report of the investigations which had been 
promised me. All I received was the return of my paper. 
I sincerely trust that Colonel Harrison and Captain Mills 
will continue this discussion. 

I am, Sir, yours faithfully, 

Wimpole-street. W\, July 2nd. 1916. J* E. R. McDoNAGH. 


SCARLET FEVER CARRIERS. 

To the Editor of The Lancet. 

Sir,—I n reference to Dr. Donald Hood’s letter in your 
issue of July 1st re the infectious condition of patients 
desquamating after scarlet fever, the following case is of 
interest. 

The patient, a girl aged 4, was admitted to the London 
Fever Hospital on Jan. 6th suffering from a mild attack of 
scarlet fever. The temperature rose to 101° F. on the second 
day of illness and then fell to normal. There were no com¬ 
plications of any kind, and the child was discharged six 
week8 later quite well, with no trace of desquamation. At 
no time was there any discharge from the ear or nose. She 
went to stay in the country with three elderly ladies. Ten 
days after she had been there one of these contracted scarlet 
fever and subsequently died. A sister who nursed her also 
contracted scarlet fever. The child, who was in perfect 
health and free from any trace of desquamation, then 
went home. On March 18th—i.e., a month after the 
child had left the fever hospital—her brother came home 
from school to spend the week-end. He contracted scarlet 
fever on March 23rd, had a mild attack, and recovered. 
When at home he had kissed his sister. Whether or no 
desquamation is in itself infectious is a disputed point. In 
this instance there was no trace of desquamation, but it 
is clear that the child was a scarlet fever carrier. I think 
there can be little doubt that the infection here lurked in 
the throat, but in our ignorance as to the nature of the 
organism responsible for scarlet fever it is impossible to 
detect carriers. I am, however, convinced from this and 
other similar cases that there are scarlet fever carriers who 
are not desquamating and have no nasal or aural discharges, 
and it seems practically certain that the infection is con¬ 
veyed by the scarlet fever organism in the throat, which 
may in certain cases retain its vitality for a prolonged period, 
in the same way as the diphtheria bacillus in diphtheria 
carriers. I am, Sir, yours faithfully. 

July 3rd, 1916. JOHN F. H. BROADBENT. 
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THE INFECTIOUS CONDITION OF 
PATIENTS DESQUAMATING AFTER 
SCARLET FEVER. 

To the Editor of The Lancet. 

Sir,—D r. Donald W. C. Hood in your issue of July 1st 
relates an interesting instance which points to the prob¬ 
ability of an officer with desquamating feet having infected 
other officers occupying beds in the same ward. Dr. Hood 
apparently jumps to the conclusion that, granted the fact of 
infection, this was due to the desquamation. It is more 
probable, however, that it was due to infectious particles 
discharged from the nose or throat. Every medical officer of 
health knows of many cases of scarlet fever which appear to 
be infectious long after desquamation as well as all other 
pathological conditions have ceased. When this occurs with 
diphtheria we are commonly able to detect diphtheria bacilli 
in the throat or nose. We have not got the advantage of 
bacteriological diagnosis for scarlet fever, but analogy would 
indicate that tile source of infection is the same as it is 
proved to be in diphtheria—viz., the naso-pharynx. 

I am, Sir, yours faithfully, 

Sidney Davies, 

_ . „ „ , , „ Medical Officer of Health. 

Public Health Department, Town Hall. Woolwich. 

July 10th, 1916. 


FAT-HEADEDNESS. 

To the Editor of The Lancet. 

Sir, —The letter of the Director of the Westminster Hos¬ 
pital Laboratory published in your issue of July 1st points 
a valuable moral and well illustrates the prevalent neglect 
of science and want of coordinated intelligence in authori¬ 
tative headquarters. Laboratory assistants engaged in the 
work indicated by Dr. R. G. Hebb are not trained in a 
day, and it is well known that medical assistants in any 
branch of work are scarcely to be found at the present time. 
It is needless to insist on the necessity of a pathological 
laboratory as an integral part of an up-to-date hospital; the 
average layman knows this quite well. But some in authority 
seem to think that there is virtue in a laboratory without 
workers, just as others responsible for the National Insurance 
Act seemed, at least at first, to be of opinion that adequate 
medical attendance consisted in a momentary interview and 
a bottle of physic. 

Dr. Hebb supposes that there is no use in appealing. But 
it seems to me that if the governing body of Westminster 
Hospital were to appeal to the Army medical authorities a 
possible cure for this particular case of official lipocephaloma 
might easily be achieved.—I am, Sir, yours faithfully, 

London, July 6th. 1916. _ H. BRYAN DONKIN. 

To the Editor of The Lancet. 

Sir, Dr. R. G. Hebb, iu his letter which appears in your 
issue of July 1st, does not mention by whom the application 
for the exemption of his laboratory assistants was made. If 
it was made by himself, and was in a tone approaching that 
of his letter, can it be wondered at that it was refused ? 

An application was made on behalf of a similar official at 
the hospital which I write from, and on appearing before the 
tribunal we were treated most reasonably and courteously. 
We did not get all we asked, but we should certainly not 
characterise as a “fat headed committee ” a body of gentle¬ 
men who did not see eye to eye with us, but who are doing 
their duty to their country (and a very difficult duty) as well 
as Dr. Hebb himself.—I am, Sir, yours faithfully, 

July5th, 1916. Hospital SUPERINTENDENT. 

WOMEN STUDENTS AT THE LONDON 
HOSPITALS. 

To the Editor of The Lancet. 

Sir,— Sir John Broadbent's letter in your issue of to-day 
demands a word of explanation from me. I only mentioned 
St. George s Hospital as having admitted women students to 
its wards because that hospital was the only one of the four 
hospitals with which we at King's College are associated 
which had taken this step up to the date of my letter I was 
dealing with the matter solely from the point of view of pro¬ 
viding clinical instruction for women students who take their 


preliminary and intermediate work with us. I was quite 
aware that St. Mary’s Hospital had thrown open its doors 
to women students, and I understood from a letter which 
Sir John Broadbent wrote to me about a month ago that 
his agreement with the London School of Medicine for 
Women precluded him from taking women medical students 
from any other source. From the King’s College standpoint, 
therefore, St. Mary’s Hospital was of no use to us, and that 
is the simple reason why I omitted to mention their recent 
action. I am, Sir, yours faithfully, 

W. D. Halliburton, 

Dean of Medical Science Faculty, King's College, London. 

July 8th, 1916. 

THE SHOCKLESS OPERATION. 

To the Editor of The Lancet. 

Sir,— I have read with great interest Mr. P. Lockhart- 
Mummery’s article with the above title in your issue of 
July 1st, and only wish he had been present in 1914 at the 
discussion on “ Anoci-Association ” at the annual meeting of 
the British Medical Association, when Colonel H. M. W. Gray 
had a very hostile audience to face until his subsequent 
demonstration in his theatre at the Aberdeen Infirmary. 
Having used Colonel Gray's technique for the past four or 
five years and seen a good deal of his own work, I would like 
to touch on a few points which may prove interesting to 
Mr. Lockhart-Mummery and others who are following Crile’s 
methods. 

As regards the preliminary narcotic, I find that omnopon 
and scopolamine or alopon and scopolamine, the latter an 
Allen and llanburys' preparation, are preferable to morphia 
and scopolamine—the former give a quieter sleep with 
much less headache and morphia squeamishness afterwards. 
The use of nitrous oxide or any inhalation amesthetic is 
unnecessary if the preliminary narcotic is given in suitable 
dose and the system of local anesthesia is perfect. " One 
cannot be sure of having blocked all noci-ceptors if the 
patient is “quite unconscious,” although a skilled anaes¬ 
thetist might observe “ signs of stimulation.” Another 
objection to nitrous oxide and oxygen analgesia is the risk of 
considerable struggling ; this, of course, is not very frequent 
but might prove very dangerous after the abdomen was 
opened, and I have it on the authority of a very skilled 
administrator of nitrous oxide that this struggling is by no 
means uncommon. Personally I have managed appendicec- 
tomies, gastro-enterostomies, prostatectomies, cholecyst- 
ostomies, cholecystectomies, ovariotomies, and amputation 
through thigh and leg without any inhalation amesthetic, 
but find it advisable to give a very little open ether along 
with the regional amesthesia and narcotic in hysterectomies, 
big resections of bowel, and in renal operations. If we 
inject novocaine solution well to the side of the abdomen 
between the ribs and ilium we get a vastly improved 
abdominal relaxation which permits of far more easy 
exploration of the abdomen, and consequently much less 
need of a general anaesthetic. 

For the semi-isolated general practitioner doing surgery 
these methods are of great value but have to be seen to be 
understood and require a considerable amount of practice, 
and the use of nitrous oxide and oxygen is rather a bar to 
their more universal adoption. I must add a warning word 
about chloroform which Mr. Lockhart-Mummery says may be 
given—one has to use a certain amount of adrenalin with the 
novocaine, and I have seen one or two cases where I could 
not help thinking that the combination of adrenalin and 
chloroform had dangerous results—it may not be so, but 
others have had the same experience as myself. Colonel 
Gray’s techniqueof injection is very different from thatad vised 
by Crile and Lower in their work on the subject, and by 
allowing more time to elapse between the preparation and 
the attack achieved by infiltrating all layers of the abdominal 
wall prior to using a knife at all, seems tome to be a sounder 
method though more difficult to achieve proficiency in. I 
have no doubt that, had Colonel Gray been still in civil 
practice, we would have had by this time a very interesting 
resume of his experience in this work on our bookshelves, 
and we must remember that he was the pioneer of “ The 
Shockless Operation ” in this country, and was working on 
these lines while many of us were students in his wards. 

I am, Sir, yours faithfully, 

Banff, July 3rd, 1916. W. MANSON FERGUSSON, 
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ATROPA BELLADONNA. 

To the Editor of The Lancet. 

Sir,- My attention has just been called to an annotation 
on the Cultivation of Medicinal Herbs which appeared in 
The Lancet on June 17th, in which the passage occurs 
“Belladonna is a weed in this country.” I am inclined to 
think this must refer to the woody nightshade (Solanum 
dulcamara), and not to the official plant. Atropa belladonna 
does grow wild but not to a very large extent ; a mature 
plant is shrub-like, 4 to 5 feet high, with as many as 20 
stout stems to a root. The matter was referred to in the 
Daily Mail of June 10th, and my name mentioned as a 
grower of belladonna ; in consequenoe I have received many 
hundred specimens for identification, only about 1 per cent, 
of which were belladonna, and nearly all the remainder the 
woody nightshade. We have not nearly sufficient belladonna 
in this country for our national requirements, but with fox¬ 
glove the case is different—there is abundant—but fre¬ 
quently growing in remote districts making the picking and 
transport to manufacturers difficult. Systematic cultivation 
of both these plants will greatly lessen the cost, and at the 
same time make us independent of foreign supplies. 

I am, Sir, yours faithfully, 

J. Beetham Wilson. 

95, High-street, Dorking, July 6th, 1916. 

Our note, of course, referred to the official plant, which 
is a widely distributed wild plant on the chalk soils of the 
east and south of the country. We are aware that the 
public almost to a man believes that Solanum dulcamara 
is the belladonna of the Pharmacopoeia. In referring to 
belladonna as “a weed” we did not mean to imply that it 
was very common, but that where it occurred it grew without 
cultivation.—E d. L. 


“PIRATE” DOCTORS. 

To the Editor of The Lancet. 

Sir,— Permit me to correct a few inaccuracies in your 
correspondent's letter of July 1st headed “ 1 Pirate ’ Doctors," 
in which I am personally accused of attacking doctors for 
demanding wffiat he alleges are reasonable fees. This is 
the direct opposite to what my letter of June 12th states. 
I there stated that, thanks to the loyal help afforded by 
the majority of those acting as locums, the demand had been 
so far met at reasonable fees, and that the demands of the 
very small minority, with whom your correspondent asso¬ 
ciates himself, could soon be stopped by refusing to pay 
their demands. 

Surely in such times as the present no one with any 
patriotism would for a moment suggest that the time is ripe 
for the profession to raise their fees by the 150 per cent, 
your correspondent hints at. I have yet to learn that those 
who have so nobly given up their practices and joined the 
Royal Army Medical Corps to help their suffering fellow- 
countrymen are receiving, as he alleges, £2 or £4 per day. 
In my ignorance, I understood the remuneration was usually 
24s. a day or about the same as paid to a locum tenens, 
except that the latter has no outgoings to pay and runs no 
risks. May I also remind your correspondent that within 
my recollection locum tenens’ fees were £2 2 s. to £3 3s. a 
week, and therefore the present fee of £7 7s. which he 
considers inadequate is an increase of over 200 per cent. 

Once again may I thank the large majority of locum 
tenens and others who are loyally trying to keep together 
the practices of those who have joined the Royal Army 
Medical Corps.—I am, Sir, yours faithfully, 

Percival Turner. 

Adam-street, Adelphi, W.C., July 11th. 1916. 


Chelsea Hospital for Women.— 1 The new build¬ 
ings of the Chelsea Hospital for Women in Arthur-street 
were formally opened by the Queen on Tuesday last. The 
hospital was established in 1871 in the Fulham-road, and its 
useful work has long been hampered by inadequate accom¬ 
modation, especially in the out-patient department. There 
were formerly 50 beds for in patients, and accommodation 
is now to be provided for 80. A sum of £50,000 is still 
required to complete the buildiDg scheme. 


®|w Mar. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue : — 

Killed. 

Captain H. C. Mulkern, R.A.M.C., received his medical 
education at St. Mary’s Hospital, London, and qualified 
in 1905. When war broke out he was a surgeon at tire 
Kingston Barracks Military Hospital, and joined the 
R.A.M.C. in December, 1914. 

Lieutenant D. Rodger, R.A.M.C., qualified in 1907 at 
Manchester, and took the F.R.C.S. Edin. in 1912. 
Proceeding to Australia, lie became Ophthalmic 
Inspector of Schools to the Queensland Government, 
and relinquished the appointment to take up war 
work, joining the R.A.M.C. in December, 1915. 

Died of Wounds. 

Lieutenant E. C. Lambert, R.A.M.C., attached to the East 
Surrey Regiment, received his medical education at 
Westminster Hospital, and qualified in 1898. He had 
held appointments at Banstead, Darenth, and Hanwell 
Asylums, and prior to joining the R.A.M.C. in December, 
1915, was assistant medical officer at Wandsworth 
workhouse. Died 

Lieutenant-Colonel C. Monk, I.M.S., qualified in 1874, and 
was for some time surgeon at the Military Hospital, 
Seinitya. He was in retirement when the war broke out. 
and died after an operation at the 2nd London General 
Hospital, of which he was lieutenant-colonel in charge. 

Captain A. Seabrooke, R.A.M.C.. was educated at Cambridge 
and at Guy’s Hospital, qualifying in 1912, and was in 
practice in Grays, Essex, before joining the R.A.M.C. 

Wounded. 

Lieutenant A. C. Taylor, R.A.M.C. 

Captain H. II. Goulding, R.A.M.C.. attached to the Seaforth 
Highlanders. 

Lieutenant P. H. Macdonald, R.A.M.C., attached to the 
Sherwood Foresters. 

Captain A. Hamilton, R.A.M.C., attached to the West Yorks 
Regiment. 

Captain W. K. A. Richards, R.A.M.C. 

Captain J. H. Glover, R.A.M.C. 

Captain J. H. Tomlinson, R.A.M.C. 

Captain R. Dearsley, New Zealand Medical Corps. 

Captain G. D. Fairley, R.A.M.C., attached to the Royal Scots 
Fusiliers. 

Lieutenant J. R. Hall, R.A.M.C. 

Lieutenant J. K. Muir, R.A.M.C., attached to the Northum¬ 
berland Fusiliers. 

Missing, believed Killed. 

Captain J. L. Green, R.A.M.C., attached to the Sherwood 
Foresters. 

Previously Deported believed talten Prisoners at Kut-el-Amara, 
note reported not Prisoners of War. 

Brevet-Lieutenant-Colonel S. Anderson, I.M.S. 

Captain F. H. Salisbury, I.M.S. 


The Naval Battle of Jutland, May 31st. 1916. 

In the despatch received from Admiral Sir John Jellicoe, 
Commander-in-Chief of the Grand Fleet, and the subsidiary 
despatch of Vice-Admiral Sir David Beatty, the following 
references to medical operations occur :— 

The work of the medical officers of the Fleet, carried out very largely 
under the most difficult conditions, was entirely adminble and invalu¬ 
able. Lacking in many cases all the essentials for performing critical 
operations, and with their stalT seriously depleted by casualties, they 
worked untiringly and with the greatest success. To them we owe a 
deep debt of gratitude. 

Exceptional skill was displayed by the medical officers of the Fleet. 
They performed operations and tended the wounded under conditions 
of extreme difficulty. In some cases their 6taff was seriously depleted 
by casualties, and the Inevitable lack of such essentials as adequate 
light, hot water, &c., in ships damaged by shell-tire, tried their skill, 
resource, and physical endurance to the utmost. 


Huddersfield War Hospital Magazine.— 
This is an addition to the journals published by several of 
our war hospitals, and like its contemporaries will devote its 
profits to extra comforts for the sick and wounded. Among 
the contents of No. 1, the July issue, is the first instalment 
of extracts taken from a diary recording the story of the 
retreat from Mons. Major E. G. Coward is the editor, and 
the price is 2d. monthly. 
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JOHN GLADSTONE MACKENZIE, M.B., Ch.B. Gi.asg., 

CAPTAIN, AUSTRALIAN ARMY MEDICAL CORPS. 

Captain J. G. Mackenzie, who was killed on active service 
in France on May 21st, was the son of Mr. John Mackenzie, 
formerly resident in Lanarkshire, Scotland, and now in 

Victoria, Australia. 
He graduated in medi¬ 
cine at Glasgow Uni¬ 
versity in 1910 and 
then settled in prac¬ 
tice at Wonthaggi, in 
Victoria, where, his 
brother tells us, he 
became an extremely 
popular practitioner. 
In August, 1915, he 
joined the Australian 
Army Medical Corps, 
becoming attached to 
the 8th Field Ambu¬ 
lance, and was trans¬ 
ferred later to another 
section in France. 
He was killed by a 
shell which exploded 
at his feet near to his 
dressing station, and 
death was practically instantaneous. His commanding officer 
writes of Captain Mackenzie that he had ‘ 4 proved himself a 
very efficient soldier and an unusually well-qualified medical 
officer also,” adding that his name “had appeared on the 
day of bis death in Orders as being detailed for special 
instructional duties regarding protection against asphyxiating 
gases.” 


DOUGLAS WATERSTON, B.A., M.D., C M. McGill, 

CAPTAIN, CANADIAN ARMY MEDICAL CORPS. 

Captain D. Waterston, of the Canadian Field Ambulance, 
C.E.F., who was killed in action in Flanders on May 22nd, 
was the youngest son of Mr. and Mrs. Thomas Waterston, 
of Montreal, Quebec, and was born at Belleville, Ontario, 
Canada, on June 18th, 1889. He was educated at Belleville 
High School, and entered McGill University in 1905, taking 

his B.A. in 1909 with 
first-class honours in 
biology, and his 
degree in medicine 
in 1914. During his 
course in arts he 
contracted tubereu- 
\ losis, and spent parts 
A of 1909 and 1910 at 
Saranac Lake, New 
York State, where 
he happily made a 
good recovery. After 
/ graduation he was 
appointed interne to 
the Montreal General 
Hospital, holding 
this position until 
January, 1916, when 
he entered the Army 
Medical Service as 
. , , Captain in a Canadian 

Field Ambulance, then being raised in Montreal. While 
on the resident staff of the hospital he qualified for a com¬ 
mission in the C.A.M.C., and received leave of absence 
to act as medical officer to the Mobilisation Camp at Three 
Rivers, Quebec, during the summer of 1915. 

We learn from one of the physicians to the Montreal 
General Hospital that Captain Waterston was held in high 
esteem by his associates and by the visiting staff of the 
hospital. In entering his country’s service he gave up the 
prospect of a brilliant career. He is the first medical officer 
from Montreal to make the great sacrifice during this war. 


FREDERICK ALBERT CAPPS, L.R.C.P. Edin., 

FLEET-SURGEON, ROYAL NAVY. 

Fleet-Surgeon F. A. Capps, who was the senior medical 
officer on H.M.S. Defence when sunk with all hands in the 
naval battle on May 31st, was 50 years of age. He was 
educated at Plymouth and Edinburgh, taking his medical 
qualification in 1890. and obtaining 22 years later the diploma 
of D.P.H. with honours at the University of Ireland. After a 
short period of private practice he entered the Navy in 1892 
and saw varied service 
on the Australian sta¬ 
tion and at Gibraltar. 

On promotion to staff- 
surgeon in 1900 he was 
appointed to Haslar 
for the second time, 
and was later in medi¬ 
cal charge of the 
training ship Black 
Prince and at the 
Mercury submarine 
depot. It was while 
here that he gained 
special experience in 
submarine life-saving 
apparatus and himself 
contributed some 
valuable inventions. 

He was promoted fleet- 
surgeon in 1908. 

Fleet-Surgeon R. C. 

Munday, editor of the Royal Naval Medical Journal , to 
whom we are indebted for part of this account of his friend, 
writes of him: “It was characteristic of this officer that 
whatever his hand found to do was carried out with energy 
and industry. He never spared himself in his professional 
work, yet he found time to become a very clever carpenter 
and was a good tennis player.” 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :— 

Second Lieutenant H. C. Dalbv, York and Lancaster 
Regiment, eldest son of Major H. E. Dalby, R.A.M.C., 
of St. Mary Church, Torquay. 

Captain R. S. Sweetnam, Royal Field Artillery, only child of 
Deputy Inspector-General J. L. Sweetnam, R.N., of 
Worthing. 

Lieutenant R. T. Twining, Devonshire Regiment, only son 
of Dr. D. O. Twining, of Salcombe, South Devon. 

Captain W. J. Davis, Northumberland Fusiliers, second son 
of the late Dr. R. Davis, of Orpington, Kent. 

Lieutenant K.R. Traill, Royal Berkshire Regiment, younger 
son of Dr. C. G. Traill, of Sunningdale, Berks. 

Lieutenant C. Vaisev, Royal Flying Corps, eldest son of Dr. 
T. F. Vaisey, of Winslow, Bucks. 

Second Lieutenant C. V. Beddow, Devonshire Regiment* 
second son of Dr. J. Beddow, of Thorverton, Devon. 

Second Lieutenant J. R. L. Hunt, Sherwood Foresters, 
only son of Dr. J. A. Hunt, of Borrowash, Derbyshire. 

Second Lieutenant J. F. Baddeley, The Buffs, son of the late 
Dr. C. E. Baddeley, of Belvedere, Kent. 

Lieutenant F. G. V. Beard. Worcestershire Regiment, eldest 
son of Dr. F. Beard, of Croydon, Surrey. 

Lieutenant-Colonel G. A. Rovston-Pigott, D.S.O., North¬ 
amptonshire Regiment, eldest son of the late Dr. G. W. 
Rovston-Pigott, F.R.S. 

Second Lieutenant W. Harrison, Gordon Highlanders, only 
son of Dr. J. Harrison, of Lesmahagow, Lanarkshire. 

Colonel H. C. Bernard, Indian Army, attached to the Roval 
Irish Riiles, only surviving son of the late Dr. Ii. Bernard, 
Deputy-General-Inspector of Hospitals and Fleets, and 
Honorary Surgeon to the Queen. 

Lieutenant D. Rodger, R.A.M.C., younger son of Dr. R. 
Rodger, West Kirby, Cheshire. 

Second Lieutenant A. C. Brown, South Staffords, only son of 
the late Dr. J. Brown, of Tring, Herts. 

Lieutenant (temporary Captain) A. Hodgkinson, Royal 
Warv ickshire Regiment, youngest son of Dr. Hodgkinson, 
of Farnham. 

A. Rieu, Middlesex Regiment, fourth son of the late Dr. 
C. Rieu, of Woburn-square, London. 

Second Lieutenant J. C. M. Stewart, Royal Flying Corps, 
eldest son of Dr. J. Stewart, of Leeds. 
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The German Official Casualty List. 

The editor of the Queen has pointed out to us the curious 
fact that the first four columns of figures as reported in the 
German Official Casualty Lists and issued on July 9th by the 
Press Bureau add up to an even number of hundred- 
thousands. The figures refer to the total casualties up to 
and including June, 1916, and are as follows :— 

Killed and died of wounds . 710,892 

Died of sickness . 46,435 

Prisoners . 152,793 

Missing .,. 189,880 

Total . 1,100,000 

As the chances are 99,999 to 1 against the result being a 
coincidence, we must conclude one of two things—either 
the total of 1,100,000 was a rough approximation, in which 
case one of the four sets of figures, presumably that of the 
missing, was obtained by subtraction; or the German 
authorities were prepared as a matter of policy to admit the 
loss of 1,100,000 men, and arranged the figures to give this 
total. The coincidence does not inspire confidence in the 
accuracy of the German official figures as a whole. 


Utebkal |Ufos. 


Royal College of Surgeons of England.— 
A meeting of the Fellows of the College was held on 
July 6th for the purpose of electing four Fellows to serve on 
the Council, the President, Sir Watson Cheyne, being in the 
chair. 654 votes were received by post and 6 Fellows voted 
personally ; 7 voting papers arrived too late 


Votes. Plumpers. 

W. F. Haslam . 353 24 

Raymond Johnson . 315 23 

T. H. Openshaw. 282 33 

V. Warren Low . 217 39 

F. J. Steward. 208 35 

H. S. Pendlebury . 177 21 

J. Murray ... . 160 6 


The President declared Mr. Haslam, Mr. Johnson, Mr. 
Openshaw, and Mr. Low elected, and stated that Mr. Low 
would serve as substitute member in place of the late Mr. 
Stanley Boyd. The constitution of the Council is as follows : 
Retiring in*1917 : Mr. W. Harrison Cripps (first elected 1905), 
Sir W. Watson Cheyne, President (first elected 1897), and Mr. 
Low. Retiring in 1918: Mr. Bilton Pollard, Sir J. Bland- 
Sutton, and Mr. W. G. Spencer. Retiring in 1919: Sir 
Berkeley G. A. Moynihan, Sir G. H. Makins (first elected 
1903), and Mr. L. A. Dunn. Retiring in 1920: Mr. D’Arcy 
Power, Sir F. S. Eve, and Sir Anthony Bowlby, K.C.M.G. 
Retiring in 1921: Mr. J. Ernest Lane, Mr. H. J. Waring, and 
Mr. F. F. Burghard. Retiring in 1922 : Mr. C. A. Ballance, 
M.V.O. (first elected 1910), Mr. VV. Thorburn, and Mr. 
W. McAdam Eccles. Retiring in 1923: Mr. C. Ryall, Mr. 
Charters J. Symonds, and Mr. H. F. Waterhouse. 

University of Oxford. —At examinations held 

recently the following candidates were successful:— 

Diploma, in Public Health. 

Part Isobel Mitchell. 

Part II. —Elizabeth F. Butler and Alan Ker Soutar. 

First Examination for the Dfgrwe of Bachelor of Medicine. 
Human Anatomy and Human Physiology.— H. G. Burford, Christ 
Church; F. B. Dutton and' R. Gainsborough. Magdalen; 
T. Patterson. Non-collegiate; W. V. Robinson, New; H. W. Toms, 
Jesus ; and B. Tordoff, St. John’s. 

Second Examination for the Degree of Bachelor of Medicine. 
Materia Medica and Pharmacology.— C. W. W. Armstrong and R. M. 
Humphreys. St. John’s ; I. H. Beattie. Corpus Christl; E. A. 
Crook, New; \V. Gover and R. T. F. D. Roberts, Balliol; J. J. 
Savage, Braaenose; and G. K. Stone, Trinity. 

Pathology.— C. W. W. Armstrong and R. M. Humphreys. St. John’s; 
G. K. Bowes. W. Burridge, R. B. Hervey-Wyatt, and R. W. Lush, 
Christ Church ; G. R. Cowie. University ; W. Gover, W. F. Harvey, 
and R. T. F. 1). Roberts, Balliol; K. A. I. Mackenzie, Trinity ; and 
G. H. Rossdale. Merton. 

Forensic Medicine and Public Health.— F . L. Apperly and L. M. 
Davies. Lincoln ; I. H. Beattie. Corpus Christl; J. N. L. Blarney and 
T. E. Mlcklem, New ; G. K. Bowes. W. Burridge. and N. A. Sprott, 
Christ Church; J. M. H. Campbell and G. I. Evans, Magdalen; 
W. S. Dawson, Trinity; G. Perkins, Hertford ; and S. C. Varley, 
St. John’s. 

Medicine, Surgery, and Midvrijery.—J. N. L. Blarney and T. E. 
Micklem, New ; J. M. H. Campbell. Magdalen ; W. S. Dawson. 
Trinity; G. Perkins. Hertford ; and N. A. Sprott, ChristChurch. 
Examination for the Degree of Master in Surgery. 

A. L. Pearce Gould, Christ Church. 


University of Cambridge. —At examinations for 

medical and surgical degrees held recently the following 
candidates were successful:— 

First Examination. 

Part I., Chemistry.— E. G. Holmes, Christ’s ; H. A. A. Pargeter, 
Sidney Sussex ; C. L. Pasricha, Cains ; R. Y. Paton, Trinity ; and 

A. E. Roche. Magdalen. 

Part II., Physics. —E. G. Holmes and A. E. Slater, Christ’s ; J. Lund, 
M.A., Catharine; H. A. A. Pargeter, Sidney Sussex; C. L. 
Pasricha, Caius; and A. E. Roche, Magdalen. 

Part III., Elementary Biology.— E. G. Holmes, Christ’s; A. Jephcotfc, 

B. A., Queens'; J. Lund. Catharine; H. A. A. Pargeter, Sidney 
Sussex ; and C. L. Pasricha. Caius. 

Second Examination. 

Part I., Human Ancuomy and Physiology.—C. B. Clarke, Catharine; 
F. R. G. Hief and W. H. Palmer, Sidney Sussex; C. A. Horder and 
T. A. Jones, Emmanuel; T. Mensa-Annan, Peterhouse; W. S. 
Neave, B.A., St. John’s; J. L. Potts, Caius; C. E. Taylor, Trinity 
Hall; D. Wallice, Clare ; and C. H. Whittle. Queens'. 

Part II., Pharmacology and General Pathology.—B. F. Armltage. 
B.A., H. Barbash. W. M. Heald, T. L. Hillier, S. C. Ho. B.A., and 
R. L. Williams. St. John’s; P. F. Bishop, G. E. Burton. B.A.. and 

F. C. Odling, B.A., Clare; C. V. Braimbridgo, B.A.. and M. S. 
Thomson. Downing; E. P. Brockman, E. C. Curwen, A. C. 
Haiti well, A. T. Hawley. R. A. Olphert, H. F. Squire, B.A., and 

G. H. Ward, B.A., Caius ; T. A. Butcher, B.A., J. W. McK. Nicholl. 
B.A., and E. D. Spackman, B.A., Queens’; S. P. Castell and 
E. G. D. Murray, B.A.. Christ's; C. B. Cohen and J. C. Davies. 
B.A.. Trinity; A. J. Copeland, B.A.. C. C. R. Downing, J. C. N. 
Harris. B.A., F. P. N. Parsons. J. P. Wells, and J. M. McC. Wright, 
B.A., Pembroke; G. A. Fisher, B.A., W. S. Gross, B A., P. C. 
Livingston, and D. W.-Winnicott, Jesus; A. G. F. McArthur. B. A., 
R. H. Reece, and R. H. O. B. Robinson, King's; P. M. Neighbour, 
B.A., Sidney Sussex ; and N. Rumboll and W. S. Sykes, Emmanuel, 

Third Examination. 

Part I., Surgery and Midu'ijery.— E. H. R. Altounyan. E. A. Green, 

B. A., and \V. T. Warwick, B.A., Emmanuel; K. B. Bellwood, B.A., 
and A. Orr-Ewing, B.A., Pembroke ; W. H. Blackburn, B. A., Christ’s ; 

C. V. Braimbridge, B.A., and R. S. Woods, B.A., Downing ; W. H. W. 
Cheyne, B.A.,and H. W. Featherstone, B.A..Trinity ; E.H. Dendy, 
B.A., L. W. Shelley, B.A., W. F. T. Haultain, B.A., and B. H. 
Swift, B.A., Caius; L. S. Gathergood, B.A., Sidney Sussex ; F. E. 
Higgins. B.A.,St. John’s ; J. Rickman, B.A., and H. G. E. Williams, 
B.A., King’s; and H. A. Whyte-Venables, B.A., Queens’. 

Part II .—E. H. R. Altounyan and W. G. A. Schiiddekopf, B.A., 
Emmanuel; K. B. Bellwood, B.A., and V. C. Pennell, M.A., Pem¬ 
broke ; S. L. Bhatia, B.A., Peterhouse; H. V. Deakin, B.A., 
Trinity; E. n. Dendy, B.A., W. F. T. Haultain, B.A., and B. H. 
Swift, B.A., Caius ; S. H. M. Johns, M.A., Clare; J. Rickman, 
B.A., King’s; H. A. Whyte Venables, B.A., Queens’; and R. S. 
Woods, B.A., Downing. 


royal Colleges of Physicians of London and 
Surgeons of England.— At the Second Professional 
Examination in Anatomy and Physiology held on June 29th 
and 30th and July 3rd, 4*7 candidates presented themselves, 
the following being successful 

Ernest Edwin Carter, St. Thomas's Hospital; Henry Carter, London 
Hospital; Francis Cavers. University College; Arnold Edgar 
Collie, Cambridge University and Middlesex Hospital; Frederick 
Cyril Cozens, Cambridge I'niversityand St. Bartholomew’s Hospital; 
Idris Davies and William Davies, University College, Cardiff; 
Reginald Stafford Fobs, St. Thomas’s Hospital; Edward Gallop, 
St. Bartholomew’s Hospital; Blanche Sutton Gardner, London 
School of Medicine for Women ; Dennis Herbert Geffen, University 
College; Ralph Byron Gibson, Sheffield University; Boris 
Abramovich Morshovich Gordon and William Rufus George 
Harris, London Hospital; Charles Harold Sterne Horwitz, Guy s 
Hospital; Arthur St. George Joseph McCarthy Huggett and 
Gilbert Rasieigh Hull, St. Thomas’s Hospital; Santo Weisberg 
jeger. University College, Cardiff; Loiza Elwell Johnston, 
American Medical Missionary College; Simon Kelly, Manchester 
University; Mohamed Khalil, Cairo and University College ; 
Reginald Cyril Bell Ledlie, Guy’B Hospital; John Neil Leitch, 
St. Bartholomew’s Hospital; Horace Sharman Le Marquand and 
Charles Dundas Maitland. St. Thomas’s Hospital; Ralph George 
Mayer, Guy’s Hospital; Margaret Ombier Meek, Cambridge and 
London School of Medicine for >Vomen; Gwilym Evan Morgan, 
Oxford University and London Hospital ; Elizabeth Dill Russell, 
London School of Medicine for Women; Jivan Kumar Sanyal, 
Calcutta Medical College and London Hospital; Evelyn Cecil 
Whitehall-Cooke. St. Thomas’s Hospital; Idwal Glynne Williams. 
St. Bartholomew's Hospital; Ethel Dorothy Willis, Manchester 
University ; Julius Maurice Winnett, London Hospital ; and Fuad 
Wanis Zaglama, Manchester University. 

Society of Apothecaries of London.—A t exami¬ 
nations held recently the following candidates passed in the 
subjects indicated:— 

Primary Examination, Part II. 

Anatomy.— R. J. Allison, Manchester ; J. G. Barrie, Guy’s Hospital; 
R. A.'D. J. Bernhardt, Middlesex Hospital; W. Brcakcll, Cam¬ 
bridge ; J. F. E. Burns, Bristol ; W. H. Celller. Guy’s Hospital; 
B. Y? H. Christmas, Middlesex Hospital; W. F. Gawne. Liverpool; 
W. S*. Hazell, Bristol; A. M. Horsey, Cambridge; G. Hume, Guy’s 
Hospital; H. Jennings, Liverpool; F. C. Jones, Manchester; G. 
Massie and W. W. Payne. Guy's Hospital ; B. W. Roffey, St. Mary’s 
Hospital; C. H. St. John, Guy’s Hospital; H. R. Sara and J. A. P. 
Shaw, Cambridge; and T. C. Stephen, Manchester. 

Physiology.— R. J. Allison, Manchester; R. A. D. J. Bernhardt, 
Middlesex Hospital; W. Breakell, Cambridge; J. F. E. Burns, 
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Bristol; W. H. Cellier, Guys Hospital; K. R. Chappie, St. Bar¬ 
tholomew’s Hospital; B. Y. H. Christmas, Middlesex Hospital ; 
D. A. Dyer, King's College Hospital; VV. F. Gawne, Liverpool; 
J. Gordon, Leeds; W. S. Hazoll, Bristol; A. M. Horsey, Cambridge ; 
G. Hume, Guy’s Hospital; H. Jennlng«. Liverpool, F. C. Jones, 
Manchester; N. H. Kettlewell. Bristol ; G. Masssie and W. W. 
Payue, Guy’s Hospital; B. W. Koffey. St. Mary’s Hospital ; C. H. 
St. John, 6uy’s Hospital; and J. A. P. Shtw, Cambridge. 

Primary Examination, Part I. 

Biology.— M. Fox, Royal Free Hospital; N. II. Kettlewell, Bristol; 

and G. R. A. de M. Rudolf, King’s College. 

Chemistry. —M. Fox, Royal Free H ispital ; F. Lyth, H. Lyth, and 
J. A. Marriott. Manchester; G. R. A. dc M. Rudoli, King’s College; 
and G. A. P. Wright, Bristol. 

Materia Medico, and Pharrn'icy.—S. Robinson, Belfast; and F. A. 
Unwin, King’s College Hospital. 

University of Glasgow.— The following candi¬ 
dates have passed the examination for the degrees of 
Bachelor of Medicine (M.B.) and Bachelor of Surgery (Ch.B.) 
in the subjects indicated—B., botany; P., physics :— • 

Gavin Haddow Boyd (B.), William Brock (P.). Joseph Dewar (II.. P.), 
William Norman Duguld (B ), Bruce Paterson Gardner (P.). Tnomus 
Gibson (B., P.), Charles Glen (B., P.) James Lorimer Halllday* 
(B.. P.), David Russell Hamilton ;B., P.), George Harvey (B.. P.), 
Wesley Cope Houldsworth (B., P.), William Livingstone Kennedy 
iB., P.), William Martin M’Cash (B., P.), Thomas Simpson 
MacDonald (B., P.), Robert Kennedy M*Dougail (P.), James M’Nair 
(B., P.), William Mulr(B., P.), George William Murray* (B.. P.) t 
James Nairne (B,, P.) t Malcolm Nicolson (B., P.), Alexander Hunter 
Rankin (B., P.). Thomas Gillillan Rankine (B., P.), Donald Stewart 
(Partick) (B., P.), Alexander SymonfB., P.), Andrew Smith Taylor 
(B.). Charles Noel Temple (B.. P ), George Tudhope (B., P.), John 
Wyilie (B.), and John Yule (B., P.). 

* Distinction in Physics. 

University of Aberdeen.— The following degrees 
were conferred at the recent Graduation ceremony :— 

Decree of Doctor or Medicine (M.D.). 

James Watt, George Byres, and Alexander William Overbeck 
Wright. 

Degrees or Bachelor of Medicine (M.B.) and Bachelor of 
Surgery (Ch.B.). 

Robert James Clark, # Willlam Corner (second-class honours). 
Alexander Henderson Craig. George Stewart Davidson. George 
Ewen, t Andrew Fowler, Douglas Morrison Milne Fraser, t Alexander 
Johnstone, Gordon James Key, Douglas Lyon, tAUstair Cameron 
MacDonald (second-class honours), George Strathdee Mather, John 
Archibald Nicholson, Alexander Keith Robb, tDouglas Somerville 
Scott, Robert John Smith, George Thomson, and William Duke 
Whamond. 

* Passed Fourth Professional Examination with much distinction, 
t Passed Fourth Professional Examination with distinction. 

The John Murray Medal and Scholarship and the Lyon 
Prize were awarded to Dr, Arthur George Reid. 

Metropolitan Hospital Sunday Fund.— The 
following are among the amounts received at the Mansion 
House up to July 11th 

St. Mark’s, North Audley-street, £1402; St. Columba, Pont-street. 
£491 ; St. Paul’s, Knight-abridge, £504 ; Holy Trinity, Sloaue street. 
£300; Essex Church. Kensington. £246 ; St. Peter's, Cranley-gardens. 
£186; St. Mary-in-the-Boltons, £169; St. Mark’s, Hamilton-terrace. 
£141; Holy Trinity, Tulse-bill, £139 ; Greek Church, Bayswater, £138; 
St. Stephen's, Gloucester-road, £135 ; St. Paul's, Onslow-square, £130; 
Emmanuel, Wimbledon, £123; Christ Church, Gipsy-hill. £118; 
St. Stephen's, South Dulwich, £117; St.John's Presbyterian Church, 
Forest Bill, £111; St. John's, Penge, £110; St. John's, Bromley, 
£108; Mr. J. A. Roberts, £100; St. John’s Presbyterian Church, Ken¬ 
sington, and St. Mark's. Keigate. £98 each ; St. Peter's, Bayswater. 
£91; St. Philip's, Kensington, £86; St. Michael’s. Blackhcath, £85; 
Westminster Abbey, £79 ; All Saints', Ennismore-gardens, £78 ; St. 
Anne's, Wandsworth, £76; Highgate Presbyterian Church, £74; St. 
Luke's. Hampstead, £71; St. James’s, Piccadilly, £70 ; Christ Church. 
Lee, £68; Chipping Barnet Parish Church St. John’s, Putney, and All 
Saints’, Highgate. £62 each ; Hornchurch Parish Church and Regent's 
Park Chapel, £60 each ; St. John's, Notting-hlll, and St. Nicholas, 
Cbislehurst, £57 each ; Christ Church, Beckenham, St. James’s, West 
Hampstead, and St. Mark’s, Marylebone-road, £56 each ; St. James's, 
Kldbrook, £55; Union Chapel, Islington, £?3 ; Messrs. J. H. Vavasseur 
and Co., £52 10«. ; and Kensington Congregational Church and Mr. 
Norman McCorquodale, £50 each. 

The total available for distribution to date amounts to about 
£45,500. 

Annual Provincial Meeting of the Society 
of Medical Officers of Health.— The annual provincial 
meeting of thia society took place on July 1st at Hampton 
.Court, when a large number of members attended from all 
parts of the country. Among those present were the Pre¬ 
sident (Dr. Francis J. Allan, medical officer of health of the 
city of Westminster); Dr. John Robertson, medical officer of 
health of Birmingham (President-elect of the society for 
session 1916-17); Dr. C. W. F. Young, county medical officer 
of health of Middlesex: Mr. H. Beale Collins (Kingston); 
and Dr. B. C. Stevens (Mortlake). A business meeting was 
held in the forenoon, after which a visit was paid to some 
of the works of the Metropolitan Water Board under the 
guidance of Alderman K. Woolley Walden, J.P., chairman of 
the Water Examination Committee; Dr. A. C. Houston, 
Director of Water Examinations; and Mr. W. B. Warburton 
Stent, A.M.I.C.E., resident engineer at Hampton. Dr. Allan, 


in proposing a vote of thanks to the Water Board, referred to 
the vast improvements which had been effected. Fifty years 
ago London obtained its water from the Thames between 
London Bridge and Chelsea, and he remarked that an old 
guide-book to Loudon of the year 1856 described that part ol 
the river as being at once " our cistern and our sewer.'' 

Medico-Psychological Association of Great 
Britain and Ireland.—T he annual meeting of this associa¬ 
tion will be held on July 27th at 11, Chandos-street, Cavendisb- 
square,W.,at 2.45 P.M., when the following papers will be 
read: "Mental Disabilities for War Service,” by Sir George 
Savage, and “ Functional Gastric Disturbance in the 
Soldier," by Captain Colin McJJowall, R.A.M.C. 

Women Medical Students at Charing Cross 
Hospital.— We are informed by the Dean of Charing Cross 
Hospital Medical School that the council of the hospital 
have decided to admit women students to the medical 
school and hospital as a temporary measure. They will be 
admitted on the same terms as men students and can enter 
either for the full course or for the final studies only. 

Sphagnum Moss.—A t the last meeting of the 
Devon Education Committee a letter was read from the 
Devon Voluntary Aid Organisation asking that school 
children might be encouraged to gather sphagnum moss, 
to be used as dressings for wounds. It was stated that a large 
quantity was required as quickly as possible. The committee 
decided to communicate with the local school authorities 
upon the subject. 

Edinburgh Royal Infirmary.—A t a meeting of 
the managers of the Edinburgh Koval Infirmary held on 
July 3rd the following appointments were made:—Resident 
physician : Ernest O. A. Singer (final-year student) to 
Professor Sir T. R. Fraser (for three months]. Resident 
surgeon : Ronald N. MacKenzie (fourth-year student) to Mr. 
A. A. Scot Skirving (for six months). Clinical assistant: 
Stanley E. Crawford, M.D. (Pennsylvania University, U.S.A.) 
to Dr. Norman Walker (for six months). 

Eugenics Education Society.— The Eugenics 

Education Society has been devoting considerable attention 
to the question of reducing the present penalisation of 
parenthood. At the general council meeting held ou 
July 6th at the Grafton Galleries the following resolutions 
were unanimously adopted, and will be brought to the notice 
of those in authority :— 

1. That it is desirable, without affecting the total amount raised by 
income-ttx from the nation, to make changes In the incidence of the 
tax in order to decrease much further than has yet been done the heavy 
burden on parenta with dependent children. 

2. That the best way of securing this adjustment, would be to assess 
the total income of a family as a number of separate Incomes, the 
number bearing some relation to the number of persons the income has 
to support. 

3. That the Executive Committee be empowered to take such steps 
as may seem advisable to bring this resolution to the notice of the 
Government. 

Major Leonard Darwin, in his presidential address to the 
society, said that in the rebuilding of the nation after the 
war it will be far more important to strive to maintain the 
quality of the people than merely to increase their number. 
A general increase in the population has already been 
advocated to fill the gaps made by the xvar, whilst the 
poverty expected after the war has been made an argument 
for a decrease in the birth-rate. The density of the popula¬ 
tion results from a balancing of two opposing forceB— the 
desire for marriage and the fear of the cost of maintaining a 
family. As to why different standards of living are thus 
established in the different grades of society the obvious 
reason is that differences of wealth arise by chance and are 
maintained by the inheritance of property. But there is 
another explanation. Men of exceptional natural abilities 
are constantly being selected out of the poorer ranks, 
whilst wastrels constantly keep falling down into them. 
The natural qualities leading to success pass bn from 
generation to generation, and differences iu the standard 
of living thus tend to he maintained. The principal cause 
of the lower fertility associated with greater wealth is 
that as prosperity increases so do the pleasures which com¬ 
pete with marriage. The efforts now made, however, aim 
at a transfer of wealth to the poor as a class and not to them 
individually, and such efforts are likely to increase the rate 
of multiplication of the classes affected. We have no right 
to assume that the existing high fertility of those at the 
bottom of the social ladder will not increase in future. 
No one is striving to weed out the unfit into a class apart 
or to make them multiply rapidly, but this is the direction 
in which we now seem to be moving. If so, there exists a 
growing cancer in the body of the nation which ought to 
be cut out at all hazards. Steps taken to increase the 
population are likely to be condemned as adding to the 
misery of the poor. But such fears must not prevent us 
from advocating an increase in the rate of reproduction 
amongst the fit. 
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PAUL H. ROMER, M.D.Marburq. 

Paul Romer died on March 30th of typhus contracted on 
the Eastern front in his fortieth year. A native of Marburg, 
he spent most of his school and academic life there, and was 
one of von Behring’s most trusted pupils. His work was 
constant and of a very high order; and his numerous con¬ 
tributions to medical literature are all distinguished by the 
same thoroughness and exactness, the same clarity of aim 
and expression. In this country Romer was best known as the 
author of a monograph on Epidemic Infantile Paralysis which 
has appeared in translation, 1 and which is a model of what 
a monograph should be. In tuberculosis his work went far 
towards firmly establishing the thesis that the majority of 
the human race by means of repeated small infections in 
childhood acquires such an immunity that tuberculous 
infection of an adult from without becomes a rarity. His 
friend, Hans Much, testifies 2 that Rdmer’s life was as upright 
as his research work. Both were of a type which will be 
sadly missed. 


arlianteittarg Intelligence. 

NOTES ON CURRENT TOPICS. 

The Reports of Certifying Surgeons. 

Clause 8 of the Police, &c. (Miscellaneous Provisions) Bill 
deals with the abolition of investigations of accidents by 
certifying surgeons. As amended in Committee by the House 
of Commons on Thursday, July 6th, it runs thus’: “ 1. After 
the expiration of one month from the passing of this Act it 
shall cease to be the duty of certifying surgeons to investi¬ 
gate the nature and cause of death or injury caused by 
accidents in factories and workshops or in premises to which 
the provisions of the Factory and Workshop Acts, 1901 to 
1911, relating to accidents, are applied, or to send to the 
inspector of the district reports thereof; provided that 
nothing in this section shall affect Subsection (3) of Section 73 
of the Factory and Workshop Act, 1901, relating to the 
investigation by certifying surgeons of diseases occurring 
in factories and workshops. Provided also that it shall 
continue to be the duty of the certifying surgeon to 
investigate and report upon cases of injury caused by 
exposure to gas, fumes, or other noxious substances, or 
due to any other special cause specified in instructions 
of the Secretary of State as requiring investigation. It 
shall also be the duty of the certifying surgeon to investi¬ 
gate and report upon any case of injury which the district 
inspector of a factory in pursuance of any general or special 
instructions from the Secretary of State may refer to him 
for that purpose, and the Secretary of State shall issue 
instructions defining the causes of injury to which this 
provision is to apply and requiring the inspector of the 
district to refer to the certifying surgeon all such cases 
reported to him. The certifying surgeon shall have, for the 
purpose of the investigation in any such case, the same 
powers and shall be entitled to receive the same fee as he 
would if the case had been a case to which Section 73 applies. 
2. As from the same date the enactments mentioned in the 
Schedule to this Act shall be repealed to the extent mentioned 
in the Schedule to this Act.” 

The presence of the original clause in the Bill led to very 
considerable debate on the second reading. The Home 
Secretary was then urged by a considerable number of 
Members to consent to the deletion of the clause, and he 
promised to bring forward an amendment to modify its pro¬ 
visions. That amendment has been introduced into the 
clause as set out above. It begins, “ Provided also that it 
shall contiuue to be the duty of the certifying surgeon,” and 
extends down to “ the same fee as he would if the case bad 
been a case to which Section 73 applies.” The ground 
covered by the discussion ranging round this amend¬ 
ment was in the main that covered in the debate on the 
second reading. Very considerable objection was taken to 
the clause, particularly as it stood in its original form. 

Sir P. Magnus, during the debate in Committee, said that 
the saving in money which the clause would bring about 
would only be £5000 or £6000 and it was not worth while 
to insert it in the Bill. He criticised the qualifications of 
inspectors of factories, and said that it w T as the certifying 


1 Epidemic Infantile Paralysis. Translated by H. Ridley Prentice, 
M.B. London -. John Bale, Sons, and Danieisson. 1913. 
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surgeon who alone possessed the scientific knowledge to 
judge questions relating to machinery and to mechanical, 
physical, and even chemical processes. It would be 
disastrous to the interests of the workpeople that the report 
should depend on the inspector only without the advantage 
of the consideration given by the certifying surgeon. 

Mr. Tyson Wilson advocated dropping the whole clause. 
The workpeople who would be affected believed that the 
abolition of the certifying surgeons’ reports would affect 
them prejudicially. 

Sir Robert Finlay considered that it would be better to 
leave it to the discretion of the certifying surgeon as to 
what cases required a medical report. Of course, if 
there were inspectors qualified by scientific knowledge to 
discharge the duties which were now discharged by the 
inspectors jointly with the certifying surgeons the evil might 
be mitigated, but it was very undesirable to abolish the 
reports of the certifying surgeons. 

Mr. Herbert Samuel (the Home Secretary) remarked that 
what had occurred did leadhim a little bit to suspect that behind 
the scenes there must have been acting the very powerful 
organisation of the doctors which honourable Members knew 
was always ready to take active steps whenever their interests 
were in any way affected. The report of the Accidents Com¬ 
mittee showed that the portion of the certifying surgeons’ 
work which it was proposed to abolish was superfluous, and 
that the reports in effect were duplicates. All the factory 
inspectors were experts in mechanical safety appliances. 
The certifying surgeon did not treat the injured workman. 
He was not the man who examined him and diagnosed 
his case. His work was to see the workman and send 
in one of those reports which were, as a rule, entirely 
useless. The certifying surgeon had no power to take any 
action. The Bill did not propose the abolition of the certi¬ 
fying surgeon. The certifying surgeon would still continue 
to perform his most useful function of examining all young 
persons and children who were to enter a mill. 

Several honourable Members asked the Home Secretary to 
drop the clause. Ultimately the right honourable gentleman’s 
amendment in the form set out above was agreed to, and on 
a division the clause as amended was carried. 

The Bill was read a third time by the House of Commons. 

Cabinet Changes. 

Several changes in the Cabinet are announced. Mr. Lloyd 
George has become Secretary for War. His place as 
Minister of Munitions has been taken by Mr. Montagu. 
Mr. McKinnon Wood becomes Financial Secretary to the 
Treasury, and Mr. Tennant succeeds him as Secretary for 
Scotland. _ 

HOUSE OF COMMONS. 

Wednesday, July 5th. 

Medical Arrangements in Mesopotamia. 

Sir Henry Craik asked the Secretary for India whether 
the report of Sir W. Vincent and General Bingley upon the 
medical arrangements in connexion with the Mesopotamia 
expedition had yet been received ; and, if so, when it would 
be published.—Mr. Chamberlain replied: The report has 
not yet been received. 

Mr. Annan Bryce asked the right honourable gentleman 
whether the sum of at least 16 lakhs of rupees was put by 
princes and other wealthy persons in India at the disposal 
of the Government of India for the purpose of a proper 
medical equipment of the expedition to Mesopotamia ; if so, 
what portion of that sum was applied to such equipment; 
and what department or officer of the Indian Government 
was responsible for the expenditure or non-expenditure of 
the money.—Mr. Chamberlain answered: No such gift has 
been reported to me by the Government of India. Several 
Indian chiefs combined to present a hospital ship for the 
general purposes of the war, and some motor ambulances, 
motor-cars, and the like have been presented by individual 
donors or by communities for the troops in Mesopotamia. 

Inspectors of Factories. 

Sir P. Magnus asked the Under Secretary for the Home 
Department what steps had been taken to give effect to the 
recommendations of the Committee on Accidents in Factories 
as to the examination to be passed by applicants for 
inspectorships, and whether nominations for the inspecto¬ 
rate were now limited to the classes of persons suggested in 
the report.—Mr. Brace replied: The revision of the scheme 
of examination and conditions of nomination was being con¬ 
sidered in consultation with the Civil Service Commissioners 
at the outbreak of war, and has had to be suspended for 
the time being. Meanwhile no fresh appointments to the 
permanent staff are being made. 

The Health of Women Workers. 

Mr. Haslam asked the Parliamentary Secretary to the 
Ministry of Munitions whether he was aware that, where 
women worked the 8-hour shift system with 30 or 40 
minutes’ interval within the eight hours for refreshment, it 
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-was reported that better results, both with regard to health 
and production, were obtained than under the 12-hour shift 
system ; whether there were now any industries under his 
control where women were allowed to work longer hours 
than were permitted under the Factory Acts; if so, would 
he immediately take steps to stop this practice, which was 
shown by the report of the health of munition workers to be 
detrimental to health aud effective production ; and whether 
all oases of overtime worked by women workers were reported 
to the Home Office and required the sanction of that 
department.—Dr. Addison said in reply: It has generally 
been found that from the point of view of health a 
three-shift system, where practicable, is preferable to a 
12-hour shift system. In a good many cases, however, the 
shortage of labour and difficulties of housing accommodation 
make a three-shift system impracticable, and the system 
involves also certain difficulties of organisation. On the 
other hand, a two-shift system where hours in each shift are 
not excessive is often quite satisfactory. As regards the 
second part of the question, it has been decided in concur¬ 
rence with the Home Office to bring the hours of work for 
women and young persons in controlled establishments 
generally within the weekly limit of 60 hours allowed under 
the ordinary provisions of the Factory Act, and steps are 
being taken to give effect to this decision. Wherever an 
emergency necessitates any extension of hoars the sanction 
of the Home Office is required. 

Thubsday, July 6th. 

Masseurs in Military Hospitals. 

Mr. Tyson Wilson asked the Under Secretary for War 
whether he was aware that the members of the National 
Association of Trained Masseurs had made application for 
appointment as masseurs in military hospitals, and that 
although their qualifications were as good as those of persons 
who had been appointed their applications had been refused; 
aud whether he would state why the War Office refused to 
avail itself of these fully trained masseurs. - Mr. Tennant 
answered : Appointments of masseurs in military hospitals 
are made without reference to the institute or association to 
which the individual applicant may happen to belong. They 
are selected by an advisory committee consisting of masseurs, 
matrons, and medical men. Certain qualifications have 
been laid down whioh each candidate must possess before 
appointment, and no candidate is rejected if possessed of the 
necessary qualifications. 

Monday, July 10th. 

The Notification of Anthrax. 

Answering Mr. W. Thorne, Mr. Lonc. (President of the 
Local Government Board) said : The question of issuing an 
Order making all cases of anthrax compulsorily notifiable is 
under consideration. 

British Prisoners at Ituhleben. 

Answering Mr. Malcolm, who asked whether auv reply 
had been received from the German Government on the 
qnestion of the treatment of British civilian prisoners at 
Ruhleben, Lord Robert Cecil (Under Secretary for F’oreign 
Affairs) said ; The note of the German Government, which 
was despatched within the time limited by onr note, has now 
reached us. It denies that insufficient food is being given 
to the prisoners, and, while rejecting our proposal as to 
exchange, makes another proposal on the subject. His 
Majesty’s Government are considering what reply shall be 
sent to it, and will communicate the German note and our 
reply to the House as soon as possible. In the meantime 
we are asking for a further report on the conditions at 
Ruhleben. 

Cases of Insanity amonyst Men of the Navy. 

Mr. Hacnamara (Secretary to the Admiralty) informed 
Mr. Hohler that men invalided from the Navy"for iusanitv 
attributable to the service, and in non-attributable cases 
those with length of service of 10 years and upwards to their 
credit, were, irrespective of the cause of iusanitv, sent to 
Yarmouth Hospital. The former, about 10 in all at present, 
were borne on full pay for a period of 18 months from tlrst 
entry in a Naval hospital. In non-attributable cases sent to 
Yarmouth pensions were not payable, but the wives and 
children were granted small allowances out of Greenwich 
Hospital F'unds. The total number of other Naval pensioners 
at present patients in public asylums was about 150, of whom 
about 15 were men discharged since the outbreak of war. 

Patients at Royal Naval Hospital, Haslar. 

Replying to Mr. Hubert Gwynne, Mr. Macxamaha 
described in some detail the arrangements at the Royal 
Naval Hospital, Haslar, for the comfort and entertainment 
of patients. 

Nerve-strain amonyst Soldiers. 

Mr. Forster (Financial Secretary to the War Office) 
informed Lord Henry Cavendish-Bentinck that no tin- 
certifiable soldiers suffering from nerve-strain were treated 


in any other institutions than military war hospitals under 
the control of the War Office. 

Lord Henry Cavendish-Bentinck asked whether any 
soldiers invalided through loss of mental balance had been 
discharged from the Army to asylums other than the three 
classes which he gave notice that he intended to discharge— 
vi/... cases of general paralysis of the insane, chronic 
epilepsy, and nervous disturbance occurring in soldiers wiio 
had been in asylums before they joined the Army ; and, if 
so, how many.—Mr. Forster answered : A limited number 
of cases which after a period of from four to six mouths’ 
observation and treatment are considered to be incurable 
have been discharged to asylums. The number is 198. 

Tuesday, July 11th. 

Public Health Work. 

In the course of his speech in Committee of Supply on tbe 
Estimates of the Local Government Board, Mr. Long (tbe 
President of the Board) made a statement on various matters 
referring to public health. Dealing with the work of local 
Poor-law authorities, he said that they had provided a large 
number of beds for wounded soldiers in their institutions. 
Accommodation had also been provided bv the local 
authorities for infectious diseases amongst soldiers. One- 
half of the medical staff at the Local Government 
Board had been engaged on war work. The work 
upon which they had been specially employed bad been 
visitation of camps and billets and the inspection of 
food both at home and abroad. He had it from heads of 
the War Department that it was believed it was in no small 
degree due to the cooperation of the Local Government 
Board and the admirable services of officers of that depart¬ 
ment that it had been possible to maintain so high a standard 
of food for tiie soldiers. The Local Government Board had 
taken its part in the prevention of the spread of disease in 
the Army. During the period of nearly two years when 
enormous numbers of men had been collected iu certain 
areas there was too often no sanitary arrangement, but 
nevertheless the health of the country had been wonderfully 
maintained. There had been a steady decrease iu enteric fever. 
Cerebrospinal fever, which at one time had caused a great deal 
of anxiety, was now practically causing the Board little or 
no anxiety. Small-pox, which at one time caused some 
alarm in the country, had been satisfactorily dealt with. 
There was no cause for anxiety now, and this, he believed, 
was due to the prompt action taken by medical officers of 
the Board. No fewer than 3,000,000 tubes of lymph were 
supplied by the Board to tbe troops. 

Infant Welfare. 

Probably one of the most grave facts borne iu upon 
honourable Members (the right honourable gentleman con¬ 
tinued) was that the country was losing through the war 
many of the best and strongest of the male population. 
Never was it more incumbent upon Parliament and the 
country than it was to-day to strain every nerve to see that, 
the young members of the population were brought up so as 
to become healthy men and women. Probably there was 
nothing more important than work connected with the 
welfare of infants and of women both before and after the 
birth of their children. The Board had done its best to get 
local authorities to adopt schemes. Most local authorities 
had willingly cooperated. Schemes had been adopted for 
safeguarding the health of expectant mothers, nursing 
mothers, and of infants and young children. Nearly all the 
large urban districts had adopted these precautions. The 
Notification of Births Act, 1915, hadalready had very excellent 
effects, and he believed that as time went on admirable 
results would follow from this important change in the law. 
Grants had been made to local authorities. Nine hundred 
health visitors had been appointed, and there were also a 
great many voluntary societies interested in the work. 
Nursing associations were doing admirable work, and there 
had been visitation, inspection, and advice by the inspectors 
of the Local Government Board. There had been a decrease 
in infantile mortality. It had gone down to 110 per 1000 in 
1915, and the first quarter of 1916 showed a muoh lower rate 
than tbe corresponding quarter of last year. He thought that 
there had been a tendency for Government departments to 
take up work which really belonged to othgr departments, 
and the result was overlapping. The Local Government 
Board was a department which ought to be solely charged 
with the health of the country. There ought to be no 
interference with the department. 

Mr. Whitehouse asked whether the right honourable 
gentleman thought that tbe medical inspection of school 
children ought to be taken over by the Local Government 
Board. 

Mr. Long said that bis opinion was that the Education 
Department existed for education, and Lite Local Govern¬ 
ment Board existed for the health of the people. 

Venereal Diseases. 

There had been a very important report from a Royal 
Commission dealing with venereal diseases. He was glad'to 
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say that he had been able to adopt, to a very large extent 
at all events, the recommendations of the Commis¬ 
sion. He desired to pay a tribute of gratitude on behalf 
of the Government and the House of Commons to the 
Commission for the splendid work which it had done. 
There were no diseases which had done more injury to 
the life of the people and more destroyed their soundness 
than had venereal diseases. Their consequences were 
terrible, because these affected the succeeding generation. 
Nothing was more horrible than to see little children who 
had inherited venereal disease. He believed that if the 
recommendations of the Commission were followed con¬ 
sistently in the country a measure of relief would be given. 
The Commission had suggested that there should be 
facilities for diagnosis and treatment, that these should be 
available for the whole population, that they should be free of 
access, and it was recommended that if the work was done 
through the local authorities 75 per cent, of the cost should 
be found by the State. The Chancellor of the Exchequer 
had agreed that that grant should be given. Aa announce¬ 
ment was made by him (Hr. Long) to that effect, and 
schemes were coming into existence. The counties and 
county boroughs were organising facilities in connexion 
with institutions. The Local Government Board was 
is9uingan Order, of which he had approved the other day, 
imposing this duty upon local authorities. The measures 
which the Board was calling upon them to take were— 
(1) that there should be laboratory facilities for free 
diagnosis; (2) that there should be clinics at the general 
hospitals for treatment; and (3) that there should be 
a gratuitous supply of the great remedy, salvarsan. 
He had seen in one of the London hospitals a ward set apart 
for the treatment of venereal disease,aud he earnestly hoped 
that all the great hospitals in the country would give their 
immediate aid in this work. He knew that some of those 
responsible for hospitals entertained a fear lest the importa¬ 
tion into their institutions of the treatment of this disease 
would iujure the reputations of the hospitals. Itw'oulddo 
nothing of the kind. It was only possible to deal with this 
fell disease satisfactorily if the provision was universal. 
If patients had to go long distances in order to get 
hospital accommodation he was afraid that they would 
not go, and the remedies would not he available for 
them. He was quite confident that there was no reason 
to fear that by ottering facilities for the treatment of this 
disease any hospital in the country would suffer in credit 
or in the good opinion of those who supported it. 

Appeal for Public Cooperation. 

He invited the cooperation of local authorities', hospital 
authorities, medical men, and the public geuerallv. He 
hoped that there might also be cooperation on the part of 
ministers of religion throughout the country, who could do 
a great deal to help in tbis beneficent work. Naturally 
there was a feature attached to this disease which did not 
belong to ordinary troubles. The patient did not like it to 
be known that he or she was suffering from it. Patients 
wanted to conceal the fact. Therefore, if they were to be 
dealt with, great care must tie taken not only that there was 
proper provision for their treatment, but that everything 
that could be done was done to enable them to get it without 
unnecessary identification. One of the conditions which he 
had endeavoured to establish in consequence of this was that 
it should not he considered essential that a person coming to 
a tiospital for treatment should belong to the district which 
the hospital served. He was requesting that questions should 
not be asked so as to identify the patients outside with the 
terrible misfortune that had overtaken them. It was desired 
tocure them aud toeradicate this horribledisease. Itcould be 
done. If the Government received the assistance of people of 
all classes he believed that the time was not very far 
distant when this disease might be added to those the 
permanent ill-effects of which had been eradicated by 
satisfactory treatment. 

Sanatorium ». 

Although there was a shortage of medical men there were 
to-day 290 sanatoriums and hospitals aud 11,743 beds which 
bad been provided for the treatment of tuberculosis in 
Englaud. There had also been 359 dispensaries provided, 
and there was to-day sufficient accommodation for our 
present demands. Ail soldiers and sailors suffering from 
tuberculosis could be provided for by those institutions. 
Most of these men were insured persons, and arrangements 
in their case were made through the Insurance Committees. 
But there were many soldiers and sailors who were not 
insured, aud for them arrangements were made by the Local 
Government Board through the local authorities. There 
were also special arrangements for the treatment of officers 
at the King Edward VII. Sanatorium at Midhurst. The 
Board was not allowing its normal work in connexion with 
public health to fall behind, although it was embarking on 
no new fields of enterprise. It was impossible to exaggerate 
the importance of life-saving work, and of protecting women 


and children from the mortality which followed from pre¬ 
ventable diseases. Some of those diseases, if they were not 
actually traceable to, were undoubtedly aided and abetted by, 
overcrowding, insanitary conditions in the homes, and by 
many of those social evils which had existed through so 
many generations aud of which lie was sorry to say the 
solution was not yet in sight. The Board had done its best 
to maintain the sanitary services. On the whole the record 
which he was able to present was not unsatisfactory. 

Tribute to the Medical Profession. 

After the war there were many problems which would 
present themselves for immediate'solutiou—the housing of 
the people, public works, and further health provision. The 
Government had set up a Keconstruction Committee, and all 
ttiese problems were under careful survey and 'examination. 
The nation must realise that the health of the people 
was a matter of first consideration. In some respects there 
was great room for improvement. Throughout the last year 
or two there had beeu au immense amount of voluntary 
work on the part of people of all classes. He desired to pay 
a special tribute to medical men throughout the country. 
Insurance work had thrown upon them an immense burden 
of work. A very large number of them had joined the Royal 
Army Medical Corps. That diminished the number avail¬ 
able for work at home. Cheerfully and bravely had these 
men done their work. Let anyone examine the diary of 
their day’s work and see what they were accomplishing. 
There was no grumbling. The nation owed a special debt of 
gratitude to these men, who were labouring in order that the 
population might he kept in good health. None at home 
were doing more than they were at present. 

In the debate which followed general satisfaction was 
expressed with the statement made by the President of the 
Local Government Board. 


^ppoiirtnttirts. 


Successful applicants for vacancies. Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited, to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Barrow, G. A., M.R.C.S., L.R.C.P. Lond., has been appointed Arues- 
tbetist to the Manchtster Royal Bye Hospital. 

Bromley, L., M.B., M.C. Cantab., F.R.C.S. Eng., Assistant Surgeon to 
Guy's Hospital. 

Constable, Evelyn A.. M.B., B.S. Durb., Surgical Registrar to t ie 
London Temperance H spitaL 

Dornford, A. C.. L.S.A. Lend.. Certifying Surgeon under the Factory 
and Workshop Acts for the Faringdou District of the county of 

Hackett, J. A.W.. M.B., Ch.B. Edin.. Certifying Surgeon under the 
Factory and Workshop Acts for the Gainsborough District of the 
county of Lincoln. 

Lloyd, J. T., M.R.C.S., L.R.C.P. Lond., Certifying Surgeon under the 
Factory and Workshop Acts for the Tregaron District of the county' 
of Cardigan. 

Scarborough. Hilda, M.B., B.S. Lond., Assistant Resident Medical 
Officer at Queen Charlotte’s Lying-in Hospital. 

Thompson, Robert Bushkr, M.B.. Ch.B. Viet. Manch , Acting Depu'y 
Medical Officer of Health for the Brixham (Devon) Urban Council. 

Wood-Bill. Nelson, F.R.C.S. Edin., M.R.C.S., L.R.C.P. Lond., Deputy 
Medical Officer of Henlth for Tiverton (Devon). 


ftaittits. 


For further information regarding each vacancy reference should be 
made to (he advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Edik r. 

Bedford County Hospital. —House Surgeon, unmarried. Salary 
as arranged, with board, Ac. 

Birmingham and Midland Eyf. Hospital, Church-street.—Resident 
Surgeon. Salary £200 per annum, with board, Ac. 

Birmingham University.— Lecturer in Physiological Department. 
Salary £200 per annum. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 
Salary £200 per annum, with board, Ac. 

Brighton, County Borough Isolation Hospital. —Resident Medical 
Officer. Salary £250 per annum, with board, Ac. 

Bristol Gexf.ral Hospital. —House Physician. Salary at rate of 
£175 per annum, with board, Ac. 

Bristol Royal Infirmary.— House Surgeons and House Physicians. 
Salary at rate of £120 per annum, with b ard, Ac. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
wdth board, Ac. 

Croydon. County Borough Isolation Hospital.— Resident Medical 
Officer. Salary' at rate of £250 per annum, with lx>ard. Ac. 

Freemasons’ War Hospital. —Resident Medical Officer. Salary as 
arranged. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
— House Physician for six months. Salary 30 guineA*. 

Hull, Victoria Hospital for Sick Children.— Female House Sur¬ 
geon. Salary £1C0 per annum, with board, Ac. 
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Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200 per annum, with board, &c. 

London Temperance Hospital, Harapstead-road, N.W.—Assistant 
Resident Medical Officer for six months. Salary at rate of 
£120 per annum, with board. &c. Also Surgical Registrar. Salary 
at rate of 40 guineas per annum. 

Manchester Northern Hospital for Women and Children, Part- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

National Hospital for the Paralysed and Epileptic, Queen- 
square, Bloomsbury, W.C.—Junior House Physician. Salary £100 
per annum, with board, Ac. 

Oxfordshire County Council.— Tuberculosis Officer. Salary £500 
per annum. 

Reading, Royai. Berkshire Hospital.—H ouse Physician Tor six 
months. Salary £250 per annum, with board, Ac. 

St. Mark's Hospital for Cancer, Fistula, and other Diseases 
of the Rectum, City-road, E.C.— House Surgeon. Salary £150 
per annum, with board, Ac. 

St. Peter’s Hospital for Stone, Ac., Henrietta-street, Covent 
Garden. W.C.—Junior House Surgeon for six months. Salary at 
rate of £75 per annum, with board, Ac. 

Scotland, Naval Auxiliary Hospital.—X Ray Operator and 
Anesthetist. Salary as arrange i. 

York City.—T emporary Tuberculosis Officer. Salary at rate of £500 
per annum. 


JSirtjjs, gtarriagts, anb Jtaffts. 


BIRTHS. 

Booth.— On July 3rd, at Upper Richmond road, S.W., the wife of 
Captain C. H. B. Booth, R.A.M.C., of a son. 

Harvey. —On July 9th, at Dorset Lodge, Merton Park, the wife of 
Joseph Harvey, M.B., of a son. 

Pern.— On July 6th, at Botley, Hants, the wife of Alfred S. Pern, 
M.R.C.S., L.R.C.P., of a son. 

Wright.—O n July 4th, at Aldborough House, Thaxted. Essex, the 
wife of Thomas Strethlll Wright, M.B., temporary Captain, 
R.A.M.C., of a son. _ 

MARRIAGES. 

Bradburn—Hubert. — On July 6tb, at St. Michael’s Church, 
Rusliall, Surgeon Thomas Stratford Bradburn, R.N., to Mary 
Emmeline, eldest daughter of John Tanner Rubery, J.P., and of 
Mrs. Rubery, The Limes, Mellish-road, Walsall. 

Devane—Keogh.— On June 28th, at the Pro-Cathedral, Dublin, by the 
Rev. R. S. Devane. John Francis Devane, M.D., F.R.C.S., D.P.H., 
of Limerick, to Vera, daughter of Mr. and Mrs. Andrew J. Keogh, 
6, Rut land-square, Dublin. _ 

DEATHS. 

Ticehurst.— On July 7th, at Huntbourne, Tenterden, Kent, Augustus 
Rowland Ticehurst, M.K.C.S., L.S.A.. aged 70 years. 

N.B.—A fee of 58. is charged for the Insertion oj Notices of Births , 
Marriages, and Deaths. 


BOOKS, ETC., RECEIVED. 

Arnold, Edward, London. 

Diagnosis of Nervous Diseases. By Purves Stewart, C.B., M.D.Edln., 
F.K.C.P. Fourth edition. Price 15^. net. 

Bale, John, 8ons, and Danielbson, London. 

Child Welfare Annual. Edited by T. N. Kelynack. Price 7s. 6d. net. 

Maintenance of Health in the Tropica. By W. J. Simpson, C.M.G., 
M.D., F.R.C.P. Second edition. Price 3s. 6<i. net. 

Clarendon Press, Oxford, London, Edinburgh, Glasgow, New York, 
Toronto, Melbourne, and Bombay; and Milford, Humphrey, 
London, at the Oxford University Press. 

Epidemics Resulting from Wars. (Published under the Auspices of 
the Carnegie Endowment for International Peace: Division of 
Economics and History.) By Dr. Friedrich Prinzing. Edited by 
Harald Westergaird, Professor of Political Science in the University 
of Copenhagen. Price Is. 6 d. net. 

Macmillan and Co., London and New York. 

A Laboratory Course in Serum Study. By Hans Zinsser, M.D., 
J. G. Hopkins, M.D., and Reuben Ottenberg, M.D, Price 
5s. 6 d. net. 

Sampson Low, Marston, and Co.. London. 

European and other Race Origins. By Herbert Bruce Hannay, 
of the Inner Temple, Barrister-at-Lsw, Advocate of the 
High Court of Judicature, Calcutta. Price 21s. net. 

Saunders, W. B., Company, London. 

Post-mortem Examinations. By W. S. Wadsworth, M.D., Coroner’s 
Physician of Philadelphia. Price 25s. net. 


METEOROLOGICAL READINGS, 

(Taken daily at 8.S0 a.m. by Steward's Instruments.) 

Thb Luton Office, July 12th, 1916. 
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ftotes, S!wt Comments, aitb ^nstoers 
fa Carrespanbfitts. 

THE UNIFORM SYSTEM OF HOSPITAL ACCOUNTS 

A uniform system of keeping accounts lias long been 
adopted by the principal British hospitals, and by, 
amongst others, the Governments of Victoria, Queensland, 
and New Zealand, with several Crown Colonies. It is also 
in force at the principal hospitals in New South Wales, 
South Australia, Western Australia, Tasmania, and South 
Africa. The system has not yet been adopted in the 
Dominion of Canada, possibly on account of the difference 
of currency. By the use of the system expenditure at the 
various hospitals cau be compared quite irrespective 
of their size, for by a slight modification of some 
of the books used a cottage hospital of 50 beds or 
less can adopt the same bookkeeping method as a 
large hospital. 

A new edition of Sir Henry Burdett’s book 1 hasappeared at 
an opportune time, as new hospitals are being established 
all over the land. It is of interest to note that the 
“ Uniform System of Accounts ” originated at the Queen’s 
Hospital, Birmingham, in 1869 and was devised by the 
author,with the cooperation of thelate Mr.William Launily, 
a well-known Birmingham accountant. Six years later the 
system was introduced into the Seamen’s Hospital at 
Greenwich, and was soon after adopted by a few of the 
larger hospitals. The Metropolitan Hospital Sun,lay Fund 
then prescribed its U9e by the hospitals applying for 
rants, and a revised form was recommended by the 
aturdav Fund and King Edward VII.’s Hospital Fund. 
These three great hospital Funds now propose that the 
accounts of all institutions applying for grants from either 
of the three Funds should be audited and certified as 
correct by a chartered or incorporated accountant, who 
should be asked to satisfy himself that all the accounts 
are prepared and stated in accordance with the revised 
“ Uniform System.” Quite recently the Army Council has 
issued instructions that all hospitals run by the British 
Red Cross Society or by the Order of St. John should have 
their accounts kept on the “ Uniform System.” Sir Henry 
Burdett’s book has therefore become a semi-official 
publication. 

WEIHAIWEI HEALTH REPORT. 

Reporting on the affairs of Weihaiwei, the naval and 
military station in the province of Shantung leased to 
Great Britain by China in 1898, Sir J. H. Stewart Lockhart, 
K.C.M.G., the British Commissioner, states that during 
1915 the health of the territory was very satisfactory. 
There were no cases of infectious disease reported except 
one case of paratyphoid, from which a visitor suffered, and 
one case of measles. One case of leprosy occurred, which 
was received by Dr. Fowler into his leper house at Hsiao 
Kan. The administration expresses its indebtedness to him 
for having received this patient and to Dr. Wassel, of the 
American Church Mission, who happened to be paying 
a visit to Weihaiwei, for having kindly escorted the patient 
tothe Leper Home. In the hospital at Port Edward 7848 
out-patients and 266 in-patients were treated, making a 
total of 8074, as compared with 6770 in 1914 and 2407 in 
1907. The number of operations performed was 556, as 
against 335 in 1914 and 15 in 1907. In the hospital 
at Wencb’uant’ang 3825 new patients were seen, as 
compared with 3923 in 1914. 48 cases were treated as 
in-patients and 24 cases were attended at their own 
homes. In November tbe new hospital on the Island 
was opened, and is a great improvement on the former 
building. During the year 4530 vaccinations were per¬ 
formed. The number of persons licensed to smoke opium 
on medical grounds was 33 (as compared with 27 in 1914), 
their average age being 62-5 years. The number of con¬ 
victions under the Ordinance prohibiting the smoking aud 
importation of opium was 59. The highest temperature 
recorded at Port Edward during 1915 was 99® in July, aud 
the lowest 7° in January; rain or snow fell on 65 days, 
the total fall for the year being 17'66 inches. At 
WCmch’uant’ang, situated about 13 miles from Port 
Edward, the highest temperature was 96° in July, and the 
lowest 16° in January and February; rain or snow fell on 
84 days, the total fall for the year being 20 29 inches. 


1 The Uniform System of Accounts for Hospitals and Public Institu¬ 
tions, Orphanages, Missionary Societies, Homes, Cooperations, and all 
Classes of Institutions, with Special FormBof Account, Complete Sets of 
Books, Certain Suggested Checks upon Expenditure, Forms of Tender, 
and other Aids to Economy, Together with an Index of Classification 
(whereby every item of expenditure may be dealt with under identical 
heads by every group of institutions). By Sir Henry Berdett, K.O.B., 
K.C.V.O. Fourth edition. latest, and up to date. London : The Scientific 
Press, Limited. 1916. Pp. 128, Price 5s. net. 
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PUERPERAL FEVER IN THE SUDAN. 

The report upon the research work of the Wellcome Tropical 
Research Laboratories at Khartoum during 1915, which is 
not published in full on account of war economy, contains 
a summary ( Tropical Tdseases Bulletin, vol. vii.. No. 6) of 
an investigation by the director, Dr. A. J. Chalmers and 
Dr. Alex. Marshall into the bacteriology of puerperal fever. 
They found this to be in the Anglo-Egyptian Sudan mostly 
a local uterine infection and not commonly a septiciemia. 
Two causal organisms were S. salicarius and S. bovis 
(= S. boiinus, Broadhurst, 1915). The writers also found 
cases in which the causal organism was S. versutilis, 
Broadhurst, 1915. a member of the ficcalis group, and 
another due to S.ftecalis, Andrewes and Border, 1906. The 
sources of infection appeared to be principally from human, 
equine, and bovine fieces, the two latter being largely used 
in Khartoum and Omdurman as an application called 
“Zibla” which is applied to roofs and walls. Cow dung 
is also used as a poultice by the natives. 


Messrs. C. atid J. —Sterile catgut is manufactured in Edin¬ 
burgh by Messrs. G. F. Marsou and Co., 7, Meuse-lane, 
South St. Andrew-street. 

Messrs. B. —The apparatus for chloroform amesthesia in mili¬ 
tary practice described by Professor A. D. Waller in 
The Lancet of May 13th is made by Messrs. Coxeter and 
Son, of 171, Pancras-road, N.W. 

The following magazines, Journals, tic., have been received 

Science Progress, Dublin Journal of Medical Science, Tropical 
Diseases Bulletin, Calcutta Medical Journal, St. Bartholomew's 
HoBpl'al Journal, Edinburgh Medical Journal, Birmingham Medical 
Review, Medical Review, Review of Neurology ana Psychiatry, 
Archives of Radiology and Electrotherapy, American Journal of 
Public Health, Journal of State Medicine, Cleveland Medical 
Journal, British Journal of Tuberculosis. 


Utebital jiarg for % ensuing MetL 


SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street. W. 

MEETINGS OF SECTIONS. 

Thursday, July 20th. 

DERMATOLOGY (Hon. Secretaries—A. M. H. Gray, J. E. R. 

McDonagh) t at 5 p.m. 

Cates: 

Dr. G. Pernet: (1) An Extensive Case of Lupus Vulgaris of Leg 
following a Tuberculous Abscess ; (2) Dermatitis Herpetiformis 
in a Boy; (3) Multiple Lupus Vulgaris with Unusual Features 
in a Girl. 

Friday, July 21st. 

SURGERY (Hon. Secretaries—Raymond Johnson, V. Warren Low); 

Special Meeting at 5 p.m. 

Paper: 

Major Tait McKenzie, R.A.M.C.: The Treatment of Convalescent 
Soldiers by Physical Means (illustrated by lantern slides of 
cases under treatment). 

Members of other Sections are cordially invited, and the paper 
will have special interest for Members of the Sections of Balneology, 
Electro-therapeutics, and Neurology. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith, 
road, W. 

Monday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman: Diseases of the Bye. Dr. Slmson; 
Diseases of Women. 

Tumday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr, 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat. 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wkdnksday.— 10 A.M., Dr. 8aunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoc: Operations. Dr. 
Slmson : Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— 10 a.m., Dr. Slmson: Gynaecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bat. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Hannan : 
Bye Operations. 2 p.m., Medical and Surgical Clinics. X Rays. 
Mr. Pardoe: Operations. 

HORTH-BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday. —Clinics:—10.30 a.m., Surgical Out-patients (Mr. E. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whlpham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics:— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Nose, Throat, and Ear Out-patients (Mr. 
0. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 


Wednesday.— ClinlcB:—2.30 p.m., Throat Operations (Mr. 0. H’ 
Hayton). Children Out-patients (Dr. T. R. Whipham); Eye.Out’ 
patients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W* 
Barber). 5.30 p.m.. Eye Operations (Mr. R. P. Brooks). 
Thursday. —2.30 p.m., Gynaecological Operations (Dr. A. E. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. K. M. Leslie). 

Friday.— 2.30 p.m., Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Eye Out-patients (Mr. R. P. Brooks). 
THE THROAT HOSPITAL, Golden-square, W. 

Monday.—5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday.—5.15 p.m.. Clinical Lecture. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager.” 

We cannot undertake to return MSS. not used. 


MANAGER'S NOTICES. 


THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June, 1916. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
The Lancet which was completed with the issue of June 24th 
have been printed separately, and copies have been supplied 
gratis to those subscribers who have, up to July 13th, intimated 
to us their wish to receive them. Other subscribers will be 
similarly supplied, so long as the stock remains unex¬ 
hausted i on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such application should please 
be sent in at once. _ 


Volumes and Cases. 

Volumes for the first half of the year 1916 will be ready 
shortly. Bound in cloth, gilt lettered, price 16s., carriage 
extra.’ 

Cases for binding the half-year’s numbers are now ready. 
Cloth, gilt lettered, price 2s., by post 2s. 4</.) 

To be obtained on application to the Manager, accompanied 
by remittance. _ 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscription* 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them ? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, &c., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published iu time to catch the weekly Friday mails 
to all parts of the world. _ 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 
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A. —Dr. \V. F. Ann and, Coventry; 
Ard&tb Tobacco Co., Lond.; 
Anglo-French Drug Co., Loud.; 
Messrs. Allen and Hanburys, 
Lond.; Mr. R. J. Albery, Lond.; 
Mr. G. A. Arnandin, Lond.; 
Aymard Patent Milk Sterilizer, 
Ipswich; A. M. E.; Aberdeen 
Public Library, Librarian of; 
Lieutenant-Colonel J. A. Adami, 

C.A.M.C., Lond.; Aberdeen, 
Secretary of the University ; Dr. 

T. L. Ashforth, Doncaster; Mr. 
H. F. Armstrong, Lond. 

B. —Dr. H. Berkett-Overy, Lond.; 
British Medical Association, 
Lond., Librarian of; British 
Thomson-Houston Co., Lond.; 
Messrs. Burroughs, Wellcome, 
and Co., Lond.; Bacteriological 
I aboratory, Dublin. Secretary of ; 
Messrs. W. H. Bailey and Son, 
Lond.; Mr. W. L. Blight. Cardiff ; 
British Red Cross Society, Head¬ 
quarters Collection Committe* ; 
Mr. R. Brooks King, Taunton ; 
Dr. A.G. Bagshaw, Lond.; Messrs. 
Billings and Son, Manchester; 
British Science Guild, Secretary 
of; Fleet-Surgeon R. St. G. L 
Bond, R.N.; Dr. B., Worle; 
Messrs. T. B. Browne, Lond.; 
Dr. W. A. Brend, Lond.: Mr. W. 
Blenkin, York; Dr. B. F. Board, 
Almora; Mr. J. F. Briscoe, 
Southampton; Mr. H. Bonis, 
Thorold, Ontario; Captain G. 
Blacker, R.A.M.C., Lond.; D'. 
Edward Bigg, Blagdon ; Dr. N. S. 
Bonard, Lond.: Lieutenant- 
Colonel E. A. Bourke, B.E.F.; 
British Empire Union, Hon. 
Secretary of. 

C. —Mr. C. E. Clarke, Hereford ; 
Messrs. Carnrick and Co., Lond.; 
Mr. A. K. A. Caesar, Crowthorne ; 
Dr. Colraer, Yeovil; Mrs. Cowan, 
Glasgow; Crookes’ Collosol*, 
Lond.; Croydon County Borough, 
Medical Officer of Health of; 
Mrs. H. B. Capps. Christchurch ; 
Surgeon H. Carlill, R.N., Mar¬ 
gate ; Mr. E. R. Cross, Lond.; 
Child Welfare Enquiry Office, 
Secretary of; Captain A. Comp¬ 
ton, R.A.M.C . IVeymouth ; Dr. 

A. J. Chalmers, Khartoum; 
Messrs. Coxeter and Son, Lond. 

D. — Messrs. W. Dawson and Sons, 
Lond.; Dr. Dupuy, Versailles; 
Messrs. J. Dickinson and Co., 
Lond ; Messrs Down Bros ,Lond.; 
I)r. J. F. Devane, Torquay; 
Dr. Sidney Davies, Woolwich; 
Messrs. Duncan, Flockhart, and 
Co., Edinburgh; Sir Bryan 
Donkin, Lond. 

B.— Captain T. P. Edwards, 

R.A.M.C.(T.), France: Dr. W. H. 
Evans, Cardiff; Edinburgh, 
Registrar- General. 

f,—Messrs. Henry Frowde and 
Hoddcr and Stoughton, Lond.; 
K. J. B.; Dr. Feltgen, Dom- 
basle s/Meurthe ; Fulton-Manders 
Publishing Co., Lond.; Mr. E. C. 
Frere, Lond.; Freemasons’ War 
Hospital, Hon. Secretary of. 

O.—Dr. Michele Granato, Riposto; 
Captain E. B. Gunson, R.A.M.C., 
Loud.; Dr. A. G. Gibson, Oxford ; 
Dr. C. D. Green, Bournemouth ; 
Guest Hospital, Dudley. Secre¬ 
tary of; Messrs. W. Glmber and 
Son, Lond.; Glasgow University, 
Registrar of; Dr. Major Green¬ 
wood, Lond.; Captain E. Glynn, 
R.A.M.C., Liverpool; Glamorgan 
Red. Cross Gazette, Editor of. 

H — Dr. K. R. C. Hallowes, Cavan ; 
Messrs. Hirschfeld Bros., Lond.; 
Mr. H. Hughes, Penrhyndeu 
draeth; Hoffman - La Roche 
Chemical "Works, Lond.; Captain 

A. J. Hall, R.A.M.C., Sheffield; 
Professor W. D. Halliburtor, 


Lond.; Mr. W. G. Hill, Lucan ; 
// itddersndd War Hospital Maga¬ 
zine, Editor of; Captain A. F. 
Hernaman-Johnson, R.A.M.C., 
Lond.; Dr. T. B. Harwood, Lond.; 
Dr. Arthur Hawkins, Ventnor; 
Dr. A. C. Houston, Lond.; Dr. A. 
Howell, Cardiff; Captain T. 
Houston, R.A.M.C., B.E F.; Dr. 

I J. T. Hislop, Wrexham. 

I J.—Mr. L. Jablonski, Paris; Lieu¬ 
tenant E. T. Jones, R.\.M.C.; 
The Johns Hopkins Hospital 
Library, Baltimore, Librarian 
i of; Captain David Johnston, 
R.A.M.C.; Major A. D. Jameson, 
R.A.M.C.; Dr. J. Hervoy Jones, 

| Standford Diugley. 

K.—Mrs. R. C. Kelly, Tipperary; 

1 Dr. E. Kondoledn/Athens; Dr. 
H. Knox, Lond.; Mr. Lawrence 
Kellie, Lond. 

J L —Dr. A. J. Llm, Bristol ; Messrs. 

H. K. Lewis and Co., Lond.; 
I Dr. O. G. F. Luhn, Miri ; 

Prof. J. N. Langley, Cambridge; 
1 Messrs. E. ami S. Livingstone. 
Edinburgh ; Lieutenant A. E. 
London, R.A.M.C., Franco; 
Leeds Public Dispensary, Secre¬ 
tary of. 

M.— Dr. A. C. McAllister, Lond.; 
Dr. D. G. Middlemiss, Settle; 
Dr. S. E. Moore, Minneapolis; 
Messrs. Mabie, Todd, and Co., 
Lond.; Miss Martin, Lond.; 
Sir Berkeley Moynihan, Leeds ; 
Major R. McCarrison, I.M.S., 
Guildford; M. K.; Messrs. 

C. Mitchell and Co., Lond.; 
Messrs. Maruzen Co., Tokyo; 
Dr. Aziz Abdul Maquid, Cairo; 
Dr. J. McIntosh, Lond.; Captain 

P. A. McCarthy, R.A M.C.; 
Messrs. 0. Morgan and Co., Lond ; 
Mr.W. Martindale, L- n i.; Messrs. 
Millington and Shelldrlck, Lond.; 
Mr. W. J. Midolton, Bourne¬ 
mouth ; Mr. J. McDonagh, Lond.; 
Lieutenant-Colonel C. S. Myers, 
R.A.M.C., B.E.F ; Captain J. W. 
McLeod, R.A.M.C., B.E.F.; 

Professor Rutherford Mori son, 
Newcastle - on - Tyne; Medical 
Women’s Federation, Secretary 
of; Mr. H. H. Moyle, Hents- 
ridge; Mr. J. Y. W. Macallster, 
Lond. 


N. -Dr. E. F. W. Nixey, Lond.; 
National Council for Combating 
Venereal Disease, Secretary of; 
Dr. S. L. Navaratnam, Colombo ; 
Dr. T. G. Nicholson, Lond.; 
Dr. E. Norton, Folkestone r New 
York Tribune, Director of Bureau 
of Investigations. 

O. —Dr. H. Oppenhelmer, Lond.; 
Dr. J. S. Owens, Lond.; Oxford¬ 
shire County Council, Oxford, 
Medical Officer of Health of; 
Messrs. Osborne Peacock Co., 
Manchester; Captain O’Meata; 

! Dr. G. Olatio, Lima. 

P. — Dr. Herbert Peck, Chester¬ 
field v Dr. J. Parkinson, Loud.; 
Dr. H. Cooper Pattiu, Norwich ; 
Portsmouth Tuberculosis Dis- 

- {►ensary, Secretary of; Dr. A. G. 
Phear, Lond.; Captain A. T. 
Pitts, R.A.M.C., France ; Pen- 
dyffryn Sanatorium, Penmaen- 
raawr, Secretary of.; Messrs. 
Parke, Davis, and Co., Lond.; 
Dr. C. T. Parsons, Lond.; Mr. 
Giuseppe Prlncipato, Messina ; 
Mr. ; C. A. Pannett, Lond.; Mr. 
W. H. Plows, Lond. 


Q. - (Queensland, Government Sta¬ 
tistician of. 

R. —Miss L. E. Rogers, Gloucester; 
Dr. J. Regnau't, Toulon; Royal 
Society of Medicine, Lond.. 
Librarian of; Royal Mineral WaUr 


Hospital, Bath, Registrar of; 
Royal College of Physicians of 
Ireland. Dublin, Librarian of; 
Royal United Service Institution, 
Lond., Librarian of; Messrs. 
Hidout, Whltstable; Dr. G. A. 
Reid. Southsea; Dr. H. Rayuer, 
Lond ; Royal I nstitute of Public 
Health. Acting Secretary of; 
Dr. W. C. Rivers, Barnsley; 
R.M.S.P., Secretary of. 

8.—Dr. J. A. Scot t, Dublin ; Dr. 
F. E. Smedley, West Worthing; 
Mr. G. Stewart. Shrewsbury; 
St. Peter’s Hospital for Stone, 
Lond., Secretary of; Sunderland 
Royal Infirmary, Secretary of; 
Mr. A C. Sterry, Croydon; 
Dr. E. W. Scripture. Lond.; 
South London Hospital for 
Women, Secretary of; Society of 
Trained Massueses, Editor of 
Journal of; Society of Apothe¬ 
caries of London, Secretary of; 
Miss L. Stacey, Bournemouth ; 
Lieutenant-Colonel E. M. Symp- 
son, R.A.M.C., Lincoln; Dr. 
A. Sandston, New York; Dr. 

E. H. Snell, Coventry; Dr. E. I 
Spriggs, Banff ; Dr. J. I). Staples, 
Lvme Regis; Mrs. Scharlieb, 
M.D , Lond ; Dr. G. K. Shuttle- 
worth, Lond.; Dr. F. E. Shipway, 
Lond.; Dr. 11. II. Steen, Dart- 
ford; Mr. A. H. Straker, Lond. 


T.—Mr. A. E. Taylor, Red ditch ; 
I Dr. E. F. Travers, Lond.; Dr. E. 
Maude Tindal-Robertson, Loud.; 
Messrs. C. Tayler and Co., Lond.; 
j Mr. T. S. Townsend, Lond.; 
I Messrs. W. Thacker and Co., 
I Loud.; Dr. Seymour Taylor, 
Lond.; Surgeon - Major Wm. 
Taylor, R.F. A., Lond ; Dr. 0. H. 
I Thatcher. Edinburgh; Mr. A. 

I Tonis, Lond.; Mr. Percival 
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Treadgold, R.A.M.C., Tidworth; 
Dr. Walter Timme, New York. 
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Provost of. 

W.-Dr. R. P. White, Wigan; 
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Messrs. Wm. Whiteley, Lond.; 
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York: Mr. A. Wilson, Lond.; 
Dr. W H. O. Woods, Worthen ; 
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Lond. ; Mr. J. B. Wilson, 
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INTO 

THE CARDIAC DISABILITIES OF 
SOLDIERS ON ACTIVE SERVICE. 

By JOHN PARKINSON, MD.Lond., 
M.R.C.P. Lond., 

CHIEF ASSISTANT TO THE CARDIAC DEPARTMENT OF THE LONDON 
HOSPITAL; TEMPORARY CAPTAIN, R A.M C., ATTACHED 
HAMPSTEAD MILITARY HOSPITAL FOR HEART CASES. 


This paper records the result of an inquiry into the 
various conditions which lead men on active service to 
report sick with symptoms suggesting heart disease. It is 
based on 90 cases seen as they passed through a casualty 
clearing station with the British Expeditionary Force in 
France. From March, 1915, to January, 1916, every patient 
sent to my wards from a field ambulance with the diagnosis 
of heart disease or disorder was investigated. There was no 
selection, no patient so referred was rejected as unsuitable ; 
thus the series is consecutive. Daring a large part of this 
period the clearing station was in reserve, hence the 
number seen gives no indication of the frequency of these 
disabilities or of their proportion to the total sick. Dis¬ 
advantages in this inquiry were the short period of observa¬ 
tion, usually two or three days, and the absence of special 
means of investigation. It was, however, an advantage to 
see the men so shortly after they had reported sick. 

Method op Investigation. 

A detailed history of the patient was first obtained. 
Notes on infections, recent and remote, were followed by an 
account of his capacity for exertion at school and at work. 
After enlistment the effects of training and of campaigning 
were noted, then the immediate reasons for his reporting 
sick. It was found that about au hour was necessary to 
obtain a satisfactory history largely in the man’s own words 
and without the use of leading questions. 

On examination attention was directed to the patient’s 
general condition and temperament. The position of the 
apex beat, with the patient recumbent, was used as a guide 
to the size of the heart. A standard amount of exertion 
served as a test for the functional efficiency of the heart. 

A. Non-cardiac Conditions {22 Cases). 

When the difficulties of field ambulance work are con¬ 
sidered, it is not surprising to find that in a number of 
patients the symptoms were due to other than heart disease. 
There were 22 among the 90 cases in whom other 
diseases were demonstrable. Of these 2 had acute and 
3 chronic nephritis, 1 acute and 1 chronic bronchitis. One 
patient had an enlarged thyroid gland with tachycardia ; 
another had a goitre without symptoms of thyroidism, 
though he complained of a choking feeling on the march. 
Three cases were sent as “ D.A.H ” (disordered action of the 
heart) because of syncope alone and 3 others because they 
showed an unusual degree of normal sinus arrhythmia. 
The 7 remaining cases were considered, respectively, 
examples of pulmonary tuberculosis, arteriosclerosis, chronic 
alcoholism, immaturity, debility, epistaxis, and lymphatic 
leukremia. 

B. Valvular Disease {2S Cases). 

Among the 90 cases valvular disease was present in 28. 
Of these, 8 had mitral incompetence, 4 mitral stenosis, 8 
aortic incompetence, 1 aortic stenosis, and 2 acquired 
pulmonary stenosis (rheumatic history, thrill at pulmonary 
area). One patient had aortic and mitral incompetence and 
in two patients mitral stenosis was doubtful. For Con¬ 
venience a case of thoracic aneurysm and one of dextro¬ 
cardia are included in this series of 28. In 16 cases there 
was a history of acute rheumatism. In 18 the chief symptom 
was shortness of breath, in 8 it was pain ; all cases with 
pain had also shortness of breath. Palpitation was an 
additional symptom in half the cases. Eight patients, of 
whom 6 had aortic incompetence, complained of giddiness 
or faint feelings. Syncope had occurred in one case of 
aortic incompetence and in one of pulmonary stenosis. Two 
men complained of great exhaustion on the march and two 
of weakness of the legs on exertion. The symptoms were 
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provoked by doubling and marching, and in 25 cases they 
had been present before enlistment. One man of 40 with a 
to-and-fro (“bellows”) murmur at the aortic area, yet 
without displacement of the apex beat, had served 16 
months, including six at trench work in France. He had 
no symp’oms whatever and the aortic incompetence was 
discovered at a chance examination. 

C. So-called Soldier's Heart (JO Cases). 

(1) Etiology ; (2) Symptoms ; (3) Physical signs ; 
(4) Exertion test; (5) After-history; (6) Nature of the 
condition ; and (7) Conclusions. 

After dismissing briefly the eases with non-cardiac condi¬ 
tions and those with valvular disease, there remain 40 
patients to be considered more closely. They were men 
who complained of cardiac symptoms, especially breathless¬ 
ness and pnecordial pain, but in whom no physical sign of 
heart disease could be found. In the Army Medical Service 
they would be classified under D.A.H., and in medical litera¬ 
ture they have been referred to as “soldier's heart." The 
terms “irritable heart” and “heart strain" have been 
employed, but their use is open to criticism. These 40 cases 
are summarised at the end of this paper; the full notes on 
them are the foundation for the following statements on the 
etiology, symptoms, and signs of this group of patients and 
for the subsequent discussion on the nature of the condition. 

Etiology. 

Age. —The average age of these patients was 30 years. Of 
men between the years 17 and 20 there were 6 ; between 21 
and 30,17 ; between 31 and 40. 9 ; and between 41 and 50, 8. 
One patient, aged 51, was the only man above 45 years of 
age. 

1. Infections. —(») Before enlistment. Four patients gave 
a history of acute rheumatism, and 3 of them had symptoms 
before enlistment (Cases 11, 18, and 19). Two men 
(Cases 13 and 18) had contracted enteric fever during the 
South African War, 2 gave a history of pneumonia, and 2 of 
pyrexia of unknown origin (Cases 3 and 24). The following 
infections had occurred, each in one case : syphilis, 
dysentery, repeated colds (Cases 21, 4, and 6). Thus in 
12 out of 40 cases there was a history of an infection 
which may have been the cause, and 8 of these had 
symptoms before the war. In addition 7 patients said they 
had scarlet fever in childhood, though none diphtheria. 
(A) After enlistment. In 5 patients, previously healthy, 
cardiac symptoms followed immediately upon an illness 
during military service. In 2 of them (Cases 9 and 10) 
“ influenza ” preceded an attack of angina pectoris; in the 
remaining 3 symptoms appeared after trench feet and 
lumbago (Case 25), lumbago (Case 33), and pains in back and 
joints (Case 28). 

2. Tobacco. —Two men admitted that they were heavy 
smokers. Sixteen smoked cigarettes and claimed to be 
moderate (5-10 a day). Ten smoked a pipe (1-3 oz. weekly), 
rarely cigarettes. Four smoked little, not more than one or 
two cigarettes a day, and 1 was a non-smoker (Case 20). In 
7 there is no note as to smoking. It is noteworthy that 
about half the cases either smoked a pipe or were very light 
smokers. 

3. Alcohol. —Ten patients were total abstainers ; three had 
been rather heavy beer drinkers before they left England, 
but, as usual, had taken less in France. The remainder may 
be considered moderate drinkers. 

4. Muscular strain. —Among 40 cases only 4 gave a history 
ascribing the onset of symptoms to a particular exertion. 
Case 3 first noticed praacordial pain after marching several 
miles with a full pack on a hot day ; it recurred on sub¬ 
sequent moderate exertion. Eighteen months before, he had 
been confined to bed for five weeks with 1 ‘ influenza. ” Cases 
9 and 10 suffered from an attack of angina pectoris during 
exertion, but each had just returned to duty after “influenza.” 
Case 20 experienced no symptoms until subjected to un¬ 
usually severe trench work, and then slight breathlessness 
and pain preceded by three weeks the sudden onset of severe 
pain while carrying a heavy weight, 

5. Hyperthyroidism.—In two only among the whole 90 
patients was there evidence of enlargement of the thyroid 
gland ; they are included above in the non-cardiac series. 
Not a single patient considered as “ soldier’s heart ” showed 
any enlargement of the gland or any other signs or symptoms 
which, combined, would justify a diagnosis of hyper¬ 
thyroidism. 
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Sy mptems. 

An unexpected result of inquiries into the medical history 
of patients before enlistment was the frequency with which 
similar symptoms had been present for years before the war. 
This was true of no less than 29 of the 40 cases. In support 
of their assertion is the fact that 24 of these had symptoms 
as soon as they began to train ; the remaining 5 had little or 
no training. Seven bad been compelled to obtain lighter 
civil employment because of their disability. If we except 
9 men whose symptoms had only been slight before enlist¬ 
ment (“always short-winded ”), there remain 20 out of 40. 
exactly half the cases, who had had on exeition definite 
shortness of breath, palpitation, or pain before they joined 
the Army. 

That the symptoms arose from the heart can scarcely be 
questioned. The dependence of the breathlessness and pain 
upon exertion and the frequency of pnecordial pain are 
characteristic. The symptoms are identical with those shown 
in valvular disease. 

In all cases shortness of breath was induced by exertion 
and was absent during rest, except in Cases 11 and 21. 
Under training doubling was almost invariably mentioned 
as the source of greatest difficulty; indeed, many were 
excused doubling on this account. Marching produced 
shortness of breath or pnecordial pain. Several complained 
of symptoms when marching to and from the trenches, but 
said they felt well enough while in them. Among mounted 
men, riding at a moderate pace was tolerated, but trotting 
invariably induced their symptoms. In 4 cases the excite¬ 
ment of shell-fire provoked palpitation or giddiness (Case25), 
pnecordial pain (Case 35), and palpitation (Cases 33 and 36). 

(a) Shortness of breath. —This was present on exertion in 
every case except one (Case 3). 

(i) Pain. —Pain had occurred in 24 cases—i.e., more than 
half ; in 6 it was severe, in 14 moderate, and in 4 it was 
slight. With one exception (Case 3), all patients with pain 
had also some breathlessness on exertion. Needless to say, 
the patient’s own diagnosis of pain over the heart was not 
accepted without criticism. He was asked to point to the 
site, and this is indicated in the summarised histories. The 
pain was usually of an aching character ; with more severe 
exertion it became sharp. It was limited to the region of 
the apex beat in 8 cases, to the fourth left space (anteriorly) 
in 3, and to the fifth space in 2. In 4 patients the pain 
occurred in a larger area, including the third, fourth, 
and fifth spaces. Three men described severe pain with 
extension down the left arm, which might permit its 
description as angina pectoris (Cases 9, 10. and 11). Of 
a different character was the pain in Cases 28, 29, and 38, 
who felt a gripping sensation across the lower half of the 
front of the chest as the result of effort. Cases 26 and 28 
complained of a “weak feeling” in the left breast and 
left arm respectively, and Case 7 of cramp in the left arm. 
In two patients the pain was felt at the left costal margin 
and may not have been cardiac. 

(o) Palpitation. —This was one of the complaints in 26 
of tiie 40 cases, and a prominent one in 9 cases. (Cases 32-40.) 
Nine felt it during exertion, 9 others particularly on excite¬ 
ment but also on exertion. In 2 of the 5 patients whose 
description suggested irregularity of the heart, premature 
contractions were noted clinically. 

(tl) (giddiness. —This was present in half the patients and 
a prominent symptom in Cases 1 and 14. It usually accom¬ 
panied the other symptoms on exertion. 

(e) Exhaustion —This is a complaint difficult to assess in 
a medical history. Sixteen patients said that they were 
easily exhausted—e.g., on the march ; weakness of the legs 
was specially mentioned by 3, as one of the symptoms which 
made them fall out on the march. 

(/') Other symptoms.— Sweating was mentioned by 6 men 
as one of their complaints. “ Faint feelings " were a source 
of trouble to several men. and actual syncope had occurred 
since enlistment in 3 (Cases 15, 23, and 35). Repeated 
headaches had troubled 3 patients. 

Nervous symptoms. —It will be remarked, in glancing 
through the summaries, that 9 cases (Cases 32-40) differ to 
some extent from the rest. Palpitation was a prominent 
symptom with them and had been present in 7 cases for 
years ; it is noteworthy that they also had breathlessness or 
pain on exertion. Of these 9 patients, 5 (Cases 32, 35, 36, 
37 ( and 39) were of a nervous temperament, (lushed readily, 
and were easily excited ; both in appearance and manner the 


remaining 4 were normal. The first two of the nervous 
patients said, “My nerves are gone” and "I cannot stand 
it.” The “ attacks ” in Cases 32, 33, and 37 were similar ; 
they were induced by excitement as well as by exertion, 
palpitation was accompanied by “fullness in the throat,” 
tingling of fingers or coldness of feet, and sweating. The 
attack lasted from half an hour to an hour, during which 
time the patient felt quite exhausted, “dead beat.” 

Physical Signs. 

As cases with valvular disease of the heart and diseases 
other than cardiac have been separately considered above, 
it is to be expected that abnormal physical signs will here 
be few. The physique and general appearance of these 
patients did not differ greatly from that of other medical 
cases admitted to the clearing station. A few of nervous 
temperament are cited above when describing symptoms. 

The rate of the pulse. —The average pulse-rate among these 
40 patients, while lying down, was 75 per minute. It was 
below 70 in 12, between 71 and 80 in 13, and between 81 and 
90 in 11 cases. In 3 patients only was the rate higher than 
90. In Case 25 it was found to be 92-104 on five successive 
days ; in Case 22 it was 90 96 on three successive days ; in 
Case 13, 94 -110 on three days of observation. It will be 
seen that, while it Is higher than that of normal men, the 
average rate among patients with "soldier's heart" is not 
high ; so that tachycardia is not a feature of the group as a 
whole. For the effects of posture and exertion on the pulse- 
rate see the section on exertion tests. 

The size of the heart. —In the absence of opportunities for 
orthodiagraphy and recognising the unreliability of per¬ 
cussion in slight changes in size, it was decided to use the 
position of the apex beat as the guide, with the patient 
recumbent. Among my 40 patients this was felt in the fifth 
(occasionally fourth) space, internal to the nipple line in 
23 eases ; in the nipple line in 6 cases ; and just external to 
that line in 2 cases only (Cases 12 and 19). In no case was 
the impulse felt in the sixth intercostal space. In 9 men 
the apex beat was not palpable, but to percussion the heart 
was not enlarged. Hence evidence in favour of enlargement 
of the heart was only present in two cases (Cases 12 and 19), 
unless palpation of the apex beat in the nipple line is so 
regarded. In the 6 cases where this was its position not 
even a faint murmur was heard. 

Auscultatory signs. There was no alteration in the heart 
sounds and no murmur in 26 cases out of 40. In Cases 2 
and 11 the heart sounds were distant, and in Cases 1, 16, and 
19 \<j f.) they were modified. A short soft systolic murmur 
was heard at the apex iu 9 oases only, and in them the 
pulmonary second sound was not accentuated. In 5 of 
these where the test is noted the murmur was absent on 
standing. 

In Cases 2. 26. and 37 the radial arteries were thickened 
more than usual at their ages— 43, 51, and 38 years respec¬ 
tively , but their urine contained no albumin, and there 
seemed little in favour of considering their symptoms to be 
due to arteriosclerosis. The urine was examined in 21 oases, 
not in the earlier patients seen, and was free from albumin. 
Premature contractions were noticed in 3 patients, and in 
Case 32 they occurred after every normal beat (pulsus 
bigeminus). 

Exertion Test. 

In all but three cases the following exertion test was 
applied. After the patient had been lying on his stretcher 
for half an hour the pulse-rate was taken by palpation, 
counting one-half minute. He was then told to stand, and 
the pulse-rate was immediately counted during the next half 
minute. Then he was accompanied while climbing 20 steps 
at a moderate pace, and his pulse was again taken in 
the same wav. The symptoms provoked were inquired for 
and controlled by observation. The object was twofold: 
first, to determine the functional efficiency of the heart by 
noting the symptoms produced in different patients by the 
same amount of exertion ; and, secondly, to decide whether 
the increase in pulse rate bore any relation to the severity of 
the symptoms produced. 

1. The symptoms induced by a standard amount of exertion 
as a test of myocardial efficiency. —In the absence of. physical 
signs of heart disease, symptoms assume an especial import¬ 
ance, and a clinical test which reproduces them becomes 
most necessary. Five patients (Case9 10, 11, 22, 23, and 27) 
i showed rather severe shortness of breath ; they were panting 
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after climbing 20 steps or, in Cases 10 and 11, after walking 
30 yards slowly. Yet examination revealed no physical 
signs of heart disease, and their pulse-rate did not increase 
on the test exertion more than that of patients without 
breathlessness after the test (see table). We are led to 
conclude, however, from the medical history and from the 
severe symptoms induced by an easy exertion test, that they 
were suffering from considerable cardiac insufficiency. Of 
the remaining patients, about half showed a slight or 
moderate degree of breathlessness after the exertion test 
and the other half showed none. Regarding cardiac 
efficiency, the test gave evidence which was valuable both 
in controlling the patient's assertions and in deciding the 
grade of disability. 

2. The inoreate in pulse-rate after a itandard amount of 
exertion .—This proved to be valueless as a means of estimat¬ 
ing cardiac efficiency. Reference to the appended table 
shows that, although the increase is greater in these patients 
than in normal men, this increase bears no relation to the 
production of symptoms. The patients without breathless¬ 
ness after the test, those suffering slight breathlessness, and 
those suffering severe breathlessness, all showed an increase 
in pulse-rate of much the same degree. 


Table showing the Incidence of Breathlessness and Increase in 
Pulse-rate after Exertion Test. (Cases of “ soldier's heart ' 
and controls.) 


- 
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A/ter-history. 

The prognosis in this group of patients can only be decided 
when a large number of them have been followed over a 
long period of time. Some information on the early alter- 
history of the cases recorded in this paper is now available. 
At the end of May, 1916, a personal letter of inquiry was 
sent to the home address of each man, with a request that 
it should be forwarded to him. When this failed to elicit a 
reply, inquiries were made at his depot or battalion. In 39 out 
of the 40 cases replies were received and a short note on the 
early after-history oE each man will be found at the end of 
each summary. It is rather disappointing to learn how few 
are back on full duty and free from symptoms. The present 
condition of the 40 patients after an average period of 
7 months (minimum 4 months, maximum 14) from the date 
of reporting sick is as follows :— 


Full duty; no complaints . 

„ „ slight symptoms 

,, ,, no better . 

Light duty ; no complaints. 

„ ,, slight symptoms ... 

„ ,, no better . 

Still in hospital ; improving ... 

,, „ ,, no better 

Discharged permanently unfit, 

and no better. . 

One killed, one deserted from 

home service. 

Not traced. 


4 (Cases 19, 28, 34, 39). 

2 (Cases 3, 5). 

3 (Cases 6, 24, 31). 

1 (Case 36). 

5 (Cases 1,10, 30. 32, 35). 
11 (Cases 2,8,12,14,16.18, 

21,22, 26, 27, 37). 

4 (Cases 7, 20, 23. 40). 

3 (Cases 15, 25, 33). 

4 (Cases 9, 13, 29, 33). 

2 (Cases 4,17). 

1 (Case 11). 


Total . 40 


A few of the patients complained in their letters that they 
were being retained on duty although they felt quite unfit 
for it. This may or may not be true, for the absence of 
abnormal physical signs makes it easier for a shirker to 
exaggerate his symptoms. But it seems that considerable 
symptoms are often disregarded by medical officers when 
they fail to find the physical signs upon which they have 
been taught to rely. On the other hand, it has been asserted 
by medical officers at training camps that they find- it 


extremely difficult to obtain consent to the discharge of 
recruits who, though incapable of sustaining the drill and 
marching, present no conclusive physical signs of heart 
disease. It would surely be a considerable saving if such 
men, potential invalids and unfit to be soldiers, could be dis¬ 
charged from the Army while still recruits. If this were 
done the number of these cases going sick while on active 
service could be considerably reduced. If, as is suggested, 
the symptoms in many oases are merely unmasked by military 
duties and the disability was present before enlistment, such 
men will return to their civil employment without any 
permanent disadvantage from their military service. 

Treatment directed to overcome a persistent cardiac defect 
is unlikely to be successful in returning men to full duty as 
soldiers, but in patients whose disability has arisen during 
active service better results may be obtained from treatment, 
and much attention is now being given in the Army Medical 
Service with this end in view. The importance of sufficient 
rest and abstention from full duty in patients convalescent 
from acute infections is emphasised by several of the 
histories. 

The Xature of So-called " Soldier't Heart.” 

The war has revealed the presence among soldiers of a 
large number of men who present symptoms, especially 
breathlessness and prmcordial pain, suggesting heart disease, 
but in whom no signs of disease are found on physical 
examination. Attention has been directed to them in 
previous wars and to a less extent during peace. Their 
importance from a military standpoint is obvious ; for these 
men, although passed by the recruiting medical officer as fit, 
prove unable to carryout their duties as soldiers. In addition 
to its national significance, the existence among the civil 
population (from which soldiers are drawn) of so many men 
whose hearts prove inadequate for the exertion inseparable 
from military service provides a problem of considerable 
medical importance. 

Certain views have been advanced respecting the nature 
of this group of patients. It lias been ascribed to hyper¬ 
thyroidism. Enlargement of the thyroid gland, tachycardia, 
and nervous disturbances are the leading features of this 
disease in the absence of exophthalmos. The only two 
among our 90 cases in whom the thyroid gland was enlarged 
are noted in the non-cardiac series ; no enlargement was 
detected in any of the 40 patients now being considered. 
Tachycardia was notably infrequent among them, as will be 
seen on reference to the rates given in the section on 
physical signs The rapid heart of hyperthyroidism tends 
to be rapid when the patient is at rest; the average 
pulse-rate of these patients at rest was 75 per minute. 
Nervous disturbances were present in several cases, as 
might be expected, but not of a character or degree to 
suggest hyperthyroidism as their exciting cause. Excessive 
smoking, especially of cigarettes, has been blamed as the 
source of the disability, yet half these patients were either 
pipe-smokers or smoked very little. Smoking is undoubtedly 
an accessory cause in certain patients. In the past many 
cases of cardiac disability have been regarded as the 
immediate resnlt of some special muscular effort. Of 
recent years, however, there is a growing conviction that it 
is rare for physical strain alone to injure a heart which was 
previously healthy. In most cases of so-called “ heart 
strain," where symptoms seem to date from some unusual 
effort, careful examination reveals the presence of old disease 
or of a new and abnormal rhythm, or the history includes a 
recent infection. Among 40 patients only four attributed 
the onset of symptoms to a particular exertion; these 
histories are examined above under etiology. Although 
functional nervous disease may be present in a few of the 
patients, it cannot be held to explain the larger number ; and 
malingering could only give rise to error in an occasional 
case. 

The 40 patients who remained after excluding those with 
valvular and non-cardiac disease suffered from cardiacdisea.se 
or disorder difficult to place in any medical category. No 
doubt exception will be taken to the inclnsion of some 
patients in this series. It may be said that we are con¬ 
fronted with a mixed group of cardiac diseases and disorders ; 
and this is the writer’s opinion. 

The fact that more than half the patients had shown the 
same symptoms in civil life suffices to prove that the dis¬ 
ability is not one peculiar to soldiers; rather is it one 
unmasked by war conditions or revived by the exigencies of 
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a soldier's life. In civil employment a man can " take his 
own time,” and the work is that to which he has been 
accustomed for years. Where the disability did first show 
itself during military service the apparent causes were 
various. In some it clearly resulted from an infection. In 
a few men the strain of campaigning was disclosed by 
cardiac as well as by nervous symptoms. The mental and 
nervous element in those undergoing the strain of war cannot 
be overlooked. The sensations which arise from a disordered 
heart must be received by the central nervous system and 
realised in the consciousness of the individual. A slight dis¬ 
order of the heart appreciated by a too sensitive nervous 
system may lead to complaints, genuine enough, bat of 
greater intensity than a man with a normal nervous system 
would feel. 

In most cases, where the cause of cardiac impairment is 
obscure, the heart proved capable of bearing an average 
amount of strain, but that demanded by military necessity 
became excessive for the individual and symptoms began to 
appear. It was not “ heart strain ” from a particular exer¬ 
tion, but an inability of the heart to cope with the arduous 
work involved in, say, a prolonged march with a full pack. 
The question arises whether the heart muscle is healthy in 
these men. Progress in the realm of heart disease has 
been so great in recent years that it may be salutary for us 
to encounter this group of patients, isolated by the condi¬ 
tions of war. for whom our physical methods of investigation 
are found inadequate. Before the war Sir James Mackenzie 
was urgingthat more attention should be directed to the study 
of the efficiency of the heart muscle ; and now, confronted 
with patients like these, more knowledge on this subject is 
imperative. If a soldier is unable to carry out the task his 
fellows perform because he becomes breathless and experi¬ 
ences prascordial pain, we cannot be content to say that no 
physical signs of heart disease are present; the fact remains 
that the heart is inefficient. If the methods habitually used 
for the elucidation of cardiac disease are insufficient, other 
methods must be utilised and other tests devised. 

Until the physical signs of myocardial disease or impair¬ 
ment are more satisfactory, attention must be directed to 
symptoms, their mode of production, interpretation, and 
significance. All our patients were separated by a test of 
myocardial efficiency—the physical exertion incidental to 
active service. This test can be imitated clinically to some 
extent by noting the symptoms produced in different patients 
by a standard amount of exertion. When this test was 
applied to cases in our series all grades of disability were 
found. Some were actually panting when they had climbed 
but 20 steps, and that slowly. If the history shows that a 
disability of so serious a degree is permanent the diagnosis 
of myocardial disease is surely permissible. But it was not 
found possible to separate these cases with myocardial 
disease from the rest. There was every gradation from the 
men incapable of climbing the steps without panting to those 
in whom the test failed to produce any symptom ; just as in 
the history there was every grade of disability from the man 
unable to march a hundred yards to the man only a little 
below the average in his marching capacity. Hence it is 
difficult to decide when the diagnosis of myocardial disease 
is warranted. It may be that myocardial disease of different 
grades accounts for a large number of the patients under 
consideration. In the milder cases we may assume the 
presence of some functional and perhaps temporary dis¬ 
order of the heart. But in cases where the disability has 
been present for years, showing itself slightly at civil work 
and more on military training and campaigning—whenever, 
indeed, the exertion test was sufficiently applied—it becomes 
reasonably certain that there exists some pathological 
change in the heart muscle. The after-history of failure to 
improve with rest and treatment, given by so many of these 
patients, supports this hypothesis. 

Conclusions. 

1. Among soldiers in training and on active service are 
found a number who report sick for cardiac symptoms on 
exertion, but show none of the physical signs indicative of 
heart disease. 

2. These men are the subjects of a cardiac disability 
which is unmasked by the exertion required of a soldier. It 
is not a specific variety of heart disease and needs no such 
name as “soldier’s heart.” In about half the cases in this 
series the disability had been present to some extent in civil 
life and was therefore not the result of military service. 


3. The relative cardiac inefficiency may be : («) A sequel 

of acute rheumatism, dysentery, “ influenza,” or other 
infection. (3) The result of myocardial changes due to 
age, especially in soldiers over 40. (c) Associated with 

functional nervous disorder, particularly where palpitation is 
a prominent complaint, (j) Due to endowment with a 
heart of limited efficiency, so that the individual has “ always 
been short-winded ” and fails to improve under training. 
The cause may be a congenital incapacity for full develop¬ 
ment of the heart, an unrecognised infection during infancy, 
or the absence of physical training during adolescence. 

4. A simple exertion test, such as climbing 25 to 50 steps, 
reproduces the symptoms in these patients and so furnishes 
valuable information on the functional efficiency of the 
heart. The rate of the heart at rest is little higher than that 
of normal men. though the increase on exertion is greater. 
Nevertheless, the increase of rate on exertion bears no rela¬ 
tion to the symptoms elicited, and is therefore valueless in 
judging the functional efficiency of the heart. 

5. Some degree of myocardial disease is present in a 
number of cases ; witness the history of infection, especially 
acute rheumatism, the long history and persistence of the 
disability, and the reaction to simple exertion tests. 

6. The absence of abnormal physical signs in the heart of 
a soldier should not prevent his discharge from the army if, 
under training or on active service, he shows breathlessness 
and pnecordial pain whenever he undergoes exertion well 
borne by his fellows. 

Cases of So-called Soldier's Heart. 

Case 1.—Corporal -(Regimental No. 12531), aged 21. 

History : Miner ; quite well before enlistment in August, 

1914. March, 1915, to France. About June began shortness 
of breath and palpitation on exertion. Later, prtecordial 
pain (fifth space between nipple and middle line) and 
giddiness, even on walking. August, admitted to Casualty 
Clearing Station (C.C.S.). Examination : Apex beat, fifth 
intercostal space, internal to left nipple line. First sound 
duplicated at all areas; second sound duplicated, but not 
loud, at base. No murmurs. Nine months later: Light 
duty, slight symptoms. 

Case 2.—Private-(10176), aged 43. History: Age 22 to 

32 in Army, quite well. Age 34 to 42, stone worker. Occa¬ 
sional pain at left costal margin on exertion ; doubtful 
whether short of breath. August, 1914, re-enlisted. October, 
to France. December, to England with shortness of breath, 
swelling of feet, aud pain as described. June, 1915, again to 
France. Unable to march because of dyspnoea, palpitation, 
and pain. September, admitted. Examination : Apex beat 
not felt. Heart sounds distant. No murmurs. Radial 
arteries moderately thickened. Nine months later: Light 
duty, no better. 

Case 3.—Lance-Corporal - (13633), aged 28. History: 

Heavy work as smith; no illnesses except “influenza and 
bronchitis'' in January, 1914. September, enlisted. July, 

1915, to France. In August, during a march, felt sudden 
sharp pain near apex beat, accompanied by nausea, dizzi¬ 
ness, sweating, and palpitation, and followed by aching in 
left breast. A mouth later similar attack while bomb 
throwing. No complaint about breath. September, admitted. 
Examination : Apex beat, fifth space, internal to nipple line. 
At apex, short soft systolic murmur, disappearing on stand¬ 
ing. Pulmonary second sound not accentuated. Nine months 
later: Full duty in France, slight pain. 

Case 4,—Corporal-(8344), aged 39. History: Age 21 

to 28, in Army; served in South African War. Age 26, 
dysentery in Egypt. Age 28 to 38, machineinan ; quite well. 
August, i914. re-enlisted. April, 1915, to France. July, began 
dull pain at apex beat, especially on marching, also short¬ 
ness of breath and exhaustion. September, admitted. 
Examination: Apex beat, fifth space, in the nipple line. 
Heart sounds normal; no murmurs. Six months later: 
Killed on active service. 

Case 5.—Gunner - (27417), aged 28. History: Age 19 

(1907), enlisted; later in Reserve; quite well. August, 1914, 
to France with Royal Garrison Artillery. Since March, 1915, 
slight shortness of breath on exertion, also palpitation aud 
stabbing pain at left costal margin. Two weeks before 
admission, mild attack of bronchitis, but some shortness 
of breath aud palpitation persisted. September, admitted. 
Examination: Apex beat not felt. Heart sounds normal. 
Short faint systolic murmur at apex, not conducted out. No 
sigas of bronchitis. Nine months later: Full duty in France, 
slight palpitation only. 

Case 6.—Private - (14689), aged 22. History : Always 

subject to colds ; no other infections. Since age of 17 palpi¬ 
tation and shortness of breath on exertion. Light bench- 
work. September, 1914, enlisted; same symptoms on doubling 
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or hurrying. September, 1915, to France. Palpitation, short¬ 
ness of breath, exhaustion, and dull pain in fourth to sixth 
left spaces about nipple line, all on marching. After one 
month admitted. Examination: No abnormal physical 
signs. Eight months later: Full duty in France, but no 
better. 

Case 7.—Private —— (4228), aged 28. History: At school 
and at light work as packer, easily out of breath; “wind” 
never good. Palpitation, dizziness, and occasional priecordial 
ain on exertion. May, 1915, onlisted Sharp pain in left 
reast and shortness of breath at drill. Slight dizziness. 
September, to France. Sharp pain from third to fifth space 
in nipple line and shortness of breath whenever marching 
with pack. Palpitation also at night. After one month 
admitted to C.C.S. (October). Examination: No abnormal 
signs. Eight months later : Hospital, improved, still pain. 

Case 8.—Private -(1129), aged 30. History : Since at 

school and whilea labourer, palpitation, priecordial pain and 
breathlessness on exertion. September, 1914, enlisted. 
November, to France; palpitation and exhaustion during 
trench work. Since August, 1915, breath very short on 
march, with sweating and palpitation. October, admitted. 
Examination: Apex beat, fifth space, internal to nipple line. 
Short soft systolic murmur at apex, disappearing on 
standing. Seven months later: Garrison duty, no better. 

Case 9.— Private —— (469), aged 28. History: Wheel¬ 
wright; quite well. December, 1913, joined Reserve. 
August, 1914, to France. Quite well until two weeks before 
admission, when he was in bed four days with “ influenza ” 
(headache, pains in chest, loss of voice). On return to 
sentry work, priecordial pain on walking. While in bed. 
attacks of severe pain beginning in fourth left space and 
extending down inner side of left arm. The pain lasted 
about five minutes and recurred every hour; it left the arm 
weak and tingling. No shortness of breath during the 
attacks. A week later, February, 1915, admitted. Slight 

g rmcordial pain on admission. Examination : Apex beat, 
fth space, in nipple line. Heart sounds normal, no murmurs. 
Fifteen months later: Still some pain. January, 1916, dis¬ 
charged permanently unfit. 

Case 10.—Private-(997), aged 21. History: Farm 

labourer; quite well. August, 1914, mobilised from Reserve 
and sent to France. One month before admission, “in¬ 
fluenza’’; in bed three days with pyrexia, weakness, and 
cough. On returning to duty experienced attacks of sharp 
pain from apex beat to anterior fold of axilla and down left 
arm to elbow. These attacks were induced by exertion as 
lifting and lasted several minutes, stopping suddenly. He 
also found himself short of breath on moderate exertion. 
March, 1915, admitted. Examination: Apex beat, fifth 
space, internal to nipple line. Heart sounds normal. Four¬ 
teen months later: Light duty, almost well. 

CASE 11.—Sergeant-(84818), aged 36. History : Aged 

17 to 29 in Army. In 1908 acute rheumatism ; discharged 
from Army. Since aged 32 furnaceman ; shortness of breath 
and palpitation on severe exertion. Syncope three times. 
August, 1914, re-enlisted. Attack of orthopnosa and mdema 
after exposure at a review. Improved and went to France 
in May, 1915. Priecordial pain and breathlessness on severe 
exertion. Five days before admission, while carrying 
telephone wire under fire, felt sudden pain at apex beat 
shooting down left arm, “I thought I was shot." Fell down 
very short of breath. Left arm remained sore and weak. 
Two days later similar attack but with unconsciousness; 
left arm useless. Two days later, August, admitted. 
Examination: Slight breathlessness, no pain. Apex beat 
not felt, area of cardiac dullness not enlarged. Heart sounds 
distant, no murmurs. 

Case 12.—Private - (13661), aged 20. History; Age 

12 to 16, newsboy, much running and exposure. Carpenter. 
Pain at apex beat and breathlessness on exertion during 
three years before enlistment. September, 1914, enlisted. 
Prsecordial pain and shortness of breath on marching during 
training and since arrival in France. November, 1915, 
admitted to C.C.S. Examination: Apex beat, fifth space, 
just external to nipple line. Heart sounds normal; short 
faint systolic murmur at apex,absent on standing. Pulse 80. 
Seven months later: Garrison duty, no better. 

Case 13.—Private -(5183), aged 35. History: Age 20, 

enteric fever in South African War. Age 25 to 34, boiler¬ 
maker, heavy work, quite well. August, 1914, mobilised 
from Reserve. P’ell out on march during training and in 
France with breathlessness, palpitation, and exhaustion. 
July, 1915, after six miles marching, while very short of 
breath, felt his heart stop, became giddy, and fell down 
gasping. August, admitted. Examination: Apex beat, 
fifth space, internal to nipple line. Heart sounds slightly 
distant, no murmurs. Five months later: No better, dis¬ 
charged permanently unfit. 

Case 14.—Driver-(9229), aged 33. History : Labourer, 

but had to get light work because of shortness of breath on 


exertion. August, 1914, enlisted. During training and later 
in France riding produced breathlessness and palpitation. 
The breath became worse, “ couldn’t possibly run,” and he 
became giddy even on mounting a horse. November, 1915, 
admitted. Examination: No abnormal signs. Six months 
later: Rase duty, no better. 

Case 15.—Private-(5132),aged 19. History: Machinist. 

Frequent faint feelings. Shortness of breath and palpitation 
on over exertion. Could not cycle as far as his friends. 
September, 1914, enlisted. Fell’ out at drill and on the 
march with breathlessness. August, 1915, to France; 
same symptoms and also syncope. November, admitted. 
Examination: Apex beat not felt. Short faint systolic 
murmur at apex, absent on standing. Six months later: 
Still in hospital, no better. 

Case 16.—Gunner-(62006), aged36. History: Labourer. 

Age 30, obtained lighter work on account of shortness of 
breath, palpitation, and giddiness on exertion. Heavy beer 
drinker. September, 1914, enlisted. Breathless on doubling, 
discharged from Army. January, 1915, re-enlisted. June, 
to France. Unable to march because of breathlessness, 
priecordial pain at apex beat, palpitation, and exhaustion. 
Examination: Apex beat not felt. Short soft systolic 
murmur at apex. Second sound duplicated at all areas. 
Pulse 84, small volume ; artery not thickened. Six months 
later: Base duty, no better. 

Case 17.—Private- (12074), aged 30. History: Metal 

polisher. Good boxer in youth. Since age 24 palpitation on 
excitement and in bed. Games relinquished for this reason 
and for shortness of breath. August, 1914, enlisted. Work 
in stores. June, 1915, to France. Fell out on march or on 
handling sacks, because of breathlessness, palpitation, and 
faint feelings. November, admitted. Examination : Apex 
beat, fifth space, internal to nipple line. Short soft systolic 
murmur at apex. After six months : Home service, deserted 
April, 1916. 

Case 18.—Corporal -(1339), aged 42. History: Age 19 

to 31 in 17th Lancers. "Was your wind fairly good?" "No, 
my breath has never been what it should be." Age 27, 
enteric fever during South African War. Age 39 and 41, acute 
rheumatism. Age 31 to 41 in Reserve; light work; breath 
short on walking home, a mile. January, 1915, re-enlisted ; 
to France as mounted police. Breath short when trotting. 
September, after trotting 500 yards, sudden severe pain in 
fourth left space, internal to nipple line; localised; lasted 
ten minutes; breath short; "I felt that my last day had 
come." Since this attack pain and breathlessness whenever 
he tries to trot. December, admitted. Examination: No 
abnormal physical signs. Five months later: Light duty, 
no better. 

Case 19.—Private-(18581), aged 30. History: Shopman. 

Never played games ; “ I could never run without being 
puffed." Age 24, acute rheumatism. Breath became worse; 
occasional pain in sixth left space about nipple line. May, 
1915, enlisted. Excused drill and marching because of 
breathlessness. September, to France. On marches to and 
from trenches shortness of breath, priecordial pain (sixth 
space, in nipple line), palpitation, and dizziness. December, 
admitted. Examination : Apex beat, fifth space, half inch 
external to nipple line. First sound resembles second at 
apex. No murmurs. Six months later : Full duty in France. 

Case 20.—Private - (7559), aged 17. History : Age 12 ; 

acute rheuinatisfh (?). Painter. Long-winded, good cyclist. 
June, 1915, enlisted. “ Training did me good.” Long route 
marches well borne. November (seven weeks before 
admission), to France. Exhausting trench work ; no colds 
or other illnesses. Three weeks ago began to notice 
breathlessness, slight throbbing pain in left breast, and 
exhaustion, all on exertion. A week ago, while carrying a 
heavy waterpipe, felt a pain and strained feeling in the 
left breast, second to fifth spaces, with giddiness and 
shortness of breath. January, 1916, admitted. Examina¬ 
tion: No abnormal physical signs. The aching in the 
second, third, and fourth spaces persisted during a week in 
bed. Five months later: Still in hospital, much better. 

CASE 21.—Sergeant- (9050), aged 42. History: Age 18 

to 35 in Army ; good runner. Age 28, syphilis. Age 35, left 
Army and became miner. Bogan to notice shortness of 
breath on heavy exertion. March, 1915, re-enlisted. May, 
to France; short of breath on a long march. From 
November, more breathlessness and some pain below left 
breast, fifth to seventh spaces, on marching. January, 1916, 
admitted. Examination: Slight shortness of breath in bed. 
Apex beat not felt. Heart sounds normal; no murmurs. 
Four months later : Light duty, symptoms worse. 

Case 22.—Driver - (85694), aged 19. History: Never 

long-winded; relinquished heavy work as fitter on account 
of shortness of breath and became messenger. February, 
1915, enlisted; fell out on doubling with breathlessness. 
October, to France. Shortness of breath on riding; to 
i> 2 
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hospital. December, again in hospital for same complaint. 
January, 1916, admitted. Examination: No abnormal signs. 
Five months later : Base duty, no better. 

Case 23.—Private-(10918), aged 43. History : Brick¬ 

layer. Aged 40, pneumonia. One year breathless and giddy 
on hurrying. June, 1915, enlisted. Unable to double or 
march far because of breathlessness and also giddiness. 
Syncope three times. January, 1916, to France; reported 
sick with same symptoms and admitted to C.C.S. Examina¬ 
tion : No abnormal physical signs. Four months later: 
Still in hospital, improving. 

Case 24.—Private-(12016), aged 26. History: Age 20 

(1910), enlisted. Good runner. In 1913, five weeks in hospital 
in Egypt with pyrexia of unknown origin. Two months 
later sent to England as D.A.H. Gave up running because 
of breathlessness. August, 1914, mobilised and sent to 
France. Exhaustion and pain in left breast at retreat from 
Mons. Since December similar pain and also breathlessness 
on marching or on lifting. Examination: Apex beat, fifth 
space, internal to nipple line. Short soft systolic murmur 
at apex, localised. Pulmonary second sound not accentuated. 
Four months later: Full duty, but no better. 

Case 25.—Private-(11858), aged 22. History: Porter; 

light work; well. Good swimmer. August, 1914, enlisted. 
Training well borne. November, to France ; no symptoms. 
February, 1915, to England with trench feet and lumbago. 
November, again to France. Found himself breathless after 
marching a hundred yards. Palpitation and giddiness under 
shellfire. January, i916, admitted. Examination : Nervous 
temperament. No abnormal physical signs. Pulse-rate 
remained about 100, lying, during the five days under 
observation. Four months later: Seen personally in 
hospital, no better. 

Case 26.—Private - (7605), aged 51. History: Mill 

worker. Several years palpitation and breathlessness on 
heavy exertion. September, 1914, enlisted. Excused doubling 
and marching because of shortness of breath, palpitation, 
and weakness of legs. November, 1914, to France. Since 
October, 1915, symptoms worse and accompanied by a weak 
feeling in the left breast. January, 1916, admitted. Examina¬ 
tion : Apex beat, fifth space, in the nipple line. Heart 
sounds normal; no murmurs. Arteries, moderately thickened, 
perhaps more than usual at his age. Four mouths later: 
Light duty, no better. 

Case 27.—Private-(18722), aged 41. History: Labourer. 

Three years breathless and giddy on heavy exertion. March, 
1915, enlisted. Excused all drill and marching because of 
breathlessness. October, to France. Fell out, panting, on 
march, and admitted to C.C.S. January, 1916. Examina¬ 
tion: Apex beat, fifth space, in the nipple line. Heart sounds 
normal ; no murmurs. Four months later: Light duty, 
*• fairly well.” 

Case 28.—Private (55695), aged 30. History : Brick¬ 
layer ; quite well. February, 1915, enlisted. Good marcher. 
In France, July, off duty one week with pain in back and 
limbs. On return to duty, palpitation and‘ a weak feeling 
going into my left arm,” sweating, and giddiness produced 
by exertion or excitement. On running became “ blown ” 
and had pains across the front of the chest. Examination : 
No abnormal signs. Nine months later: After six months 
hospital, better; in India. 

Case 29.—Sapper-(132522),aged 44. History: Labourer. 

Three years short-winded and troubled with palpitation. 
October, 1915, enlisted. November, to France. Fell out on 
marches with palpitation, exhaustion, and shortness of 
breath. Light duty. January, 1916, admitted. Examina¬ 
tion: No abnormal physical signs. Four months later: No 
better, discharged permanently unfit. 

Case 30.—Corporal - (11196), aged 19. History: 

Mechanic. Two years occasional sharp pain near left 
nipple, with some difficulty in breathing. August, 1914, 
enlisted. Doubling produced prjccordial pain and breath¬ 
lessness, but could march steadily. April, 1915, to France. 
A week before admission, while walking, sudden giddiness, 
shooting pain in left breast, and a stifling feeling. Palpita¬ 
tion. Bruised feeling from left nipple to armpit. Several 
similar attacks since, alwayB with dvspncea. September, 
admitted. Examination : Apex beat not felt. No abnormal 
physical signs. Eight months later: Home service, 
improved. 

Case 31.—Private -(12259), aged 32. History: Age 18, 

pneumonia. Till age of 27, waiter ; age 27 to 31, miner, 
occasional pain across front of chest after long shifts. No 
shortness of breath. August, 1914. enlisted. On doubling 
he always felt a gripping Bensation across the front of the 
chest so that he could scarcely breathe. Similar symptoms 
on marching with full pack in training and since in France. 
August, 1915, admitted. Examination: Poor physique. No 
other abnormal physical signs. Nine months later: Full 
duty, but no better. 


Case 32.—Driver-(69599), aged 37. History: Gardener. 

Several years attacks of giddiness, sweating, and weakness; 
syncope several times. Readily short of breath on exertion 
and subject to palpitation. February, 1915, enlisted. On 
riding or drilling, breathlessness, dull pain in left breast, 
palpitation, and exhaustion. Easily excited. Hands go 
cola and numb. August, admitted. Examination: Thin 
and nervous. No abnormal physical signs. Nine months 
later: Base duty, some improvement. 

Case 33.—Driver-(.24779), aged 45. History: Machinist. 

Amateur boxer till age of 25. Since 1913, occasional pain in 
back, otherwise well. September, 1914, enlisted. October, 
to France. February, 1915, pains in back and attacks of 
palpitation with breathlessness and exhaustion, induced by 
riding or by excitement. Occasional aching pain at apex 
beat on trotting. August, admitted. Examination : Apex 
beat not felt. No murmurs. A premature contraction 
heard after each normal beat. Nine months later: No 
better, discharged permanently unfit. 

Case 34.—Private -(1813), aged 19. History : Carman. 

Sharp pain limited to anterior part of fifth left intercostal 
space, on severe exertion. Occasional attacks of dizziness 
and palpitation on exertion. August, 1914, enlisted. Similar 
symptoms during training ; marked “ Home service.” June, 
1915, to France. Attacks of dizziness, palpitation, and 
sweating. Pnecordial pain (fifth left space only) and some 
breathlessness on exertion. August, admitted. Examina¬ 
tion : Apex beat, fifth space, internal to nipple line. No 
murmurs. A premature contraction was heard after every 
few beats. Nine months later: Duty in India, no complaints 
in letters home. 

Case 35.—Corporal-(279), aged 28. History: Japanner. 

Syncope at school and every few months since. Nervous. 
Fingers often “go dead.” August, 1914, enlisted. Faint 
feelings at drill. June, 1915, to France. Exhaustion on 
march, also some breathlessness. Several weeks before 
admission, syncope and faint feelings. Pain from left 
nipple to costal margin when under fire. October, admitted. 
Examination: Depressed appearance; fingers cold. No 
abnormal physical signs in heart. Eight months later : 
Home service, symptoms slight. 

Case 36.—Sergeant—- (113181),aged 22. History: Teacher. 
Age 17, discontinued football because of palpitation, also 
rather short-winded. Age 18, joined Territorials. August, 
1914, mobilised. Light work as instructor. August. 1915. to 
France. A month later in a severe engagement. Since then 
exertion or excitement more readily produces palpitation 
and giddiness. Wind fair. October, admitted. Examina 
tion : No abnormal physical signs. Eight months later: 
Light duty in France, no complaints. 

Case 37.—Sergeant-(31673), aged 38. History : Age 18, 

enlisted. Age 23, during South African War, army clerk; 
palpitation troublesome, discharged from the Army as 
D.A.H. Clerk. Frequent palpitation with giddiness. Easily 
exhausted. August, 1914, re-enlisted. In France office work, 
frequent palpitation and exhaustion. Attacks of giddiness 
with these symptoms and gasping f<?r breath. August, 1915, 
admitted. Examination : Nervous temperament. Apex 
beat, fifth space, in the nipple line. Heart sounds normal; 
faint systolic murmur at base only. Radial arteries moder¬ 
ately thickened. Ten months later: Light duty, still 
symptoms. 

Case 38.—Private-(7571), aged 33. History: Shopman. 

Several years palpitation on exertion. Short-winded. August, 
1914, enlisted. In training easily exhausted and rather short 
of breath. October, to France. May, 1915, to England with 
exhaustion; returned to France in October. On marching, 
weakness, especially of legs, and tightness across front of 
chest. November, admitted. Examination: No abnormal 
physical signs. Six months later: Still in hospital, no 
better. 

Case 39.—Driver-(75068),aged 21. History : Labourer. 

Always short-winded and subject to palpitation. Age 18. 
enlisted, one year before war. Palpitation and some short¬ 
ness of breath. August, 1914, mobilised. In France never 
under fire. Palpitation increased and now occurs od the 
least excitement. Slight breathlessness. December, 1915, 
admitted. Examination: Nervous temperament. Apex 
beat, fifth space, internal to nipple line. Short soft systolic 
murmur at apex, disappears on standing. Five months 
later: Duty in Greece, no complaints in letters. 

Cask 40.—Private - (1707), aged 27. History: Clerk. 

Age 20 away from work four months with indigestion, pal¬ 
pitation, and weakness; symptoms persisted. April, 1915, 
enlisted, easily exhausted in training. November, to France. 
On marching exhaustion and some palpitation and breath¬ 
lessness. No indigestion. January, 1916, admitted. Exa¬ 
mination: Apex beat, fifth space, in the nipple line. Heart 
sounds normal ; no murmurs. Pulse-rate 100 to 110 for 
three days, then 80. Six months later: Still in hospital, 
much better. 
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AN ENTERIC-LIKE FEVER IN THE ANGLO- 
EGYPTIAN SUDAN. 

By ALBERT J. CHALMERS, M.D. Vict., F.R.C.S. Eng., 
D. P.H., 

DIRECTOR, WELLCOME TROPICAL RESEARCH LABORATORIES J 

AND 

NORMAN MACDONALD, 

JUNIOR BACTERIOLOGICAL LABORATORY ASSISTANT. WELLCOME 
TROPICAL RESEARCH LABORATORIES, KHARTOUM. 


Fevers caused by Eberth's bacillus and by the organism 
of paratyphoid A, and to a less extent paratyphoid B, are 
well known to occur in the Anglo-Egyptian Sudan, while 
Archibald, in the fourth report of these laboratories, has 
drawn attention to the presence of peculiar enteric-like 
fevers clearly separable from the above which are also met 
with at times. In addition to these varieties, last year we 
came across a number of cases of an enteric-like fever which 
were not caused by the ordinary organisms as shown by 
blood cultures, fiecal cultures, and agglutination tests. 
These cases caused us much trouble until we separated an 
organism from three of them which by agglutinating with 
the patient’s serum during the later stages of the illness 
appeared to be the causal factor, while its cultural and 
biochemical reactions indicated that it belonged to the 
Typhoid-Colon Group. As this organism does not appear 
to have been described, and as its recognition compelled us to 
devise some scheme by which the bacilli of this group could 
be readily recognised, we venture to bring forward the 
following remarks. 

Clinical Notes. 

After a preliminary period of from 1-3 days during which 
the patient suffers from headache, constipation, and malaise, 
with marked (Chart 1) or slight fever (Chart 2), the febrile 
attack sets in 
gradually, being 
associated with 
marked constipa¬ 
tion and headache 
and a disinclina¬ 
tion for mental or 
bodily work, and 
with all the usual 
signs and sym¬ 
ptoms of a mild 
attack of typhoid 
fever. As no organ¬ 
isms could be cul¬ 
tured from the 
blood calomel and 
salines were administered, and these relieved the headache 
but did not appear to influence the course of the fever. 
Intestinal antiseptics of various descriptions were tried, but 
they appeared to be useless. The diet was that usually given 
to a typhoid patient. 

After about seven days from the commencement of the 
true rise of temperature the fever, which had gradually 
risen (Charts 1 and 2) to a maximum lying between 101° and 
103° F., subsided quickly and in about another three days 
fell to normal when the disease ended (Chart 1), or to nearly 


The heart, lungs, liver, and spleen remained normal, and 
except for the usual febrile changes the urine was also 
normal. Except for headache the nervous system was 
normal, and no skin eruptions were noticed. The cardinal 
features of the illness were constipation, fever, relatively 
slow pulse, headache, malaise, and a general feeling of 
illness. The constipation naturally accentuates the incon¬ 
venience due to piles if present, which may cause unnecessary 
alarm if bleeding occurs. 

As no organism could be found in the blood it must be 
concluded that no marked septictomia could have been 
present, by which of course it is not meant that large 
quantities of blood—e.g., lOc.c.—might not have shown an 
organism, but unfortunately it did not occur to us to use 
more than small quantities, 1 to 2 c.c. of blood, as usual 
well diluted with broth, for this purpose. There being no 
marked septicaemia, it appeared to us that the fever was 
mainly toxoemic in nature, but it attracted local attention at 
the time because of its clinical resemblance to a mild attack 
of typhoid fever. 

Since recovery some of the patients whose histories are 
known to ns have kept quite well although more than six 
months have elapsed. The mortality was nil. The blood 
serum of these patients, as already stated, did not agglutinate 
B. typhosus or B. paratyphosus A or B. 

Causal Organism. 

A minute piece of the faeces, obtained in a sterile Petri 
dish from a patient, was taken up with the tip of a platinum 
needle and placed in the centre of a plate of Drigalski- 
Conradi's medium, over which it was distributed by 
thoroughly rubbing it in all directions by means of a sterile 
glass spreader. At the end of 24 hours bluish clear dewdrop 
colonies varying in size and regular in outline could be seen 
lying between the typical colon colonies. Later these 
colonies became slightly pink. When similarly plated on 
Fawcus’s medium they appeared at the end of 24 hours;as 
clear colonies regular in outline and varying in size lying 
among the typical colon colonies. 

When these colonies were investigated they were found’to 
be composed of non-motile. Gram-negative bacilli which 
fermented lactose in liquid media with the production!'of 
acid and gas, and in subcultures produced red colonies on 
MacConkey’s bile-salt lactose agar. This organism .was 
agglutinated either completely or nearly completely with the 
patient's serum in dilution of 1 in 50, and less completely 
1 in 100. in one hour after the tenth day of the illness. 
Eberth’s bacillus and the paratyphoid bacilli were not 
agglutinated though tested repeatedly by microscopical 
methods. The agglutination reactions, together with the 
disappearance of the organism from the motions after 
recovery, induce us to believe that it was the causal factor 
of this exceedingly mild type of fever, which we regard as 
probably merely toxsemic and producing but slight bodily 
reactions. 

The characters of the organism as grown from three 
patients were as follows :— 

Morphology .—It is a Gram-negative, non-motile rod 
measuring on an average about 4 microns in length by 1 in 
breadth. When treated with carbol-thionin or other stains 
it does not show any polar staining, being on the contrary 
quite homogeneous and having rounded ends. 


Chart 1. 



This chart illustrates the precursory fever ! 
which may occur before the real attack, and 
also a typical attack without a relapse. 


Chart 2. 
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In this chart there is but slight precursory fever, while the real attack ends on the fourteenth day and is followed by a relapse. 


normal, and was followed by a relapse of a more irregular 
and prolonged nature (Chart 2). When the temperature 
subsided all symptoms gradually disappeared and the 
patient felt quite well, but if the relapse occurred the 
headache, lassitude, constipation, &c., returned. At no 
time was any patient seriously ill and at no time did a 
purgative produce other than good effects. 


Biological characters .—It grows best aerobically at 
37° C., but it 19 a facultative anaerobe and can grow quite 
well at 20 22° C. and at 40° C. 

Cultural characters .—It grows well on agar-agar at 37° C., 
forming either isolated, raised, roundish, white colonies or an 
elevated whitish surface growth. It also forms a white 
growth, mainly along the track of the stab, in gelatin which is 


























140 The Lancet,] DR. CHALMERS A MR. MACDONALD : ENTERIC-LIKE FEVER IN THE SUDAN. [July22,1916 


not liquefied. On blood serum, which isnotliquefied, it pro¬ 
duces a growth similar to that on agar-agar, but the indi¬ 
vidual colonies or the confluent growths are larger and more 
extensive in a given time and are also moister. On potato 
it forms a yellowish surface growth in 48 hours, while in 
broth it gives rise to a general turbidity without any pellicle 
formation. 

Biochemical reactions.-It, forms acid and gas in the following 
carbohydrate and alcohol media :— Monosaccharides: llexoses 
—glucose, lsevulose, and galactose ; pentoses—arabinose 
and rhamnose. Disaccharides: Maltose and lactose. Gluco- 
sitle: Salicin. Alcohols: Trihydric—glycerol ; pentahydric— 
adonitol; hexahydric—dulcitol, mannitol, and sorbitol. 

It gives rise to neither acid nor gas in :—Pisaeoharide : 
Saccharose. Trisaocharide: Raffinose. Polysaccharides : 
Dextrin, starch, and inulin. Gluooside : Ainygdalin. 
Alcohol: Krythrol. Phenol: Iuosite. 

With regard to these formations it must be noted that it 
often failed to ferment lactose when first plated from fences 
on Drigalski-Conradi's medium and on Fawcus plates, but 
it never failed in liquid lactose media to produce acid and 
gas. It was this peculiarity on the solid media which 
enabled us to pick it out. Sometimes it fails to ferment 
adonitol, but more generally it produces acid and gas. 

It acidified but it did not clot litmus milk. It produced 
indol and reduced nitrates and neutral red, though it failed 
tcrgive the Voges-Proskauer reaction. 

Serum reactions .—As already stated, it agglutinated either 
completely or nearly completely with the patient’s serum 
about the tenth day of illness and diluted 1 in 50, and 
less completely 1 in 100 in one hour. It completely failed to 


dilution up to 1 in 5000 and less completely 1 in 10,000 
an organism giving the reactions of B. paradyph 'sus A and 
recently isolated from a case of fever in Fort Sudan, we 
conclude that it was in good condition. 

It also agglutinated with specific paratyphoid B serum, 
but only very partially in dilutions of 1 in 50, and hardly at 
all in those of 1 in 100 in one and a half hours, and not at 
all in greater dilutions. This serum was also shown to be 
in good condition by agglutinating at the time the laboratory 
strain of B. paratyphosus B completely in dilutions extending 
from 1 in 50 to 1 in 10,000 in one and a half hours. 

These agglutinations, in our opinion, showed that the 
organism was capable of producing agglutinins in the patient’s 
body, and that it was serologically more nearly related to the 
paratyphoid-Gaertner group than to the colon group. On 
the other hand, the reactions other than agglutinations given 
above show'a close relationship to the colon type. It there¬ 
fore behoves us to consider the classification of this organism 
in some little detail. 

Classification. 

As the length of the organism which we are consider¬ 
ing is several times greater than its breadth, and as it is 
not markedly curved in one or more planes, it belongs 
to Fischer’s family Bacilhceee, which more or less corre¬ 
sponds to Zopf's Bacteriaoece and which probably only 
contains one genus, Bacillus Cohn, 1872, as all attempts 
to differentiate between Bacillus and Bacterium as separate 
genera sooner or later break down. The various groups of 
organisms included in the genus Bacillus may be differen¬ 
tiated according to the scheme set forth in Table I., which 
sufficiently explains itself. 


Table I.— Genus Bacillus, Cohn, 1872. 
Ordinary media. 


Growth entirely or almost 
entirely absent. 

I. Nitrobacler Group. 


Growth good. 
I 

Kndospores. 


Growth poor, dram-negative. 
XII. Influenza Group. 


Absent. 

I 

Mode of growth. 


1 

Aerobes and facultative 
anaerobes. 

i 

Fluorescence. 

1 

i 

Obligatory anaerobes. 

IX. WelcMi Group. 

Mode of 

growth. 

1 

Present. 

Fluorescent 

Group. 

1 

Absent. 

1 

Pigment on agar 
and gelatin. 

1 

1 

Aerobes. 

X. SubtilU Group. 


i 

Present. 

III. Chromogenic Group. 

i 

Absent. 

1 

Gelatin. 

1 




Not liquefied. 

1 

Gram's stain. 

1 

i 

Liquefied. 

1 

Gram's stain 

1 



Obligatory anaerobe*. 

XI. Tetanus Group. 


Positive. 

IV. M uripeslijer Group. 


I 

Negative. 

I 

Carbol-thionln 

stain. 


Positive. 

VII. Proteus Group. 


Negative. 

VIII. Cloaca? Group. 


Polar staining. 

V. Ilxmorrhagic Septicemic Group. 


No polar staining. 

VI. Typhoid-Colon Group. 


agglutinate when tested with polyvalent colon serum of high 
titre which agglutinated B. coli , Escherich, and was said 
to be capable of agglutinating several different colon strains ; 
the dilutions employed being 1 in 50 and 1 in 100 and 
the time being one hour. The serum was in good condition, 
having been tested against the laboratory colon strain. 

It agglutinated with specific paratyphoid A serum in a 
dilution of 1 in 50 after one and a half hours, generally only 
partially but in one instance completely, but its agglutina¬ 
tion in 1 in 100 dilutions was feeble and in 1 in 1000 and 
upwards was absent. As this serum completely agglutinated 
the laboratory strain of B. paratyph»sus A up to 1 in 10.000 
in one and a half hours and also completely agglutinated in 


Comparing now the characters described above, for the 
organism which we are discussing, with the diagnostic tests 
laid down in this table, we conclude that as this organism 
grows well on ordinary laboratory media without the forma¬ 
tion of endospores, and is a facultative anaerobe which is not 
fluorescent and does not produce pigment nor liquefy gelatin 
and does not exhibit polar staining, it belongs to the Typhoid- 
Colon Group. 

Typhoid-Colon Group. 

The division of this group into subgroups may be accom¬ 
plished in a more or less natural manner by means of mono¬ 
saccharides, disaccharides , and trisaccharides , with the aid of 
the alcohol mannitol. 
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Applying these tests we first differentiate a non-fermenting 
division which may be termed the Alcaligenes Subgroup 
because its type Baoillus alcaligenes, Petruschky, 1896 (more 
commonly and less correctly called B. fceoalis alcaligenes), is 
usually said to produce neither acid nor gas in sugar media, 
though it is true that Vourloud has asserted that it can give 
rise to slight acidity in lsevulose and glycerol. 

All the other organisms included in the group ferment the 
monosaccharide glucose, but two subgroups which may be 
termed the Typhoid Subgroup and the Dysentery Subgroup 
are distinguished by not completely fermenting this sugar, 
and therefore failing to produce gas. They also can and do 
ferment disaccharides, and some of them, even the tri- 
saccharide raffinose, producing either acidity or sometimes 
only slight acidity, and therefore form a natural partial 
fermenting division. 

The next step concerns the organisms which may be 
termed the monosaccharide fermenters , in which the mono¬ 
saccharide glucose is completely fermented with the forma¬ 
tion of acid and gas, but this large collection of organisms 
can be further differentiated by means of their action upon 
the disaccharide lactose. Three disaccharides are in common 
use in the laboratory, and it would appear as though organisms 
were, as a rule, able to ferment maltose more easily than 
lactose and saccharose, and lactose more easily than 
saccharose. 

With regard to lactose two subgroups, the Paratyphoid- 
ffaertner and the Morgan I., fail to ferment it, and this 
can he used as a distinguishing character, while the two 
subgroups may be differentiated from one another by the 
fermentation or non-fermentation of the alcohol mannitol. 
A number of organisms, however, ferment lactose, producing 
either acidity only or acid and gas. All these bacilli are 
closely related to the B. ooli , Escherich, but some of them 
may be separated off because they possess the distinguishing 
feature of a capsule, though it must be admitted that no 
hard-and-fast line can be drawn between this and the Colon 
Subgroup, as there are connecting links in the shape of 
B. acrogenes in which the capsule is difficult to demonstrate, 
and B. aoidi leusti, both of which may, with convenience, be 
placed in the Colon Group. 

This encapsulated group of bacilli has been carefully 
reviewed by Fricke in 1896, Clairmont in 1902, Perkins 
in 1904, Abel and Hallwacks in 1913, and Fitzgerald in 
1914, and may be termed the Encapsulated Subgroup, other¬ 
wise known as Friedliinder’s B. Pneumonia: Subgroup or the 
Mucus Capsulatus Subgroup. It is composed of short, 
non-motile, Gram-negative, encapsulated pleomorphic bacilli 
which do not form spores, do not liquefy gelatin, and which 
ferment glucose and lactose, but as regards the latter some¬ 
times they give rise to acidity only, though more commonly 
they form acid and gas. 

There also appears to be a well-defined group of human 
intestinal bacilli which ferment glucose, giving rise to acid 
and gas, but which only partially ferment lactose, giving rise 
to acid only without gas formation, while they do not possess 
a capsule. These organisms we gather together into the 
Wcsenberg Subgroup, and refer readers interested therein to 
the writings of Alexander quoted in the references. 


The remaining organisms may be further subdivided by 
their action upon the trisaccharide raffinose, and those which 
produce acid and gas therein may be collected together into 
the Colon Subgroup with B. ooli, Escherich, as the type 
species, while those which fail to ferment this carbohydrate 
can be placed in the Enterieus Subgroup with B. enterious, 
Castellani, as the type species. 

The distinguishing characters of these various subgroups 
may be represented in a diagnostic table given below, which 
shows that the various groups form a natural sequence of— 
Non-fermenters, partial fermenters, complete monosaccharide 
fermenters, complete disaccharide fermenters, and complete 
trisaccharide fermenters. Moreover, these form a sort of 
natural sequence, as may be demonstrated by quantitative 
estimations of these sugars fermented by the organism which 
we are considering, which are as follows :— 

Glucose . 3 5 o.o. of N/20 KHO. 

Lactose . 2-7 c.c. ,, ,, 

Raffinose. 0 0 c.c. ,, „ 

The scheme suggested for the differentiation of these 
various subgroups is as follows:— 

Diagnostic Scheme of Typhoid-Colon Subgroups. 
Non-fermenters. 

A. Glucose, lactose, raffinose, and mannitol not fer¬ 

mented . I. Alcaligenes Subgroup. 

Partial Fermenters. 

B. Glucose partially fermented, only acid and no gas pro¬ 

duced ; lactose, raffinose, and mannitol may or may not 
be partially fermented 

I. Motile . II. Typhoid Subgroup. 

II. Non notile .III. Dysentery Subgroup. 

Complete Monosaccharide fermenters. 

C. Glucose completely fermented with the production of 

acid and gas 

I. Lactose not fermented :— 

(а) Mannitol and raffinose not fermented. 

IV. Morgan I. Subgroup. 

(б) Mannitol and sometimes raffinose fermented 

with production of acid and gas. 

V. Paratyphoid-Qaertncr Subgroup. 

Disaccharide Fermenters. 

II. Lactose partially fermented with the formation 
of acid but no gas; mannitol partially or com¬ 
pletely fermented; raffinose usually not fermented. 

VI. Wcsenberg Subgroup. 

III. Lactose completely fermented with the produc¬ 
tion of acid and gas 

(a) Bacilli encapsulated. 

VII. Encapsulated Subgroup. 

(b) Bacilli non encapsulated:— 

1. Raffinose not fermented. 

VIII. Enterieus Subgroup. 

Trisaccharide Fermenters. 

2. Raffinose completely fermented with the 

formation of acid and gas. 

IX. Colon Subgroup. 

This scheme may be tabulated asset forth in Table II. 


Table II.—Typhoid-Colon Group. 


Glucose. 

i 


1 

No change. 



i 

Acid only. 

I. Alcaligenes Subgroup. 


• 

Motility. 


Acid and gas. 

1 

i 

„ 1 1 
Present. Absent. 


Lactose. 

1 

II. Typhoid Subgroup. III. Dysentery Sub¬ 

group. 

No change. 

1 

Acid only. 

| 

Acid and gas. 

1 

Mannitol. 

i 

VI. Wcsenberg Subgroup. 

1 

Capsules. 

1 

Not 1 fermented. 

1 

Acid and gas. 

Present. 

1 

Absent. 


IV. Morgan 1. Subgroup. V. Paralyphoid-Qacrtner Subgroup VII. Encapsulated Subgroup. 1 

Raffinose. 

_I 


Not fermented. Acid and gas. 

VIII. Enterieus Subgroup. IX. Colon Subgroup. 
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With regard to the organism with which we are at present 
concerned, it will be noted that as it produces acid and gas 
in glucose and lactose, while it neither possesses a capsule 
nor ferments raffinose, it must be placed in the subgroup 
which we term the Enterious Subgroup, which we must now 
consider in detail. Entericus Subgroup. 

As indicated above, this collection of organisms is com¬ 
posed of short, homogeneous, non-encapsulated, Gram-negative 
bacilli which produce a whitish non fluorescent growth under 
aerobic and anaerobic conditions on agar-agar at 37° C. and 
on gelatin, which is not liquefied, at 20° C., and are capable of 
producing aoid and gas in glucose and lactose but not in 
raffinose. The oldest organism with which we are acquainted 
which is capable of being classified in this group is that 
described by Castellani as B. entericus. 

As we do not happen to have the Ceylon Medical Reports 
before us at the present time we are uncertain as to the 
exact date of the first description, but details with regard to 
the organism can be found in Castellani and Chalmers 
(1910) “ Manual of Tropical Medicine,” first edition, p. 991, 
or (1913) second edition, pp. 1380, 1381; Castellani (1912), 
Journal of Tropical Medicine and Hygiene , xv., pp. 164, 165. 

B.entericus is a non-motile, Gram-negative bacillus which 
does not liquefy gelatin and produces turbidity in broth with 
a slight pellicle, and gives the indol but not the Voges- 
Proskauer reaction. It produces acid and gas in glucose, 
lamilose, galactose, arabinose, maltose, and lactose, but not 
in saccharose or raffinose, and it can also produce acid and gas 
in dextrin, dulcitol, mannitol,and sorbitol, but not in adonitol. 

The next organism which must be placed in this group is 
B. giumai % which was described by Castellani in the Report 
of the Advisory Committee for the Tropical Diseases Research 
Fund for the year 1912 and published in 1913. He isolated 
the organism from a case of appendicitis and named it after 
his native Uganda servant of ten years previously who had 
recently died of sleeping sickness. 

B. giumai is a non-motile, Gram-negative bacillus which 
produces growths on agar-agar, glycerin agar, and serum, 
resembling the bacilli of the typhoid and dysentery groups, 
and does not liquefy gelatin, but it produces indol and 
renders litmus milk first acid and then alkaline. It gives 
rise to acid and gas in glucose, laevulose, galactose, arabinose, 
rhamnose, maltose, and lactose (the production of gas in this 
sugar is very slight), but neither acid nor gas in saccharose 
or raffinose. It also ferments dextrin, salicin, and sorbitol, 
forming acid and gas, and glycerol, giving rise to only acidity, 
while it does not ferment inulin, amygdalin, erythrol, 
adonitol, dulcitol, mannitol, or inosite. 

...As the organism which we are considering also comes in 
this subgroup and appears to differ from B. entericus and 
B. giumai we give it the name B. khartonmensis for purpose 
of differentiation, and we now compare the reactions of the 
three bacilli (excluding the group reactions) by means of 
Table III. 


As the reactions given above indicate that the Entericus 
Subgroup is closely related to the Colon Subgroup it appears 
to us to be advisable to consider the latter in greater detail. 

The Colon Subgroup. 

The organisms gathered together to form this subgroup 
of the Typhoid-Colon Group are short , homogeneous, non- 
encapsulated. Gram-negative bacilli with rounded ends which 
produce a whitish non-fluorescent growth under aerobic and 
anaerobic conditions on agar-agar at 37° C. and on gelatin, 
which is not liquefied , at 20° C ., and are capable of produdng 
add and gas in glucose, lactose, and mflinose. It appears to 
us that the first division of this group should be made, as 
suggested by Smith in 1895, into those organisms which 
produce and those which do not produce indol. We are 
aware that much difficulty has been experienced by some 
workers with the indol test, but we refer the reader to 
Kligler’s paper quoted in the references for details as to this 
test. 

It also seems to us that the indol producers can be further 
subdivided, as was pointed out by Durham in 1901, by the 
fermentation or non-fermentation of saccharose ; the former 
subdivision being known as the Communior Section , while the 
latter can be called the Communis Section. 

Further differentiation may be accomplished by the use 
of dulcitol as suggested by MacConkey. In this way a 
diagnostic scheme may be composed as follows :— 

Escherick's Colon Subgroup. 

A. Smith's Indol-Producing Division. 

I. Durham’s Communior (Saccharose-fermenting) Section. 
(a) Dulcitol fermenters. 

1. B. badullensis. Castellani, 1913. Isolated from normal 
motions and cases of chronic enteritis in Ceylon by 
Castellani. 

2. B. neapolitanm, Emmerich, 1884. First found in human 
faoces by Emmerich in Naples, and has been found by 
Castellani in normal motions in Ceylon, by Archibald in the 
Sudan, by Clemensha in India, and in cow and goat dung in 
the Sudan by Archibald. 

3. B. oxytocus (Wyssokowitsch), Fliigge, 1886. Originally 
isolated from stale milk and called B. oxytocus perniciosm 
and found in the stools of agehylostome patients in Ceylon 
by Castellani, in human faeces in India by Clemensha. 

4. B. paraentericus , Castellani. Found in human fteces in 
Ceylon by Castellani. 

5. B. pseudocoli, Castellani, 1909. Found in the motions of 
patients suffering from agehylostomiasis in Ceylon. 

(M Dulcitol not fermented. 

6. B. coscoroba. Said to be first described in the Annales de 
VInstitut Pasteur for 1900 as being isolated from an epidemic 
occurring in a breed of swans called Cygne de Coscoroba, and 
described by Clemensha as occurring in human fasces in 
India and by Archibald in the Sudan. 


Table III .—Differential Table of the Members of the Entericus Subgroup. 


Classification. 

Monosaccharides. 

Di- 

Poly¬ 

saccharides. 

Gluco- | 



Alcohols. 
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Other 
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B. entericus, 
Castellani, 1909. 

A.G. 

A.G. 

A.G. 

- 

A.G. 

o 

| 

A.G. 0 i 

- 




0 

A.G. 

A.G. ! 

A.G. 

- 

0 

0 

1 + 

B. giumai, 
Castellani, 1913. 

A.G. 

A.G. 

A.G. 

A.G. 

A.G. 

0 

A.G. 0 

1 0 

A.G. 

A. 

0 

0 

0 

0 

A.G. 

0 

0 

! -1- 

B. khartoumensis, 
Chalmers and 
Macdonald. 1916. 

A.G. 

A.G. 

A.G. 

A.G. 

A.G. 

0 

0 0 

o 

A.G. 

A.G. 

0 

A.G. 

A.G. 

A.G. 

AG. 

0 

0 

A. 

+ 


These differences will be referred to in greater detail 
when we define B. khartonmensis , and all that need be done 
at present is to give a diagnostic table. 

Table IV.— Entericus Subgroup. 

Dulcitol. 

___ ! _ 

l I 

Acid and gas. No change. 

I 3. Giumai. 

Adonitol. 


Acid and gas. No change. 

Dextrin no change. Dextrin acid and gas. 

1. Khartonmensis. 2. Entericus. 


“ It will be noted that Durham’s B. communior really refers 
to a series of and not to a single organism.” 

II. Durham’s Communis (Saccharose-non-fermenting) 
Section. 

(a) Dulcitol fermented. 

1. B. cavicida, Brieger, 1884. First obtained by Brieger in 
human fteces in Europe and found by Clemensha in India. 

2. B. coli , Escherich, 1885. This is the well-known B. coli 
communis. 

3. B. schafferi , von Freudenreich, 1890. Found first in 
cheese, later by Archibald in human and bovine fteces in 
the Sudan, by Clemensha in human fteces in India and by 
Castellani in Ceylon. 


I 


i 

i 
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(b) Dulcitol not fermented. 

4. If. acidi lactici , Hueppe, 1884. First found in milk, and 
subsequently by Clemensha in human ffeces in India, and by 
Castellani in Ceylon. 

5. II. vaiculottu, Henrici, 1894. Discovered in cheese by 
Henrici, and subsequently found in human freces in the 
Sudan by Archibald, and by Clemensha in India. 

6. II. grUnthal, Castellani. Found by Castellani in human 
fa?ces in Ceylon. 

B. Smith'* Indol Non-Producing Division, 

I. Durham's Communior Section. 

1. B. aeregent*, Escherich, 1886, whioh is often called 
B. lactis acrogenes, and was found in the human alimentary 
canal in Europe, and subsequently in India by Clemensha. " 

2. B. gcusoformans, Eisenberg, 1891, which was first 
discovered in water, but later was recognised in human 
fasces in India by Clemensha. 


grown on lactose media forms tubercle-like colonies which 
are red and white. 

5. B. tropic alia, Castellani, 1910, which was first isolated 
from human fasces in Ceylon. 

A method of differentiation of these various organisms 
is set forth in Tables V., VI., and VII. 

After considering the above analysis it is obvious that if 
the importance of the non-fermentation of the trisaccharide 
raftinose had not been realised or if that sugar had not been 
available we should have considered that B. khartoummsis 
was closely allied to those organisms which are shown in 
Table VI. and especially to B. tohafferi, which is still very 
imperfectly known. It would, however, have differed from 
this organism in not clotting milk and in fermenting 
adonitol. We therefore are of the opinion that even when 
compared against the raffinose-fermenting Colon Subgroup 


Acid and gas. 
1. Qxyloctis. 


Clot. 

2. Neapolitans. 


Table V.— Escherich'$ Colon Subgroup. 

A. Smith's Indol-Producing Division. 

I. Durham's Communior ( Saccharose-fermenting) Section. 

Dulcltol. 

___|_ 

Acid and gas. 

Adonitol. 

I 


No change. 
Motility. 


Absent. 

I 

Milk. 


I 

Present. 

I 


Milk. 

I 


No clot. 

3. JladtUlcnsis. 


I 

Clot. 

4. Pseudocoli. 


I 

No change. 

6. Coscoroba. 


I 

No clot. 

5. Paraentericus. 


Absent. 

1. Schafferi. 


Table VI.— Escherich's Colon Subgroup. 

A. Smith's Indol-Producing Division. 

II. Durham's Communis ( Saccharose-non-fermenting) Section. 
Dulcltol. 

_I _ 


Acid and gas. 

Motility. 



No change. 

Adonitol. 

1 



1 

Present. 

Sallcln. 

1 

1 

Acid and gas. 

4. Acidi lactici. 


No change. 

1 

Motility. 

1 

Acid. 

1 

Acid and gas. 


1 

Absent. 

1 

Present. 

2. Cavidda. 

3. Coli. 


5. \’esiculo8us. 

6. GrUnthal. 


Acid and gas. 
Dulcitol. 


No change. 


Inoslte. 
_ I 

I 

Acid. 

1. OasoJormans. 


Table VII.— Eschcrich's Colon Subgroup. 

B. Smith's Indol-Non-Producing Division. 

Saccharose. 

_!_ 

I 

No change. 
Dulcitol. 


I 

Acid and gas. 
Motility. 


Non-inotlle. Motile. 

3. Tropicalis. 4. Coli simulant. 

"I 

Acid and gas. 

2. Acrogcnes. 


I 

No change. 
5. Afutabuis. 


II. Durham's Communis Section. 

3. B. coli simulant, Norman Hall, which is’known as 
B. coli like* Norman Hall, and which we have brought into 
accord with modern nomenclature. It must not he confused 
with B. coli similis, Sternberg = B. coli immobilis, Germano 
and Maurea, which is not to be distinguished from B. schajferi. 
We have been unable to refer to the original reference as to 
this organism. 

4. B. mutabilis, Massini, described first in the Archiv filr 
Hygi ene > vol. Ixj,; p. 250, as a coli-like organism which when 


it appears to be a distinct organism, and we will therefore 
now proceed to our deductions on the work given above. 

Conclusions. 

By means of a study of the above schemes and tables of 
classification it will be seen that B. khartoummsis, Chalmers 
and Macdonald, 1916, can be differentiated from the more 
important members of the Colon Subgroup, and that it 
belongs to the Entericus Subgroup, which can be easily dis¬ 
tinguished from the other Typhoid-Colon Subgroups. 






The Lancet,] 


MAJOR ALFRED J. HULL: THE GANGRENE OF WAR. 


[July 22,1916 145 


3. Localised Gangrene. 


5. Gangrene of the Limb. 


Around a septic wound a gaseous cellulitis occurs, and 
bubbles of gas may be detected in the pus coming from the 
wound. The skin surrounding the wound becomes mottled- 
purple in colour, and emphysematous crackling can be felt 
for a short distance beyond the gangrenous area. The case 
may remain one of localised gangrene or may be overcome 
by the infection and pass into a case of gangrene of the 
limb. Extremely foul, dirty fluid, containing bubbles of gas, 
exudes from the wdund, but typical pus is absent or obscured 
by the gangrenous discharge. An orange-coloured discharge, 
which stains dressings, is sometimes present. A large 
number of wounds secrete pus or discharge containing 
bubbles of gas, although gas is not actually present in the 
tissues. These wounds recover if treated early by the 
ordinary method of treatment without extensive operation. 
In some cases the “gas ” has been sucked in owing to move¬ 
ments of the limb. The “gas ” is not mixed with the pus 
in the same way in these cases and the characteristic odour 
is absent. 


Treatment .—The devitalised tissues should be excised, 
and the usual cleansing and drainage operation should be 
performed on the wound if it has not already been 
done. Multiple incisions should be made in the emphy¬ 
sematous area. Hypertonic treatment gives good results. 
The discoloured area should be marked, and if after such 
treatment it is found to be spreading, amputation should be 
performed. If the hand or foot is found to be cold and 
numb and pulseless, it is dangerous to wait until further 
spread of the local gangrene takes place and amputation 
should be performed. Sometimes free incision of the calf 
will restore the circulation of the foot. In such cases the 
feeble circulation is due to the pressure of the exudate on 
the vessels under the deep fascia. 


Fig. 1. 


Illustrative case of localised gangrene (Fig. 1).—Sergeant - 
wounded on March 2nd with a fragment of high-explosive 
shell ; entrance wound on the outer 
side of the leg about middle of fibula; 
no exit found. Wound dressed at field 
ambulance and patient arrived at base 
on March 4th. Leg swollen and painful 
and cedematous over tibia; large red 
patch over middle of calf, extending 
round to inner side of leg. X rays 
showed shell fragment in calf muscles and 
comminuted fracture of fibula. Entrance 
wound was excised and shell fragment 
removed. Incisions were made over the 
inner side of the leg through extending 
red patch and in middle of calf. Small 
quantity of gas and pus escaped and 
calf muscles felt soft and spongy. The 
wounds were well irrigated with eusol 
and tubes were inserted. Tempera¬ 
ture 100° F. (fell to 98-4°); pulse 110 
(fell to 96). The pus showed B. aero- 
genes capsulatus and streptococci. The 
patient made a good recovery. 

4. Massive Gangrene. 

This corresponds to the distribution of 
a vessel and may affect part or the whole 
of a limb. The organisms develop in the 
part which is rendered ansemic. by damage 
to the blood-supply of the infected area. 
Examples of this type may be found in 
Gas gangrene of gangrene affecting the gluteal, rectus 
Bntranra Ca woun<i femoris, the adductor, and hamstring 
on outer side of groups of muscles. 

ami raa 8lou^h1ng Illustrative case of massive gangrene (Fig. 2). 

with area of con- —Private-, wounded on'March 5th with 

gestion around, shrapnel; first and second metatarsals 
Large black comminuted, shrapnel passing back, frac- 
Bhaded patch on t ur j n g os calcis and having exit wound in 
Bents area P cTf deel - Tde wound was packed with cyanide 
acute congestion, gauze and the patient transferred to the 
centre showing base on March 7fch. The foot was very much 
y-iah slough, swollen and had two bull® on the dorsum, 
lighter The inner side of the foot was black, 



greyiat 

while 


shading shows g re y patches, while the ankle-joint 

SJch on Surface was red and cedematous. There was a 
of skin. foul-smelling discharge containing gas 

from the wound, which contained B. 
aerogenes capsulatus. Amputation was performed at the 
middle third of the leg by the open method. The patient 
made an uninterrupted recovery. 



The infection is usually apparent within the first three 
days after the receipt of the injury. Massive gangrene of 
the whole limb develops and the limb dies en ma*se. The 
process is extremely rapid, a marked change taking place 
within a few hours. On several occasions a limb which has 
been considered healthy in the evening has been discovered 
to be affected with diffuse gangrene the following morning. 

The patient is in a highly toxic con- 
FlG. 2. dition from absorption from the affected 
tissue. The temperature is subnormal 
or only slightly raised. The pulse is 
rapid and of low tension ; the hands 
and feet are cold, and the patient 
usually suffers from great pain in the 
limb. The mental condition may 
remain unchanged ; the patient may 
be alert and uncomplain¬ 
ing, or the dull apnthy of 
toxaemia may be 
present. The whole 


Gas gangrene of foot en masse. The dark shading on dorsum and inner 
side of foot shows the dead gangrenous area in the region of entrance 
wound, while around the exit wound in heel the same is repre¬ 
sented. The bulla* are seen just below the ankle-joint, while the 
lighter shading extending up the leg marks au area of acute 
congestion. 


limb becomes swollen and tense and no pulse can be felt 
in the extremity, and the hand or foot is cold and numb. 
The skin is at first grey-white, then mottled grey, green, 
yellow, purple, and finally black. The infection commences 
in the neighbourhood of a septic wound, often associated 
with a septic, compound, comminuted fracture. The 
gangrene spreads with great rapidity, the ga9 diffusing in 
the cellular tissues, especially beneath the skin and along 
the course of the great vessels. A crackling sensation c*n be 
obtained upon palpation above the actually gangrenous area 
of the limb, the subcutaneous, gaseous cellulitis rapidly 
spreading to the abdomen or chest. The patient may 
die ot toxzemia before the limb has actually become 
gangrenous, or even before the gangrenous areas have 
appeared. 

Illustrative case of gangrene of limb .—Private - was 

admitted to a base hospital suffering from a gunshot wound 
of the left arm. The wound was of the explosive type, 
probably inflicted at close range. The entrance wound was 
small; the exit wound, over 4 inches in diameter, was 
lacerated. There was a severely comminuted fracture 
of the humerus with great destruction of bone, and 
spicules of bone protruded from the ragged sloughing 
wound. A foul-smelling, dirty-grey coloured discharge 
containing bubbles of gas exuded from the wounds. 
Around the wound for several inches the tissues were 
black and gangrenous, the whole of the limb was in¬ 
tensely swollen, massive gangrene extended up to the 
axilla, the skin on the inner side being of a mottled green. 
Above the gangrenous area, extending into the axilla 
and chest on either side and on to the shoulder above, 
crackling could be felt on pressure. The outer arm was 
mottled greyish-brown up to within 3iuches of the acromion. 
The forearm and hand were swollen with tense oedema, 
mottled greyish-green, cold, and pulseless. The patient’s 
condition was very unfavourable; the pulse was small and 
running, the temperature was 100° F., the tongue was 
dry and furred, and the face drawn and anxious. Open 
ether was administered, preceded bv atropine gr. 1/100 and 
morphia gr. J. An intravenous saline injection was begun 
before the operation. The subcutaneous tissue above the 
gangrenous area was infiltrated with a 10-volume solution of 
peroxide of hydrogen. A circular incision was made on a 
level with the lower margin of the axilla on the inner side 
and about 3 inches below the acromion process on the outer 
side, the incision passing through tissue infected with gaseous 
cellulitis. The circular incision was carried right down to 
the bone, whilst the subclavian artery was compressed. 
After raising the deltoid, the humerus was disarticulated at 
the shoulder. The wound was left open and dressed with 
saline solution ; no sutures were used. The patient suffered 
severely from shock after the operation. Rectal injections 


146 The Lancet,] CAPT. GUNSON : CARDIAC SYMPTOMS FOLLOWING DYSENTERY. 


[July 22,1916 


of saline were given during the night. After the first 48 
hours’ extreme prostration the patient’s condition improved. 
Continuous saline irrigation was instituted, the wound being 
dressed only with a layer of gauze. A crescentie-shaped 
area of tissue which formed the outer flap became coal-black 
in colour. This piece of tissue demarcated immediately 
below the acromion and separated eight days later. The 
wound granulated and rapidly became healthy. It is 
possible that the sloughing o ( the Map was due to the 
infiltration with hydrogen peroxide. Tins has been omitted 
in more recent cases with equally good results. The shock 
would have been less in all probability had the amputation 
area been infiltrated with local amnsthe’tic solution. 

6. Metastatio Gaseous Gangrene. 

The above condition has been observed. The gas infection 
occurs at a part distant from the wound. This exceedingly 
rare form of infection is presumably a blood infection. 

Prevention and Treatment. 

The means of preventing gas gangrene will be gathered 
from its causation. An early cleansing and drainage opera¬ 
tion and the removal of missiles, searching examination for 
concealed septic pieces of clothing, and the efficient drain¬ 
age of wounds are the primary means of its prevention. 
The enlargement of apparently clean wounds in cases of 
fracture of large pipe-bones is advisable where there is any 
sign of tension and swelling. The interference with the 
circulation will be obviated by avoiding the use of 
tourniquets and tight bandages and by efficient splinting 
which corrects the deformity of fractures. The use of 
strong antiseptics is to be deprecated, and weak antiseptics 
will have no effect upon the resistant organisms. 

The treatment of gas gangrene is dependent upon two 
principles. First, the drainage of subcutaneous tissue by 
means of free incisions, in order that the products of inflam¬ 
mation may escape and the spread of infection to the deeper 
parts may be prevented. The forms of gangrene limited to 
the cellular tissues will usually react well to this treatment. 
Secondly, the excision of all necrotic tissue. By excision of 
all necrotic tissue is meant that, irrespective of anatomical 
consideration, the necrotic area must be completely excised, 
and, in the more severe cases, amputation isthe only possible 
mode of effecting complete excision. 

When, in the presence of compound fracture, gas is found 
to be issuing from the wound and the skin is becoming grey 
and mottled and the hand or foot is cold and numb, amputa¬ 
tion should be performed without delay, as it is of the 
utmost importance to amputate before the patient is dying of 
toxiemia. The disease is an extremely fatal one in any case, 
and calls for recognition and amputation at an early stage. 
The only form of amputation which can be considered is a 
direct circular amputation. The amputation should be per¬ 
formed above the infected tissue if possible. Some cases 
have recovered in which this has not been possible, the 
gaseous cellulitis having already spread to the trunk. 
Extension of gas to the trunk does not negative amputation. 
Amputation should, in such cases, be performed through the 
gas-in filtrated tissues, and the remaining infected tissues 
treated by free incisions. A tourniquet is applied, and in 
order to obviate shock as much as possible a circular infiltra¬ 
tion of all the tissues is made around the whole circumference 
of the limb with novocaine adrenalin solution. 

Several methods of combating the shock of an amputa¬ 
tion are available, and, since the amputation for gaseous gan¬ 
grene has to be performed when the patient is in a very toxic 
condition and very subject to shock, it is essential that one 
of them be employed. Infiltration of the cauda equina and 
sacral nerves by introducing 20 c.c. of novocaine solution 
slowly into the sacral canal through the terminal foramen, 
the horns of the last piece of the sacrum being the guide to 
the aperture, is a good method and strongly advocated by 
some surgeons. Blocking the main nerve trunks by injecting 
them with local anaesthetic solution is a well-known method. 
Spinal anaesthesia is perhaps the best method. I have found 
the local infiltration of the tissues to be divided, with 
special care in injecting the great nerve trunks, a most 
satisfactory method. No local ill effects or gangrene have 
followed the infiltration. Saline solution is usually given 
into a vein during the operation. All the tissues are divided 
at the level to which the skin retracts after the circular skin 
incision has been made. No sutures are inserted by this 
method and free drainage is obtained. The wound is 
dressed with hypertonic saline solution, applied on gauze. 
After the first few hours constant irrigation is applied to the 
gauze from an irrigator. 


CARDIAC SYMPTOMS FOLLOWING 
DYSENTERY AMONG SOLDIERS. 

By E. B. GUNSON, M.D. Edin., M.R.C.P. Lond., 

CAPTAIN, R.A.M.C., ATTACHED HAMPSTEAD MILITARY HOSPITAL. 


The present paper is based upon notes of 65 consecutive 
cases of dysentery admitted to the 19th General Hospital, 
Alexandria, from Gallipoli in October, 1915. The cases 
were typical of several hundred admitted to the hospital over 
a period of several months. 

Seventy and nature of the disease .—Practically all the 
cases were examples of severe infection; all gave a history 
of the presence of blood in the stools persisting for several 
days, the blood still being present on admission in a large 
proportion of the patients. No bacteriological examination 
of the stools was carried out, but on clinical grounds 75 per 
cent, were judged to be amoebic, the remainder bacillary in 
type. 

Past history .—There was a history of rheumatic fever in 
6 per cent. 

Control of the patients .—After admission the worst cases, 
some of whom were unable to walk or stand owing to 
extreme exhaustion, were kept in bed entirely. The 
remainder, including some patients who were still passing 
blood, often had perforce to rise and walk to the lavatory, 
a distance of 20 yards from the ward. This necessitated 
rising, in some cases, as often as 30 times during the first 
24 hours after admission, and the exertion called for in 
patients still profoundly weak must be regarded as an 
important factor in increasing the effect of the disease 
upon the heart. Even more important, probably, in this 
connexion is the fact, that the majority of the patients con¬ 
tinued in the trenches for many days after the onset of 
dysentery ; they often reported sick only when they were 
completely exhausted. 

Drugs .—All the patients received two courses of sub¬ 
cutaneous injections] of emetin, in half-grain doses, twice a 
day for four days. In the severe bacillary cases anti- 
dysenteric serum was used. Haemorrhage from the bowel, 
diarrhoea, and pain were treated symptomatically. 

Circulatory System. 

The symptoms and physical signs varied with the severity 
of the disease. 

A. Fatal oases .—There were three fatal cases in the present 
series, but many others were observed. The circulatory 
disturbance was profound. The patient was pale. The 
extremities were cold and clammy. The pulse was small 
and feeble, at times imperceptible at the wrist with a rate 
of about 100 per minute. Premature contractions (extra¬ 
systoles) were occasionally met with. Cardiac dilatation 
followed the extreme enfeeblement of the pulse within 24 or 
48 hours in rapidly fatal cases and was accompanied by 
marked venous congestion, especially of the head and neck. 
In less rapid cases the cardiac dilatation and enfeeblement 
were delayed for several days after the peripheral circula¬ 
tion had first failed, as there were not infrequently marked 
remissions in the peripheral failure of which the state of 
the pulse and the cold, clammy extremities were evidence. 
There was usually slight enlargement of the liver. The 
condition of the patients presented a striking resemblance 
to that met with in toxic cases of diphtheria. The 
primary change was apparently a vaso-motor paralysis 
followed by cardiac dilatation and enfeeblement of heart 
sounds. 

B. Non-fatal oases .—This group is of special interest, as 
in not a few cases of so-called “soldier’s heart” the onset 
of symptoms dates definitely from an attack of dysentery. 

1. Acute stage .—In some cases a condition approximating 
to that described above was met with, and persisted for 
several days. In other cases the pulse remained of good 
strength and no signs of circulatory failure occurred. 

2. Convalesoejit stage .—In practically all cases the sym¬ 
ptoms of general weakness and exhaustion met with during 
convalescence from any severe infectious disease, when 
patients are first allowed up, were present. However, 
unlike many other diseases, convalescence from dysentery 
is associated in a number of cases with persistent sym¬ 
ptoms of circulatory inefficiency, such as a sense of exhaus¬ 
tion, dyspnoea, palpitation, and giddiness after very moderate 
exertion, which lasts for several weeks and in some cases for 
several months. 
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(a) Patient! with mild and trantitory symptoms. —In about 
half the cases it was found that even when the blood had 
disappeared from the stools, and the temperature had 
returned to normal, the exertion of walking to the lavatory 
was accompanied by a sense of exhaustion, slight dyspncea, 
and palpitation. The symptoms were mild, persisted for a 
few days only, and were unaccompanied by any sign of 
cardiac inefficiency. 

4 ;(b) Patienti with persistent symptoms. —Eleven cases of the 
present series (17 per cent.) presented persistent symptoms 
of cardiac inefficiency for a long period. The symptoms 
were still present on the patients' discharge either to England 
or to convalescent hospitals in Egypt, although on an 
average 17 days had elapsed since blood had disappeared 
from the stools and the evening temperature was no longer 
raised. There was no history of rheumatic fever in any of 
these cases. 

Pulse —The pulse was of full volume and regular. The 
average rate, at rest, was 95 per minute. 

Cardiac dullness. —The area of cardiac dullness was appre¬ 
ciably increased to percussion in all these patients, trans¬ 
verse cardiac dullness measuring 15 cm. and over. The 
average for patients who presented no symptoms was less 
than 13 cm. In addition there was usually an increased 
area of prcecordial pulsation, and in three cases the apex beat 
was in the sixth space. 

Ausoultation. —The heart sounds were usually sharp and 
clear. In one or two cases the first sound at the apex was 
muffled and toneless. A systolic murmur was present in two 
cases. The liver and spleen were not appreciably enlarged. 

Symptoms. — Dyspnu:i .—Six patients complained of dyspncea 
on walking 30 yards on the level, the remainder developed 
dyspnoea whenever they climbed a short flight of stairs. 

In addition to dyspncea, all complained of one or more 
of the following symptoms while walking on the level: 
Praecordial pain, 4 patients ; vertigo, 5 ; palpitation, 2 ; and 
sense of exhaustion, 2. The exertion of returning by a 
ramp, from the dining hall on the ground floor to their 
ward on the second floor, produced such marked symptoms 
that none of these patients was able to attend the dining hall 
up to the day of his discharge to England as a convalescent 

Special Treatment. 

The only drug found to benefit the extreme cardiac 
weakness met with in the severe cases was adrenalin, and 
this drug was given in doses of from 5 to 10 minims, every 
four hours, subcutaneously. The immediate effect was 
practically always to increase the volume and force of the 
pulse, and to lessen the degree of pallor or cyanosis for 10 to 
15 minutes, while a feeling of well-being was induced which 
often lasted for one hour. In collapsed cases subcutaneous 
saline injections were of temporary benefit. 

Summary and Remarks. 

1. In a series of 65 cases of dysentery 3 fatal cases all 
presented signs of considerable circulatory embarrassment. 
The pulse became extremely feeble and at times was im¬ 
perceptible at the wrist. The extremities were cold and 
clammy. In the terminal stages cardiac dilatation occurred 
and was associated with extreme cyanosis, particularly of 
the face, head, and neck. Temporary relief of symptoms 
was afforded by adrenalin. 

2. Of the patients who recovered 17 per cent, presented 
symptoms of circulatory inefficiency, persisting into the third 
week of convalescence, when the patients were transferred to 
England. Dyspnoea, palpitation, praecordial pain, vertigo, 
and a sense of exhaustion were the chief complaints. The 
exhaustion met with in the severe cases was greater than the 
muscular atrophy and weakness seemed to justify, though 
there was no evidence pointing to organic disease of the 
central nervous system. 

3. The high incidence of persistent cardiac symptoms is 
attributed mainly to the fact that the majority of the 
patients continued on duty in the trenches until completely 
exhausted ; another factor was the exertion of walking to the 
lavatory, necessary even during the early stages of the 
disease, owing to the exigencies of active service. 

4. Cardiac symptoms during convalescence from dysentery 
are of importance in relation to soldier’s heart, as dysentery 
unquestionably contributes a certain number of cases to this 
group. 

5. After a severe attack of dysentery adequate rest in bed 
should be assured to obviate consequent cardiac derangement. 


THE RADICAL TREATMENT OF GASTRIC 
ULCER. 

By JOSEPH CUNNING, M.B., B.S. Melb., F.R.C.S. Eng., 

SURGEON TO THE ROYAL FREE HOSPITAL ; LATE SURGEON 
TO THE VICTORIA HOSPITAL FOR CHILDREN AND TO THE 
CANCER HOSPITAL. 


For ulcer of the stomach gastro-jejunostomy has come, 
had its day, and I hope will soon depart with its trail of 
people who have had bilious vomiting added to their 
previous misery. That gastro-jej unostomy is marvellous in 
its effect upon pyloric stenosis from a healed ulcer, or 
congenital hypertrophic stenosis, is of course true, bub in 
these cases one is dealing with mechanical conditions and 
nob active ulceration. Also it is perfectly true that some 
cases of gastric ulcer do get well after an anastomosis, but 
how frequent it is to see some unimproved or relapsing after 
a few months. The very worst cases of all—those in which 
the ulcer is embedded in, and excavating, the pancreas 
or some neighbouring organ—I assert are not in the least 
improved. It is of no use to send a patient out of hospital 
free of pain, for the rest in bed will procure that, but the 
patient mast be seen at intervals and remain free from pain 
to speak of cure. 

Gastro-jej unostomy has fallen into disrepute for several 
reasons. 1. Because it frequently fails to relieve the 
symptoms. 2. Because it is sometimes performed upon a 
pre-operative diagnosis of ulcer, when the real cause of the 
symptoms lies elsewhere, as, for instance, in a diseased 
appendix. 3. Because it may add to the patient’s former 
troubles bilious vomiting or jejunal ulcer. These conclu¬ 
sions have been gradually enforced upon thinking surgeons, 
and I am sure that gastro-jej unostomy for the cure of gastric 
ulcer will be entirely given up. 

Sir John Bland-Sutbon in his Hunterian lecture, “Ulcers 
New and Old,” 1 has shown that the only certain way of curing 
duodenal ulcer is by pylorectomy with restoration of the 
continuity between the stomach and duodenum if possible. 
For the past six years I have performed excision of simple 
gastric ulcers in all cases with bub few exceptions. The 
exceptions have been where the ulcer involved surrounding 
structures, and it seemed the wiser plan to give the patient a 
chance with the slighter operation of gastro-jej unostomy 
rather than submit him or her to the more formidable opera¬ 
tion of excision of the ulcer. But it was in just these cases 
that absolutely no relief was obtained, and therefore 
something further had to be attempted. 

Since August, 1914, when I adopted a method which, so 
far as I know, is original, I have not met with any case of 
simple gastric ulcer in which the oxtrioh device of gastro¬ 
jejunostomy has had to be resorted to. In most cases the 
gastric ulcer is situated on the lesser curvature or posterior 
wall. Sometimes the ulcer spreads down both the anterior 
and posterior walls. In the ordinary case after the gastro- 
hepatic omentum has been divided, the coronary artery liga¬ 
tured on either side of the base of the ulcer, it is perfectly 
easy to remove a small wedge surrounding it, and then 
unite the cut margins of the stomach by two rows of stitches. 
The nearer the ulcer is to the cardiac end the greater are 
the difficulties, but even then it is merely a question of 
sufficient retraction and exposure. If the ulcer is in the 
neighbourhood of the pylorus it is better to perform pylor¬ 
ectomy and then unite the stomach to the duodenum. If 
the lesion is a saddle-shaped ulcer—that is, one perched on 
the lesser curvature and extending down both the anterior 
and posterior walls—or, as in one of my cases, an ulcer 
2 inches wide completely encircling the stomach at its 
middle, I prefer to remove that segment of the stomach and 
then unite the cardiac and pyloric remains. This, of course, 
lessens the size of the stomach, but as a stomach is a con¬ 
venience and not a necessity, this only ensures that the 
patient shall not overeat in the future. 

But now I come to the real problem, and that is the case 
in which the ulcer is fixed to surrounding structures in such 
a way that it would seem too dangerous an operation to 
attempt to remove it. In August, 1914, I had to deal with 
such a case in which a year previously I had performed 
gastro-jej unostomy, as I considered it unfair to submit the 

i The Lancet, Feb. 19th, 1916, p. 387. 
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patient to so big a risk as excision, for I had found that the 
nicer, which was one of the saddle variety, deeply excavated 
the pancreas with a large area of surrounding infiltra¬ 
tion. (Figs. 1 and 2.1 However, as the patient had 
obtained no relief and her life was a constant misery, I 
agreed to attempt removal. After a thorough exposure 

Fig. 1. 



Diagram representing tlie stomach and pancreas seen through it, 
with the ulcer shaded black where it excavates the pancreas. 

of the infiltrated part and an attempt at dissecting it 
out, it looked as if I should endanger the portal vein 
or the common bile-duct, and I did not care to face that; 
so then it struck me that I might detach the stomach 
from the ulcer by cutting around its margin, sew up the 
opening in the stomach, and then deal with the ulcer by 
scraping and cutting away its base in an endeavour to leave 
a sterile raw surface, and not worrying whether it should 
become adherent to the stomach or not. (Fig. 3.) As it 
has turned out, though it is practically certain that the 
pancreas is adherent to the posterior wall of her stomach, 
she has had no troubles since the operation. I have 
seen her recently looking a picture of health. I have put 
this operation into practice in two cases since with equally 
good results. 

I have had no mortality from the cases of excision of 
gastric ulcers, though it involves a bigger operation than an 
ordinary anastomosis, and the results have been good in all. 
This contrasts well with gastro-jej unostomy which frequently 
fails to relieve the symptoms. 

Gastrojejunostomy performed upon a pre-operative 
diagnosis was more frequently done in the early days of the 
operation, and may still be done by people new to gastric 
surgery. Unless there is a definite ulcer whose infiltrated 
margin can be felt, I do not consider there is any justification 
for assuming its existence, and it is in just such cases, if 
gastro jejunostomy be performed, that patients have bilious 
vomiting and possibly a jejunal ulcer added to former 
troubles. I have had many such cases in which the 
true cause of the symptoms was a diseased appendix, 
although all the symptoms had been gastric. Some of 
the patients have had hrematemesis more than once, but 
their symptoms rests in their 
immediate restoration to health 
when the diseased appendix 
has been removed. 

It has been difficult to 
explain the rationale of gastro¬ 
jejunostomy for the cure of 
gastric ulcer. Following upon 
the success of this operation 
for pyloric stenosis, it was 
assumed that it acted as a 
drainage operation, so prevent¬ 
ing the food from irritating the 
surface of the ulcer. This had 
to be given up when X ray 
evidence showed that food still 
passed to a considerable extent 
through the duodenum, and 
that instead of the stomach 
emptied more slowly. Then 
followed the explanation that the early entry of alkaline 
duodenal juice into the stomach through the new opening, 
thus diminishing the hyperacidity, was the true cause 
of the occasional good effects. This left it open to 


Dr. Hertz’s query, that if this were the whole truth, then why 
should not regular doses of sodium bicarbonate have an 
equally good effect ? The answer to that was unsatisfactory. 

Then another line was chosen, not to explain the rationale, 
but to improve the results, and arguing that as the cases of 
pyloric stenosis which had been submitted to gastro-jejunos- 
tomy were invariably satisfactory, then the stenosis must 
have something to do with it, so exclusion of the pylorus 
was added to it. To my mind the results were no more 
satisfactory in gastric cases, though they certainly were 
when the ulcer was duodenal. Surely excision of the 
ulcer is a more sound and practical operation than one 
based on such poor arguments and uncertain results as 
gastro-jejunostomy. 

That any operation will ensure non-recurrence of an ulcer 
in the stomach is, unfortunately, not the case. Certainly 
gastro-jejunostomy will not, for in one of my patients a 
fresh gastric ulcer developed and I had to excise the gastro¬ 
jejunostomy to gain access to it. She has since acquired a 
duodenal ulcer which I have had to operate upon. 

Jejunal ulcer is fortunately rare as a sequel, but I have 
known it ocouras early as four weeks after gastro-jejunostomy. 
It may appear as late as seven years after the operation. 

If it is true that carcinoma commonly follows upon gastric 
ulcer there is all the more reason for excision. That this is 
so I, however, seriously doubt, though there are many 
authorities who assert it. I rarely come across malignant 
ulcers of the stomach with a long previous history pointing 


Fig. 3. 



Posterior view of the stomach after it has been detached from the 
ulcer, Bhowing the latter on the pancreas. 

to chronic simple ulceration. If chronic ulcer of the leg is 
to be used as an analogy, I think it only proves how rare it 
is for a simple ulcer to become malignant. In fact, the only 
chronic ulcer I know which frequently becomes malignant is 
that which occurs in chronic superficial glossitis, which is 
not on a par with other chronic simple ulcers. 

Sumviary .—That gastro-jejunostomy is unsatisfactory as a 
method of treatment for gastric ulcer, and may even add to 
the miseries of the patient. That all gastric ulcers can be 
excised except those which are adherent to important struc¬ 
tures in the neighbourhood, and that gastro-jejunostomy is 
useless for these. When the ulcer is adherent to important 
structures the stomach can be detached from the base of the 
ulcer, the opening closed, and the base of the ulcer, after 
being scraped and being now excluded from the stomach, 
will give no further trouble. 

Wimpole-street, W. 


Medicinal and Economic Plants.—T he value 

in education of a study of these plants has been recognised 
for some time by Dr. JamieBon Hurry, of “ Westfield,” 
Reading. A series ol medicinal and economic plants have 
for several years past been grown in the garden and con¬ 
servatories at “Westfield” in order to enable those 
interested to become acquainted with their appearance. 
Amongst the plants are tea, coffee, bananas, olives, pepper, 
cinnamon, cotton, flax, hemp, arrowroot, cinchona, sugar, 
papyrus, belladonna, and stramonium. By the side of the 
plants are arranged specimens of the economic products 
derived from them and need either for food, for clothing, 
or for medicine. During each Bummer the garden and con¬ 
servatories are thrown open at certain times to any persons 
who care to avail themselves of the opportunity for study. 
Demonstrations of the more important exhibits are given at 
intervals by Dr. Hurry and his assistants. 


the proof of the cause of 
Fig. 2. 



Vertical Bcction through the 
stomach and [jancreas. with the 
ulcer shaded black. A, Pancreas; 

B, Gastro - hepatic omentum; 

C, Stomach. 

emptying more quickly it 
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THE TREATMENT OF HAEMORRHOIDS 
BY INTERSTITIAL INJECTION. 

Br T. BIRD, M.R.C.S., M.A. Oxon., 

LATE AN.ESTHETIST TO KINO EDWARD VII. HOSPITAL, AND CONSULTING 
ANESTHETIST TO GUY'S HOSPITAL AND TO THE EAST 
LONDON HOSPITAL FOR CHILDREN. 


Although this treatment has a history of many years, I 
do not think it has received the attention that its success 
deserves. It first came to my notice some eight or ten years 
ago through my old student friend and colleague, the late Sir 
James Goodhart. Later, requiring some relief from haemor- 
rhoidal annoyance which was becoming a constant irritation, I 
chose this treatment for the following reasons: The prospect 
of complete relief in eight or nine visits, each talcing a 
quarter of an hour ; very slight pain of no duration ; and at 
the same time no interference with my ordinary life and 
work. The only change that I noticed in the parts treated 
was an appreciable, but very slight, warmth. It is now some 
years ago, and I am still perfectly comfortable. 

I should like to state that this article was written prior 
to the appearance in The Lancet of the articles on the 
same subject by Mr. Arthur S. Morley 1 and Mr. F. Swinford 
Edwards. 2 1 have thought it better to leave it as written, 
for in matters of detail there must necessarily enter the 
personal equation. 

Some critics have suggested that there i9 a likelihood of 
return. This has not occurred in my own case or work, but 
if a part of the pile be left untreated it is likely to increase, 
and I think this must have given rise to the idea of recur¬ 
rence. There can be no return in the part destroyed, and 
in this opinion 1 am confirmed by Mr. Dudley D’A. Wright, 
who kindly operated upon me, and whose brochure on the 
subject anyone who means to take up the work should 
certainly procure. 

Pure carbolic acid as an injection into pile tissue was first 
used about half a century ago in the United States of 
America, but through misuse the practice fell into abeyance. 
Some 30 years ago it was resumed in a mitigated form by 
Dr. Hoyt, of New York. The deviations from his treatment 
in many hands seem to have caused disappointment, perhaps 
through seeking more rapid or more complete success. 

Sir James Goodhart 3 speaks very strongly on the opera¬ 
tions in vogue, and as I can confirm his remarks, both by my 
own practice and that of over 50 years of anaesthetic work 
with first-class surgeons, I cannot do better than quote him, 
with the remark that the forecast held out by the surgeon is 
not always realised by the patient:— 

Now, why should I, thus out of order, put in a plea for the 
more frequent use of injection ? I do so because I happen to 
have seen a good deal of the partial and poor successes of the 
common operations, whereas the results of injection have 
seemed to me to be uniformly good. 

Some years ago I became very dissatisfied with the results 
of ligature. More recently I have known of poor results by 
the Whitehead operation as well—first, because the patient 
was laid up for several weeks; secondly, because the shock 
of the operation may be very detrimental; thirdly, because 
even witnin my own small experience I have known of cases 
of serious local trouble afterwards invaliding the patient for 
a long time; fourthly, 1 have many times found a definite 
membranous stricture at the anus where an operation has 
been performed; and, lastly, so many have told me that 
there has remained, more or less permanently after opera¬ 
tion, a state of discomfort in one way or another that was by 
no means pleasant. 

Patients unfortunately do not seek relief until an acute 
“attack of piles” occurs. Th’s it is as well to palliate 
in the ordinary way until the inflammation or strangulation 
is relieved, otherwise the treatment may be painful. The 
best time for treatment is while the piles are giving no 
trouble. An acutely inflamed external or strangulated pile 
may with relief be emptied of blood and then have three or 
four piqfires ; when introduced the solution stops the bleeding 
and often relieves the pain immediately. 

Hoyt’s treatment requires no private home or hospital for 
a fortnight or three weeks, no anaesthetic, no keeping to 
bed, no nurse, and no subsequent pain. There is nostretching 
of the sphincter. It is better to aw id spirits, highly 

1 The Lancet, March 18th, 1916. 

The Lancet, April 15th, 1916. 3 Practitioner, December, 1914. 


seasoned dishes, salt, and coffee ; otherwise life may go on 
as usual. In many cases relief is almost immediate. One 
patient of mine, a clergyman, whose life was a misery, said 
on the third day, after the first piqfire, “ I have not had such 
a two days for six years.” Subsequently in a note he 
thanked me for his “ new life.” Riding men, rowing men (I 
have seen all the seats in a college eight stained with blood), 
men from the trenches, and drinkers of Gallipoli water seem 
to be the chief sufferers amongst otherwise healthy men. 

It is 50 years ago since I first had a hard external 
pile when captain and stroke of my college eight. I did not 
want to leave the boat, and wrote to Mr. James Long, 
professor of surgery at Liverpool, to whom I was still 
indent ured, asking what I could do under the circumstances. 
The reply was worthy of a pupil of Abernethy : “Row on 
it until it bursts.” I did, and l hope my crew never noticed 
the first ten minutes’ rowing each day, until the parts got 
warm. The acutely expected event came off, and we made 
four bumps. 

The solution recommended and used by Hoyt consists of 
equal parts of hazeline and distilled water, to which is added 
10 per cent, of pure carbolic acid ; the whole of the acid is 
not dissolved unless warmed ; the bottle must be shaken 
when the solution becomes turbid from the finely dissemi¬ 
nated acid, and is then ready for nse. It should not be 
allowed to run on mucous membrane or skin, as in both 
cases it gives rise to soreness. I have had no trouble through 
carbolic acid absorption, though I have injected as much as 
15 minims at one sitting. 

It is not only for hmmorrhoids that the treatment is useful 
(in my own case there was a polypus in addition to three 
haemorrhoids), but also in cases of prolapsus ani. I can 
look back upon some cases in old people that were treated by 
astringents which I should now treat in this way rather than 
with cautery or by incision—the uncomfortable alternatives. 

What are the disadvantages of the treatment 1 There are 
certainly two : the number of visits, and the passage of the 
anal speculum. The speculum I have found to be best has 
been Kelly’s sphincteroscope, both for the first examination 
and the ensuing treatment, but it should always be well 
warmed before insertion and well lubricated either with 
vaseline or lubifax, which is more easily washed off with 
water than vaseline. 

The Holborn Surgical Instrument Company have made me 
a self-retaining speculum, as Kelly's requires one hand to 
retain it during the injection by the other. The illustration 
shows the bulbous extremity which passing through the 
sphincter retains it in position. The windows vary, the one 
illustrated is a small speculum for ladies, and allows one to 
look for fissure or fistula before introducing 
Kelly’s instrument. Another has the window 
shaped to prevent the mucous membrane in 
front interfering with the view of the haemor¬ 
rhoid. 

It is better not to inject a pile near 
the junction of the mucous membrane 
and the skin or external to that line before 
the inner or upper portions have been 
treated. 

External piles (inflamed) should be allowed 
to subside under appropriate treatment before 
injection and the patient should be advised 
against taking wine and spirits and highly 
seasoned dishes and should be given medicine to produce 
soft evacuations. A platino-iridium needle not too fine and 
about an inch and a quarter long is perhaps the best, though 
I use a short, stiff needle on a prolongation that fits on to the 
“Record ” syringe, as this gives a clear view of the length of 
the speculum. Care should be taken to keep the needle in the 
long axis of the bowel and a slight side-to-side motion as the 
plunger is pressed on tears the interior of the pile, and if the 
needle is kept in for a few seconds there is seldom any 
bleeding. After an injection or two the pile surface becomes 
hard, so that future injections should be made between the 
old scars until the pile is completely treated. An ordinary 
pile condition requires eight or ten piqures ; a commencing 
pile only one or two. A soft, freshly-formed hemorrhoid 
may be injected with from six to ten minims; these are the 
ones that bleed most, but there is no occasion to apply any 
styptic, the carbolic acid and the haztdine being sufficient 
to control bleeding. At the first visit I now give preference 
to injections of not more than three minims superficially to 
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different parts of the surface of the pile ; this makes subse¬ 
quent injections almost painless, and prevents the swelling 
caused by larger injections made more deeply. 

It should be remembered that the expediency of the treat¬ 
ment is that it should cause no inconvenience beyond the 
number of visits to the operator. I like to operate with 
only two days between, having found that cases so treated 
do better than do those with long intervals and larger 
injections. I have myself taken a run in less than five 
minutes after a piqfire, and Mr. Charles Higgens, my 
colleague at Guy’s Hospital, tells me that he played squash 
rackets on the same day that I had operated and had hunted 
on the Dext. 

In exceptional cases I have injected external piles 
(inflamed), but this is a painful operation, and it is best 
to treat as above, or at least to empty them of blood first 
and return them if possible after injection. 

Conduit-street, W. # 


AN UNUSUAL CASE OF ALBUMINURIA. 

By 0. LEYTON, M.D., D.Sc. Lond., F.R.C.P. Lond., 

PHYSICIAN TO THK LONDON HOSPITAL. 

Nine years ago a man aged 39 consulted me, giving the 
following history. Eighteen months previously, whilst he 
had been dining with some friends, the conversation had 
turned to a discussion of the age to which each individual 
at the table was likely to attain. One of them had said to 
him, “ in chaff,” that he could not expect to live very long. 
This had sent him, in spite of his feeling quite well, to the 
house of a well-known consultant, who now is no longer 
with us. This physician had found that the patient 
was passing very large quantities of albumin in his urine, 
which had led him to pronounce a very unfavourable 
prognosis ; in short, the patient stated that he had been 
told to go home and put his affairs in order. Daring the 
intervening 18 months he had experienced no discomfort 
with the exception of slight oedema of the legs, but he had 
noted that his urine was never clear. 

The patient appeared to me to be healthy and in robust 
health, but on heating a specimen of the urine I found that 
it coagulated completely, so that upon inverting the test- 
tube no fluid ran out. Granular casts and red blood cells 
were found in the urine on one occasion only. The physical 
examination showed me that his apex beat was in the fifth 
space half an inch internal to the mid-clavicular line; his 
heart was beating regularly, whilst there was no murmur, 
and the ratio of the first sound at the apex to the second 
sound at the base was 60/30. (I have no record as to whether 
this was measured with an Oertel or a Bock stethoscope.) The 
aortic second sound was not accentuated. The systolic 
blood pressure was 125 mm. Hg. That this blood pressure 
was not due to any myocardial degeneration 6eemed quite 
certain from the fact that the ratio of the two sounds was 
normal. There was not any evidence of hardening of the 
arteries. 

The next question which arose was whether the kidneys 
were acting efficiently. In order to determine this I estimated 
his excretory quotient. Much doubt has been thrown upon 
the value of this method, but in my experience of several 
hundred cases it has invariably assisted in prognosis, so 
that I cannot help thinking that when observers have found 
that it has led them astray it has been due to the omission of 
some essential details in the process, and therefore I will take 
this opportunity of recording the essential points. 1. The 
patient must be on a normal diet, not on a diet which is con¬ 
sidered suitable for a renal case. The diet must contain the 
average quantity of sodium chloride. 2. The patient must 
not have had anything to drink during four hours before the 
specimens are taken. 3. The specimens of urine and blood 
must coincide. In order to do this the patient must be made 
to empty his bladder ; ten minutes later a specimen of blood 
should be taken ; ten minutes after this a specimen of urine, 
which will then represent the average secretion whilst blood 
similar to that taken was circulating through the kidneys. 
The electric-conductivities of the serum and the urine are 
compared; in normal cases the conductivity of the urine is 
double that of the serum. The apparatus required to carry 
out this estimation is extremely simple. It is only the 


electrodes which are of special design, and they are easy to 
make (the details of which I described in The Lancet of 
May 18th, 1912, p. 1339). 

In the case which I am recording the excretory quotient 
was 2—that is to say, the conductivity of the urine was 
double that of the serum, which showed that the patient was 
excreting electrolytes normally. He was given methylene 
blue (nine years ago phenolsulphonephthalein was not being 
used). The excretion of the methylene blue was completed 
in the average time. The urine contained coli bacilli; but 
the patient had no frequency of micturition or other 
symptoms of cystitis. The nature of the protein passed 
was examined in detail, and the greater part of it was found 
to be serum albumin, although small quantities of serum 
globulin were present. 

The next question which arose was how was the disease 
produced—a disease that allowed serum albumin to pass 
through the kidneys but did not interfere with their excretory 
efficiency in any known way. The patient had never 
suffered from scarlet fever or any severe infection. During 
the last few years he had been in the habit of taking urotro- 
pine, and being a very busy man and forced to travel a great 
deal, he had had tablets made, each containing 10 grains, 
and used to take up to six a day, whenever he felt inclined, 
without having made the habit of taking water after the 
tablets. I therefore suggested that in all probability this 
drug had been excreted in too concentrated a solution as 
formic aldehyde, which had tanned the kidneys and led to 
their leaking serum albumin. The probability of being able 
to sterilise his urine seemed remote. 

My advice to the patient was to lead a healthy life, and 
to forget that his urine contained albumin, because, in my 
opinion, it would not shorten his life or cause any symptoms, 
whilst I could not conceive of any method of treatment 
which would renew the glomeruli of his kidneys, or even 
greatly diminish the amount of work thrown upon them. 

In April, 1916, a practitioner asked me to meet him and a 
surgeon in consultation over a case which seemed to him 
somewhat out of the common. On being told the name of 
the patient I learnt to my great pleasure that I was going 
to see the albuminuric case I had investigated in 1907. I 
heard from the patient that after leaving me in 1907 he 
had consulted a bacteriologist, who had at first been 
sanguine. But after inoculations extending over many 
months without any improvement the vaccinator had resigned 
the case. The patient had consulted many physicians in the 
interval and none had been able to make further sugges¬ 
tions as to the origin of his disease. The reason for my 
assistance having been sought was to decide whether the 
patient was fit for an operation which seemed desirable 
although not essential. The urine still contained a large 
quantity of protein but no casts. The examination of the 
heart showed that there had not been any increase in its 
size, the apex beat being in the identical position to that of 
nine years ago. The aortic second sound was not accentuated, 
but the ratio of the intensity of the first sound at the apex to 
that of the second sound at the base had altered from 60/30 
to 50/50, which I believed proved that some myocardial 
alteration had taken place. The blood pressure was 120 mm. 
Hg. The excretory quotient was 2 1. The excretion of 
6 mg. phenolsulphonephthalein was completed in six hours, 
and more than 90 per cent, appeared in the urine. Upon 
examination of the retinae it was found that the arteries did 
not in any way diminish the lumen of the veins which they 
crossed, and therefore there was no evidence of arterio¬ 
sclerosis, whilst the discs and rest of the retina} did not 
present any abnormal appearance. The walls of the radial 
vessels were not palpable. 

The alteration in the relative loudness of the first and 
second sounds of the heart is of interest, and I offer as 
a tentative explanation that the myocardial alteration was 
brought about by the toxin made by the coli bacilli in the 
urine. 

The question of absorption of toxins from the bladder is 
debatable, but many hold the view that in bacilluria the 
microbes invade the mucous membrane. 

The case is of interest in illustrating that kidneys may 
excrete perfectly for many years whilst the urine contains 
very large quantities of protein. 

PS.—The operation has been carried out with complete 
success. 

Portland-place, W. 
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Abnormal Children (Nei'vous, Mischievous, Pre¬ 
cocious, and Backward). 

By Bernard Hollander, M.D. With 12 page illus¬ 
trations. London: Kegan Paul, Trench, Triibner, and Co., 

Limited. 1916. Pp. 219. Price 3». 6 d. net. 

Several works have recently appeared with regard to 
defective and other exceptional children, but most of these 
refer more especially to cases that can be brought within the 
purview either of the Mental Deficiency Act or of Acts 
regulating the education of defectives. Dr. Hollander's book, 
however, seems to be addressed to a less technical but wider 
circle of readers, stated on the title-page to be “parents, 
teachers, and medical officers of schools.” Its style is con¬ 
sequently more popular than medical, and its chapters roam 
over a wide range of the varying aspects of mental abnor¬ 
mality in chddhood. Thus after a consideration of the 
causes of abnormality, amongst which the first place is 
rightly given to heredity, we are led on to rapid descriptions 
of idiocy, imbecility, and feeble-minded children, followed 
by a chapter on merely backward ones. Then comes a 
dissertation on character defects in children and on moral 
weak-mindedness. Nervous and precocious children and the 
nervous disorders of childhood follow, and insanity in child¬ 
hood and adolescence is dealt with at some length. Head 
abnormalities are discussed in relation to their significance, 
and in the last two chapters we find judicious practical hints 
as to the training of boys and girls in accordance with their 
aptitudes and in view of their pursuits in after-life, and as to 
the sort of moral education best fitted to various types and 
temperaments. 

Whilst not noticing much that is novel in the early part 
of the book—though Dr. Hollander nowhere refers to other 
authors—we think that a perusal by parents and others in 
charge of children of his exposition of character defects, 
and of the risks to be avoided with nervous and precocious 
children, may be of service, even without acquiescence in his 
view that psychotherapy by way of suggestion, hypnotic 
or otherwise, is the cure-all in wayward and morally weak- 
minded cases. The book is a very readable one for the lay 
public, is cheap but well got up, and the illustrations arc 
well selected and produced. We notice on p. 29 the state¬ 
ment that “ when the (brain) development is permanently 
arrested at the stage of infancy or in freto (sic), the result 
is idiocy." This statement may be more correct, in a general 
way, than the Latin. 


Manual of Vital Function-testing Methods and 
their Interpretation. 

By Wilfred M. Barton, M.D., Associate Professor of 

Medicine. Medical Department, Georgetown University, kc. 

Boston : Richard G. Badger; Toronto: The Copp Clark 

Company, Limited. Pp. 265. Price SI.50. 

The author claims that the work before us does what no 
other has attempted, in collecting together the details of 
practically all recognised functional tests which aie 
scattered throughout medical literature. We believe the 
claim to be valid and commend both the idea and its 
execution. 

A brief enumeration of the contents of the book will show 
the amount of labour that must have been devoted to its 
preparation and the variety of fare offered to the reader. 
First there are considered the tests of the glycogenic 
function of the liver, and of these four are described, based 
on the use of different sugars. The urea function of the 
liver is next dealt with, the tests involving estimations of 
the urea eliminated, of the urinary ammonia, of the amino- 
acids in the urine, and of the residual nitrogen in the blood 
serum. After this the antitoxic function of the liver is 
considered, as measured by the excretion of methylene blue 
and of indican; and after this, again, the activity of the 
liver is dealt with in its bearing on blood formation and 
the excretion of bile, the former property being investi¬ 
gated in relation to the coagulability of the blood and to 


the quantity of lipase which it contains, the latter by 
estimation of urobilin and its allies and by the rate of 
excretion of phenol-tetrachlorphthalein in the bile. Some 
50 pages are thus occupied by the investigation of the liver. 
Tests for renal function are better known in that they 
include ordinary methods of urinary analysis. Nevertheless, 
there are several other methods of investigation here set 
forth, involving the estimation of the different urinary con¬ 
stituents, water, pigment, chlorides, and so forth, which are 
outside ordinary clinical procedure. The content of the 
blood in respect to nitrogenous waste products is available 
as a measure of renal activity, while the use of various 
chemicals which are eliminated hy the kidneys as tests of 
permeability is not often employed in medicine. Three dyes 
and four drugs are here considered as test substances. The 
kidneys altogether receive 74 pages of type. Tests for the 
functional integrity of the pancreas relate to its proteid, fat, 
and carbohydrate ferments, and also to the internal secretion 
of the gland by which it is supposed to regulate sugar 
metabolism. Tests for the functional capacity of the heart 
again are not often described or employed clinically ; yet 
here we find no less than eight tests for its muscular 
ability as well as a description of other modern instrumental 
methods of investigation. Finally, the ductless glands are 
considered in turn, and we are introduced to the methods 
which have been devised for estimating the activities of the 
thyroid gland, the suprarenal bodies, and the hypophysis 
cerebri. In all cases both the details of the test are given, and 
a discussion is appended as to the value of the procedure as a 
criterion of the function with which it deals. 

The author often frankly admits the uncertainty so far 
attained in the investigations set forth, and throughout he is 
impartial and critical. The book should be of considerable 
use in all clinical laboratories, and should certainly stimulate 
research. It is only by a large number of investigations by 
different observers that a judgment can be formed of the value 
of a procedure, while the more general employment of fnne- 
tioni tests should reveal interesting phenomena in disease 
conditions which have hitherto escaped clinical observation. 
The book is of convenient size and weight. It is clearly 
written, but here and there curiosities of diction may be 
found, such as “ discoloration ” for “ decoloration,” “ illy ” 
for “ill,” and so forth. Perhaps they are idioms of the 
American language. We heartily commend the book. 


London County Council Annual Report, 1014. 

Vol. II.: Asylum* and Mental Deficiency. London : 

P. S. King and Son. 

The second volume of the Annual Report of the 
London County Council, recently published, comprises : 
(1) the Report of the Asylums and Mental Deficiency 
Committee, as Visiting Committee for the London County 
Asylums, for the year 1914-15, made in pursuance of 
Section 190 of the Lunacy Act, 1890 ; and (2) the Report 
of the Council as the Local Authority for the purposes 
of the Mental Deficiency Act, 1913, made pursuant to 
No. 28 of the Mental Deficiency Act Provisional Regulations, 
1914. 

After a few prefatory remarks as to the duties of the 
Council under each of the Acts referred to, statistics are 
given as to the various asylums, from which it appears that 
the aggregate accommodation available at the ten London 
County asylums was for about 20,000 patients who were paid 
for by the guardians of unions; in addition, Claybury Hall 
received 64 males as private patients at moderate fees, and 
there were 144 other private patients at the Manor Asylum and 
the Epileptic Colony near Epsom. Asylum admissions, in the 
aggregate, numbered 3639 during the year, discharges 1845 
1003 notified as “recovered”), and deaths 1841. Horton 
Asylum was taken over by the Army Council for the treatment 
of wounded soldiers, and is at present known as the County of 
London War Hospital, Epsom. The medical superintendent. 
Dr. J. R. Lord, has been appointed commandant, and the Army 
Council has expressed its appreciation of the cooperation of the 
ordinary staff in the military work of this hospital. The lunatic 
patients have been temporarily drafted to other institutions. 
The Maudsley Hospital at Denmark Hill, founded by the 
generosity of Dr. Henry Maudsley for the early treatment of 
cases of incipient insanity, with a view to preventing such 
cases becoming so confirmed as to need being sent to 
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ordinary county asylums, was approaching completion, and 
it was intended to remove the Council’s Pathological Labora¬ 
tory from Claybury to that establishment. The report of 
Dr. F. W. Mott, pathologist for the London County Asylums, 
contains interesting particulars of investigations conducted 
under his direction during the year. An inquiry as to the 
incidence of mental deficiency among the offspring of the 
insane in the London County asylums was continued during 
the year, and altogether the families of 588 insane patients 
were investigated. According to the reports received from 
the education authorities, it resulted that only 15 (i.e., 2 to 
3 per cent.) of these had mentally defective children. An 
investigation was also carried on into the family histories and 
environment of 60 mentally defective children in London 
special schools. 

Research was conducted by Mr. Mann as to the “ diagnosis 
of syphilis by the serum reaction M in order to estimate the 
incidence of syphilis in various types of the community and 
as a means of diagnosis in mental disorders, and a detailed 
summary of the results obtained is included in the Report 
of the R >yal Commission on Venereal Diseases. “ Insanity 
in relation to the ductless glands and reproductive organs ” 
was made the subject of systematic research by Dr. 
Kojima (of Tokio), and previously by Dr. Laura Forster. 
In connexion with hypothyroidism Dr. Mott remarks that 
this condition is more common than is generally supposed 
in women at the climacteric period. Dr. F. Sano, super¬ 
intendent of the Antwerp asylum for acute mental cases 
up to the time of the German occupation, has since been 
working in the Claybury laboratory, aided by a grant from 
the National Health Research Committee, and has been 
investigating the cerebral mechanism of speech. A number 
•of brains, illustrating anatomical defects caused by various 
pathological lesions, having been placed at his disposal, he 
utilised them to make serial sections and drawings, and to 
correlate as far as possible the ascertained lesions and 
peculiarities with the clinical symptoms observed during life. 
Dr. Fisher and Dr. Beach have also collaborated with 
Dr. Mott in other research work. 

There is much of medical interest in the annual reports of 
the various asylum superintendents for which we recommend 
that this volume should be consulted—e.g., statistics as to the 
etiology of insanity and investigations with regard to dysen¬ 
tery and other diseases prevalent in asylums. Everywhere 
the male staff has been much depleted owing: to the war, and 
it is greatly to the credit of the medical officers that, not¬ 
withstanding their enhanced duties, they continue to devote 
much time and energy to the training of nurses and 
attendants by lectures and demonstrations in preparation 
for the examination of the St. John Ambulance and Medico- 
Psychological Associations. 


LIBRARY TABLE. 

A Text-book of Nervous Diseases for Students and Practising 
Physicians. In 30 Lectures. By Robert Bing, Dozent for 
Neurology at the University of Basel. Only authorised 
translation, by Charles L. Allen, M.D., Los Angeles, 
California. With 111 illustrations in the text. London: 
William Heinemann Pp. 481. Price 21*. net.—The original 
German edition of this book was reviewed in The Lancet of 
March 21st. 1914, and it was stated that the originality 
and suggestiveness of the book would probably be best appre¬ 
ciated by those who already have a fair knowledge of 
neurology as a whole. The opinion then expressed is con¬ 
firmed after a consideration of the material in its English 
guise. The volume is lucid and readable, and bears evidence 
of the clinical experience and erudition of its author ; the 
“lecture” method of presentation, however, suffers from 
certain disadvantages. The English version bears very much 
less evidence of being done by a “ hack ” translator than has 
unfortunately been the case with several other American 
translations that we have had recent occasion to review. 
The translator knows German and his subject. 

The After-treatment of Operations ; A Manual for Practi¬ 
tioners and House Surgeons. By P. Lockhart-Muj^mery, 
F.RCS. Eng., B.A., M B , B.C. Cantab., Senior Surgeon, 
St. Mark’s Hospital for Cancer, Fistula, and other Diseases 
of the Rectum. Fourth edition. London : Baillidre, Tindall, 
and Cox. 1916. Pp. x.-275. Price 5s. net.—We are 


pleased to see that another edition of this book has been 
j-equired, for we hold that in many cases the after-treatment 
of an operation may be almost as important as the operation 
itself, and a work like this is well calculated to be of 
immense value to those in practice, to resident medical 
officers, and to senior students. The additions to the present 
edition are many and important, especially the chapter on 
shock, which has been completely rewritten, in view mainly 
of Crile’s work on the subject. A useful addition is the 
chapter dealing with gunshot wounds, as many have, during 
the war, to deal with such wounds who have had little 
experience previously in this branch of practice. 

Studies in Blood Pressure , Physiological and Clinical. By 
George Oliver, M.D. Lond., F.K C.P. Edited by W. D. 
Halliburton, M.D.Lond , F.R S. Third edition. London: 
H. K. Lewis and Co. 1916. Pp. 240. Price Is. 6 d. net.— 
The author’s untimely death prevented him from carrying 
to completion the present edition of his book. The major 
part of it was entirely rewritten and ready for the printer, 
and Professor Halliburton took upon himself the task of 
seeing his friend’s book through the press, adding a few 
footnotes where necessary, and reprinting certain omitted 
chapters from the 1908 edition, with the help of another 
old friend, Dr. Alfred Mantle, of Harrogate. This third 
edition of the late Dr. Oliver’s work will be welcomed 
by all exact clinicians, for to these the measurement of 
arterial tension has become an everyday practice, which 
is the best testimony to the value of the author’s 
life work. 


Poor-law Medical Officers’ Association of 
England and Wales.— A council meeting was held at 
9, Copthal 1-avenue, E.C., on July 7fch, Mr. A. A. Napper 
being in the chair. The honorary secretary reported that he 
had been informed that a Poor-law medical officer had been 
very unjustly treated by his guardians. He is the medical 
officer to a Poor-law infirmary which has no accommodation 
for the treatment of serious operations, and when a patient 
suffering from obstruction of the bowels was brought to him 
for admission he sent him on to a hospital in the neighbouring 
city. The friends of the patient were displeased and com¬ 
plained to the guardians, who resolved to pay an outside 
practitioner a fee of one guinea and deduct it from the 
salary of their medical officer. The outside practitioner had 
attended the patient before his admission to the hospital. 
It can hardly be questioned, said the honorary secretary, 
that this is quite beyond the legal powers of the guardians, 
and the matter is now in the hands of the Medical Defence 
Union. 

The council then considered the nomination of officers and 
members of council for the ensuing year, and decided that 
all the retiring officers and members of council should be 
recommended for re-election. 

The annual general meeting of the association was held 
later, when the report of the council for the preceding year 
and the balance-sheet were put before the meeting and 
approved. The officers and members of council who had 
held office during the last year were then nominated for the 
next year, and Surgeon-General G. J. H. Evatt, C.B., was 
re-elected President, Dr. Major Greenwood honorary secre¬ 
tary, and Mr. F. Greenwood honorary treasurer. Mr. Withers 
Green was reappointed auditor. 

After the business of the annual meeting had been con¬ 
cluded, the honorary' secretary said that he wished to propose 
a resolution in respect of the action of the Government in 
reducing the payments for the notifications of infectious 
diseases from 2s. 6 d. to Is. “ Many of our sister societies,” 
he said, “ have carried resolutions condemnatory of this 
action, and the association should follow the example.” He 
then moved the following :— 

That this meoting of the Poor-law medical officers of England and 
Wales Btrongly condemns the recent action of the Government in 
reducing the fees for the notification of infectious diseases ; that 
considering the loyalty of the profession, and the great assistance 
rendered by it to the Government during the war, the said reduction 
is excessively mean, and it 1 b earnestly hoped that as soon as the 
war is over, those bodies representing the medical profession will 
take all steps in their power to obtain redress for such inequitable 
treatment. 

This resolution was put to the meeting and carried 
unanimously. 
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IODARGOL 

THE Specific of Gonorrhoea, 
Acute or Chronic. 


A Few Clinical Results 

Two Cases of Acute Gonorrhoea: — 

We deem it our duty to draw attention to this 
action of Colloidal Iodine, since it brings 
about a rapid and certain cure in gonorrhcea 
and causes a disappearance of the gonococci, 
without in any way interfering with the 
integrity of the organs. 

Drs. Miette and Truffier. 

A Case of Gonorrhoeal Follicular 
Urethritis :— 

It has seemed to us of some interest to report 
this case on account of the result obtained, and 
above all, on account of the means employed 
for attaining it, for follicular abscesses of 
gonorrhoeal origin, however they may start, 
always sooner or later acquire chronic symptoms, 
and we have never so far seen any but surgical 
treatment leading to a certain cure. 

The success which has attended our urethral 
dressings with Colloidal Iodine seems to give 
some promise that the necessity for the radical 
methods of surgical treatment in cases of 
urethral folliculitis of gonorrhoeal origin may 
be somewhat reduced. 

By Marcel Deschamps, late House Physician, 
Assistant to Dr. Bazy, of the “ Hhpital Beaujon,” and 
Jean Perbigault, late House Physician of the 
Infirmerie Centrale des Prisons. 

Chronic Urethritis. Subacute Urethritis. 
Very Acute Urethritis. 

We are therefore justified in concluding that 
Colloidal Iodine should be accorded front 
rank among anti-gonorrhoeal agents, as much 
on account of the value and rapidity of its action 
as on account of its absolute harmlessness, yrhich 
allows us to administer it without the slightest 
fear of any complication arising owing to its use. 

Dr. Gerald Bexlbr Nancy, 

late Interne of the Hospitals. 

Forma — 

Amp. of 2 c.c. Bougies. Phials 20 and 45 c.c. 

Ovules. 


URASEPTINE 

1907-1915. 


The Most Powerful of 
Urinary Antiseptics. 

Uraseptine is a granulated product entirely 
soluble in water, its bases being Piperazine, 
Urotropine, Helmitol, Benzoates of 
sodium and lithium, and containing 60 centi¬ 
grams (10 grs.) of active matter to each tea¬ 
spoonful. Dose: 2 to 6 teaspoonfuls daily. 
It purifies the urines, and this action is due to 
its three principal properties : 

1. IT IS A URINARY ANTISEPTIC. 

2. A SOLVENT OF URIC ACID AND 

OF PHOSPHATES. 

3. A MILD NON-TOXIC DIURETIC. 

Note the Following Points:— 

1. The Benzoic acid and the Benzoates 

are transformed in the system into hippnrio 
acid and consequently make the urine acid, 
which is necessary when the latter is alkaline 
and ammoniacal. 

2. Moreover, this acid medium is indispensable 
for the cleavage of the Urotropine (Hexa¬ 
methylenetetramine), which thus furnishes a 
certain quantity of Formol, the bacteria-destroy- 
ing properties of which are well known. 

3. Helmitol (anhydro-methylen, citrate of 
Hexamethylenetetramine) possesses not only 
the property of disinfecting urinary apparatus 
to a greater extent than Urotropine, but it also 
possesses Bedative anaesthetic properties of 
utmost value in painful affections. 

4. Lastly, the Piperazine (diethylene 
diamine) will cause the rapid elimination of uric 
acid and urates in the form of soluble compounds. 

Uraseptine is put up in bottles 
containing 3| oz. and 12 oz. 

NOT ADVERTISED TO THE PUBLIC. 


Literature and Samples from — 


AUSTRALASIA: A. M. Bickford ASon, Ltd., Adelaide. 

Elliott Brothers, Ltd., Sydney and Brisbane, 
Felton, Grimwade <fc Co., Melbourne. 

Felton, Grimwade & Bickford, Ltd., 
Fremantle. 


NEW ZEALAND : New Zkaland Drug Co. , Ltd.. Auckland, Wellington, 
Christchurch, and Dunedin. 

INDIA : J. Murray & Co., Ltd.— 

P.O. Box 303 Bombay ; P.O. Box 216 Calcutta ; 
P.O. Box 226 Madras. 

SOUTH AFRICA : Lennon, Ltd. 


Or from THE ANGLO-FRENCH DRUG CO., Ltd., Sole Agents for the British Empire, Gamage Buildings. Holborn, 
’Phone: 1311 Holborn.] London, E.C. [Telegrams: “Ampsalvas, London.” 
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LEWIS’S PUBLICATIONS. 

SIXTEENTH EDITION (1915). REVISED AND ENLARGED. 

THE EXTRA PHARMACOPEIA. 

By MARTIN DALE & WESTCOTT. 

PRICE 21s. net; postage 5d., abroad, 6d. 

Separately, Vol. I., 14s. net; postage 5d. Vol. II., 7s. net; postage 3d. 

"It is a book that is indispensable to the modern pharmacist, and in this case an old edition is not ‘just as 
good.’”—C hemist and Druggist. "A work of great utility.”— The Lancet. 

“ The two volumes together form an invaluable compendium of information.”— British Medical Journal. 

“The Extra Pharmacopoeia maintains its high standard and more. All interested will welcome this new 
edition of an indispensable book.”— Pharmaceutical Journal. 

“ This wonderful work an almost indispensable companion.”— Dublin Journal of Medical Science. 

“ The medical practitioner in want of special information upon recent therapeutic advances may turn with confidence 
to the pages of Martindale & Westcott’s Extra Pharmacopoeia.”— Medical Press. 

JUST PUBLISHED. A NEW (SEVENTH) EDITION. Revised and Enlarged. 
With 1597 Illustrations. Royal 8vo. 32s. net. 

MANUAL OF OPERATIVE SURGERY. 

By J. FAIRBAIRN BINNIE, A.M., C.M.Aberd., F.A.C.S., 

Surgeon to the General Hospitals, Kansas City; Fellow of the American Surgical Association, &c. 

This Edition contains an Appendix on War Surgery. 

JUST PUBLISHED. THIRD EDITION. Revised and Enlarged. Demy8vo.7s.6d.net; 

post free, 7s. lid., abroad, 8s. 2d. 

STUDIES IN BLOOD PRESSURE. Physiological and Clinical. 

By the late GEORGE OLIVER, M.D. Load., F.R.C.P. Lond. 

Third Edition. Edited by Professor W. D. HALLIBURTON, M.D. 


JUST PUBLISHED. With 70 Illustrations. Crown 8vo. 4s.6d.net; 
post free, 4s. lOd. 

NOTES ON GALVANISM AND 
FARADISM. 

By ETHEL MARY MAGILL, M.B., B.S. Lond., Ac. 

“A modest title for a good book."—D unlin Journal of Medical 
SCIFNCK. 

“Well designed for the purposes for which it is intended.”— 
British Medical Journal. 


JUST PUBLISHED. 


With Illustrations. Crown 8vo. 3s. 6d. net; 
post free, 3s. lOd. 


PRACTICAL POINTS IN THE DIAGNOSIS AND 
TREATMENT OF HEART DISEASE. 

Being a New and Enlarged Edition of “Heart Sounds and Murmurs, 
their Causation and Differentiation.” 

By E. M. BROCKBANK, M.D. Viet.. F.R.C.P., 

Honorary Physician, Royal Infirmary, Manchester, Ac. 

“ We cordially welcome this book and recommend it to all practi¬ 
tioners and students of medicine.”— Dublin Journal of Med. Science. 


With 86 Illustrations. Post 8vo. 8s. net; 

abroad, 8s. 8d. 


post free, 8s. 5d., 


The Diagnostics and Treatment 

OF TROPICAL DISEASES. 

By E. R. STITT, A.B., Ph.G., M.D.. Medical Director, U.S. Navy; 
Uraduaie, London School of Tropical Medicine; Head of Depart¬ 
ment of Tropical Mediciue, U.S. Naval Medical School, Ac. 

“ It contains a large amount of sound and up-to date Information."— 
The Lancf.t. 


SECOND Edition. Third Impression. Post 8vo. 6s.net; 
post free. 6s. 5d., abroad, 6s. 8d. 

Aequanimitas: with other Addresses to 

Medical Students, Nurses, and Practitioners of Medicine. 

By Sir WILLIAM OSLER, Bart., M.D., F.R.S.. 

Regius Professor of Medicine, University of Oxford, Ac. 

“ Written with all the breadth of view and the beauty of style which 
make Prof. Osier’s writings so characteristic and so valuable."— 
The Lancet. _ 

With 226 Microphotograms, 452 pp. 25s. net; post free, 25s. 7d., 
abroad, 26s. 3d. 

Hsemocytes and Hsemic Infections. 

A Handbook for Students and Practitioners. 

By F. W. E. BURNHAM, M.D., C.M., Ac. 

“We have no hesitation in saying that its perusal will repay every 
one interested.”—B ritish Medical Journal. 

“We can congratulate the author on the production of a useful 
volume.”—M edical Chronicle. 


Lewis’s Medical Ledger. 

Specially Designed to meet the needs of the Busy Practitioner. A 
combined Daybook and Ledger. Can be commenced at any 
date. Size of page 11 in. by 8^ in. Strongly bound. Price 6s. net; 
post free, 6s. 6d. Larger size, with increased space for Daybook, 
7s. 6d. net; post free, 8«. 

“Hardly possible to devise a simpler and yet more complete scheme.” 
—The Lancet. 

“ Anyone who wants a simple and compact system of bookkeeping 
will find it here.”— Medical Press. 
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The Prevention and Treatment of 
Venereal Diseases: The Inter¬ 
vention of the State . 1 

In the Final Report of the Royal Commission on 
Venereal Diseases it was recommended that arrange¬ 
ments should be made without delay for providing 
adequate facilities for the diagnosis and treatment 
of all persons in the community affected with 
venereal disease; and a large part of the financial 
burden which effective measures must imply should 
be borne, it was said, by the State. The opinion of 
the Commission was heartily endorsed both by the 
medical profession and the public. The evidence 
which came before the Commission proved beyond 
doubt that venereal diseases—syphilis, gonorrhoea, 
and soft chancre being so defined—could be con¬ 
trolled and their incidence on the population 
reduced within narrow limits by early and efficient 
treatment, but it also appeared that as yet the 
best methods of diagnosis and therapy are not 
available for the population generally, with the 
consequence that venereal diseases inflict a vast 
amount of preventable suffering upon the com¬ 
munity, culminating in the loss of many lives 
and in the physical ruin of many citizens. 
The Commission faced the situation squarely 
by stating that the organisation of arrange¬ 
ments for adequate laboratory facilities and for 
skilled free treatment should be put in hand at 
once, and in order that the measures taken should 
have a wide result, and should be unfettered by 
pecuniary trouble, they advised that these should 
be entrusted to the councils of counties and county 
boroughs (among which the Common Council of 
the City of London was included), and that 75 per 
cent, of the cost of carrying out the proper schemes 
should be met from Imperial funds. The Govern¬ 
ment have decided to accept entirely and imme¬ 
diately the advice of the Commission, and Mr. 
Long, as President of the Local Government 
Board, has addressed a circular to the public 
bodies concerned, asking for their cooperation, 
explaining the way in which the gigantic work 
should be carried out, and enclosing the Regu¬ 
lations under which action will be taken. 
These Regulations have been made under the 
Health Acts and are issued as an Order of the 

1 Venereal Diseases : Circular issued by the Local Government Board 
on July 13th, 1916, to (1) Councils of Counties and County Boroughs; 
(2) Governing Bodies of Hospitals, and (3) Boards of Guardians ; Regu¬ 
lation!! made by the Local Government Board on July 12th, 1916; 
and .Memorandum by the Medical Ofiicer of ttie Local Government Board 
on the Organisation of Medical Measures. Wyman A Sons. Price Id. 


Board, who have estimated the conditions of the 
present war as constituting a case of emergency, 
which absolves the Board from any necessity of 
consulting the public bodies in the matter before 
issuing instructions. The counsel of a strong 
commission, inspired by unimpeachable evidence, 
has thus received complete endorsement, and 
all informed persons will applaud the prompti¬ 
tude of the Local Government Board. There 
is no doubt whatever that the organisation 
of scientific measures against venereal diseases 
will lead immediately to a great reduction in the 
number of cases and a corresponding alleviation 
of untold misery; and while this belief is so 
wide-spread that all the local authorities would 
have given upon their own initiative every 
encouragement to medical measures undertaken 
to combat this evil, it is far better that the 
State, which will find three-quarters of the money 
required, should from the beginning preside over 
the campaign. 

The Regulations of the Local Government 
Board, made on July 12th, and issued with the 
circular, direct that the council of every 
county and county borough shall, subject to the 
approval of the Board, make arrangements for 
enabling any medical practitioner practising in the 
area of the council to obtain, at the cost of the 
council, a scientific report on any material which 
the practitioner may submit from a patient 
suspected to be suffering from venereal disease. 
They further provide that these public bodies shall 
prepare and submit to the Board a scheme which 
ensures the treatment at hospitals or other 
institutions of persons suffering from venereal 
diseases, and under which medical practitioners 
can be supplied with salvarsan or its substitutes. 
It will therefore be the duty of $he councils 
to proceed at once with the consideration of 
the steps which they should take in these 
directions, and with the preparation of a 
scheme for the provision of the necessary facili¬ 
ties for diagnosis and treatment. In formu¬ 
lating such a scheme they will be much 
assisted by the memorandum from Dr. Nevfsholme, 
medical officer to the Local Government Board, on 
the medical measures which should be taken 
against venereal diseases. This memorandum is 
published with the Regulations as a supplement 
to Mr. Long’s circular letter, and contains most 
practical suggestions as to the best methods by 
which venereal diseases can be controlled 
under the conditions constituted in the Regula¬ 
tions. The immediate urgent need, says Dr, 
Newsholme, is that adequate facilities for the 
diagnosis and treatment of venereal diseases in 
their early and at all communicable stages should 
be provided when and where they are absent or 
deficient. He outlines, under three heads, the 
arrangements which will be necessary: (a) The 
establishment of clinics at hospitals or elsewhere; 
(6) the supply of salvarsan or its substitutes; and 
(c) the provision of laboratory facilities for aid in 
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diagnosis and treatment. Under this plan each 
administrative county and county borough is 
regarded as a unit for the establishment of a 
scheme for treatment centres, and the clinic would 
in the first instance be organised in towns where 
there is a suitable general hospital, and, when 
practicable, at hospitals having medical schools 
attached, as well as at hospitals specially designed 
for women and children. The point is insisted 
upon both in Dr. Newsholme’s memorandum 
and in Mr. Long’s circular letter that every 
clinic should be available for the treatment of 
all comers without distinction as to means or 
as to place of residence, while the treatment 
should be given as far as practicable in coopera¬ 
tion with the patient’s own doctor. These provi¬ 
sions arise directly out of the report of the Royal 
Commission. 2 

At every clinic the out-patient work, while 
varying with local circumstances, will certainly 
be the most important part of the treatment, but 
accommodation will be required for the treatment 
of syphilis by salvarsan or its substitutes, and 
for the care of certain acutely contagious cases 
whether of syphilis or gonorrhoea, and, further, 
in the event of surgical complications arising. 
For such cases a small number of hospital beds 
will have to be made available. Experience 
has shown that syphilis in its infectious stages 
is best treated by periodic injections of salvarsan 
or its recognised substitutes, supplemented by 
courses of mercurial treatment. The administra¬ 
tion of salvarsan or its substitutes requires special 
precautions in the selection of patients to whom it 
may be given, in the technique of administration, 
and in the frequency of dosage. Such matters will 
demand from the practitioner a certain amount of 
practical experience, and it is properly laid down 
that the medical officer of the clinic should possess 
such personal experience in the diagnosis of 
venereal disease and in the modern methods for 
its treatment. Salvarsan or its substitutes will 
be supplied gratuitously if administered by the 
medical officer of the clinic or by a medical prac¬ 
titioner authorised by him, while the officer’s 
duties will include the giving of demonstrations to 
medical practitioners on the methods of taking and 
transmitting material for laboratory diagnosis. In 
this way the level of scientific treatment of venereal 
diseases will rise rapidly, and it is not foolishly 
optimistic to expect that our population may soon 
be largely freed from one of its greatest physical 
scourges. 

2 “The condition that the institutional treatment should be available 
for the whole community is one to which we attach cardinal import¬ 
ance. The two main difficulties in curing venereal diseases and thus 
preventing their spread are to ensure the application of patients for 
treatment at the outset of the disease, and to maintain continued 
attendance until the doctor certifies that the patient is free from 
infection. Although gratuitous treatment will not entirely remove 
these difficullies, wo ihlnk it will go far to do so. It may be that 
persons will present themselves for treatment w’ho, in the opinion .f 
the medical officer in charge, can be Ba'isfactorlly treated by their own 
doctor and who can afford to pay for their own treatment. In such a 
case we think that the medical officer might properly refer the patient 
to a private practitioner, but if the patient is unwilling there should, 
in our opinion, b*i no refusal to treat him at the institution ."—Report 
of the Royal Commission on Venereal Diseases. 


Aortic Incompetence. 

An efficient heart is desirable in any walk of life. 
To the soldier it is a necessity, and the daily expe¬ 
rience in camp and on the field is showing that the 
civilian standard of efficiency is often too low for 
the fighting man. The experienced examiner of 
recruits is able to weed out most cases of damaged 
valves, but his tests are at present insufficient to 
detect muscular inefficiency which may give rise to 
trouble later. The truth of this is shown by an 
inquiry, which we publish this week, into the 
various conditions which lead men on active 
service to report sick with symptoms suggesting 
heart disease. Among 90 consecutive cases so report¬ 
ing Captain John Parkinson, R.A.M.C., found only 
28 of valvular disease of all kinds, while iu 40 others 
who had definite cardiac symptoms no evidence of 
any damage to the valvular mechanism could be 
detected. In another series of cases Captain E. B. 
Gunson, R.A.M.C., indicates the role which dysentery 
may play as one of the varied factors in the produc¬ 
tion of muscular cardiac inefficiency. Numerically 
infrequent, then, as valvular disease may be in the 
recruit who has passed a careful clinical examina¬ 
tion, the importance of aortic incompetence must 
not be entirely overlooked. In eight soldiers 
who complained to Captain Parkinson of giddiness 
and faintness six were found to have incompetent 
aortic valves and in one of these syncope had 
occurred. 

In the quiet and spacious times of peace the 
victims of aortic incompetence may get along well 
enough. The strain of warfare both for the com¬ 
batant and the non-combatant evidently has a 
specially malign influence upon this form of cardiac 
lesion and gives to the well-worn topic of digitalis 
treatment a new and pressing interest. The use 
of digitalis in aortic incompetence has been dis¬ 
cussed at length by numerous authorities, fore¬ 
most amongst whom was the late Dr. Milner 
Fothergill ; and Sir Clifford Allbutt, Dr. 
Mitchell Bruce,. Sir James Mackenzie, Dr. 
George Balfour, and others have considerably 
added to the clinical evidence as to when the 
drug should be given or withheld. It has been 
strongly urged that the tone of the heart must be 
constantly watched, for digitalis has the power 
of intensifying tone and of moderating disten- 
sibility. Careful discrimination, however, has to 
be employed in determining whether stimulation 
to the muscular power of the heart is required. 
Needless to say, the employment of any drug, 
especially of the digitalis group, simply because 
a murmur is heard on auscultation, cannot be 
too strongly deprecated. Digitalis itself is a potent 
remedy with a tendency to a cumulative action, 
and its indiscriminate use may be attended with 
evil consequences. Are there, then, any definite 
rules that can be laid down for the guidance of 
practitioners in regard to prescribing digitalis in 
cases of aortic regurgitation? 
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In the first place, it must be insisted on that 
aortic regurgitation may exist without giving rise 
to auy symptoms, the condition only being acci¬ 
dentally discovered, as, for instance, in examina¬ 
tion for life assurance; and most physicians could 
mention cases in their own experience of indi¬ 
viduals who had led most active lives without in 
the least being aware that they were the subjects of 
a grave cardiac lesion. One of Captain Parkinson’s 
cases, a man of 40, who had served 16 months, 
including six at trench work, was found by chance 
to have a to-and-fro aortic murmur. Such cases 
are generally young subjects, often with a history 
of rheumatic fever in childhood. In other words, 
a stationary lesion is present with good com¬ 
pensation. A very different condition holds when 
the aortic regurgitation is the result of de¬ 
generative processes—that is to say, a pro¬ 
gressive lesion. Some patients live to their 
ordinary expectancy, and some even beyond, with 
incompetence of the aortic valves, and without 
ever having had a dose of digitalis; and some 
interesting cases of this kind were recorded by 
Dr. Seymour Taylor in our columns last week. 
But such instances are exceptions to the well- 
recognised fact that aortic regurgitation is the 
most serious of all valvular lesions. As long as 
the compensation continues efficient no treatment 
is, of course, necessary, but if evidences of failure 
of the cardiac reserve force begin to assert them¬ 
selves then systematic treatment is urgently 
demanded. The most important therapeutical 
measure is rest, and the extent to which this must 
be insisted on varies with each individual case. In 
some instances only slight modification of the 
patient’s usual life is required, such as the avoid¬ 
ance of hurry and of undue mental exertion. 
Irritability, apprehensiveness, worrying over un¬ 
important details, are all symptoms of want of an 
efficient circulation through the brain, and if the 
nervous system can be soothed, bromides being 
useful for this purpose, improvement may occur 
without the necessity of employing other drugs. If, 
however, not only the cardiac “ reserve ” force but 
the “rest” force also is impaired, then confine¬ 
ment to bed is necessary,'and some modification 
of diet may be requisite. But in these cases, as in 
other forms of early heart failure, this paraphrase 
holds good: “ And now abideth diet, drugs, and 
rest, these three, but the greatest of these iE rest.” 
In cases of aortic regurgitation the avoidance 
of sudden or extreme exertion is all important, 
for if such precautions are not taken sudden 
death is not uncommon. The victims of aortic 
incompetence must be rigidly excluded from the 
army. 


Department of Household and Social Science, 
Kino’s College (University of London).— Dr. Janet E. 
Lane-Claypon, one ol the two women assistant medical 
inspectors entrusted by the Local Government Board with 
child-welfare work, has been appointed dean of this depart¬ 
ment and lecturer on hygiene at the College. 


Jnitokibns. 


"Ne quid nimts." 


THE SUPPLY OF PETROL TO MEDICAL 
PRACTITIONERS. 

The apportionment of petrol to those members of 
the medical profession who have duly complied with 
the requirements of the Petrol Control Committee is 
now proceeding. The medical profession is receiv¬ 
ing the first attention, being given the pas of all 
other users, commercial and private. The appor¬ 
tionment warrants, which are being sent out, 
should be returned as directed, together with the 
necessary remittance for the amount of the new 
duty—in the case of medical men 3 d. a gallon—and 
in return a licence will be received, covering a 
period of six months, authorising the holder of the 
licence to purchase petrol during each month up 
to an amount not exceeding the quantity stated on 
the licence. The distribution does not appear to 
be based on any particular average of the amount 
asked for by practitioners in their returns. In one 
case brought to our notice 70 gallons a month were 
asked for, and the amount allotted is 50 gallons. 
In another case 25 gallons were asked for and 24 
gallons are allotted. The inference, therefore, is 
that an effort has been made by the authorities 
to meet the reasonable requirements of the 
profession by weighing up each demand so far 
as is possible, though a very wasteful engine 
may upset all estimates of reasonable need. 
If the majority of the profession have been 
treated on the lines of the medical man who asked 
for 25 gallons and got 24, the reasonable require¬ 
ments of the profession will have been met. The 
new regulations come into force on August 1st, after 
which date no one can get a supply of petrol unless 
he is in possession of a special licence for this 
purpose, and produces the licence for endorsement 
on each occasion of taking in a supply. There are 
heavy penalties for any infringement of the regula¬ 
tions, either on the part of the buyer or the seller. 
So far so good, but there is a weak point in the 
scheme. It is that the Government do not intend 
to take over the supply and the distribution of the 
spirit, so that there is a possibility, and even a great 
probability, that medical men in the remote country 
districts, possessing licences to obtain petrol, may 
find their local dealers without a supply. It would 
be wise for practitioners so situated at once to take 
out their licences and forthwith to give their orders- 
to their local garages for the full amount of their 
monthly requirements, and if they find, as the 
months go round, that they can do With less than 
they are authorised to obtain, they should reduce their 
orders accordingly, to the benefit of the community 
generally. Those practitioners who did not make 
the return called for by the Petrol Control Com¬ 
mittee will find their supplies cut off altogether 
unless they quickly take steps to repair the 
omission. _ 


THE METROPOLITAN WATER-SUPPLY. 

Compared with the previous months April was a 
relatively dry one, the mean rainfall for the Thames 
basin being 1’19 inches, or 0'51 inch below the 
average mean rainfall for that month during the 
previous 33 years. The samples of water collected 
at the different works were, generally speaking, 
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clear, bright, and free from suspended matter. 
The results of chemical examination employing the 
albuminoid nitrogen, permanganate, turbidity, and 
colour tests showed that the raw Thames and Lee 
waters improved in quality during the month. 
The same was true in regard to the raw New 
River water, except a deterioration Bhown by the 
albuminoid nitrogen test. The filtered waters 
improved generally, though there were exceptions 
in regard to particular tests. Making a comparison 
with the 1915 averages, the raw waters yielded results 
better than their respective averages, as judged by 
the albuminoid nitrogen, permanganate(in both cases 
New River excepted), turbidity, and colour tests. The 
filtered waters fell back to a slight extent on the 
1915 averages judged by the usual tests. All three 
raw waters, however, contained less bacteria than 
their respective averages, with the exception again 
of New River water, which contained more, while 
the filtered waters, generally speaking, yielded not 
unsatisfactory results. In April 937, 81'2, and 0 0 
per cent, of the samples of raw Thames, Lee, and 
New River respectively contained typical B. coli 
in 1 c.c. (or less) of water examined, while of the 
filtered water samples derived from these sources 
96 3, 94'4, and 93 0 per cent, contained no typical 
B. coli even in 100 c.c. These results show a 
remarkable state of bacteriological purity. 


DIARRHCEA AND ENTERITIS IN RELATION TO 
PRIVY MIDDENS. 

In his annual report for 1915 Dr. H. Peck, the 
medical officer of health for Chesterfield rural 
district, calls attention to the high diarrhoea death- 
rate in the district. The number of deaths at all 
ages from this disorder during the year under 
review was 43, as compared with 28 in the previous 
year, the rate per 1000 being 0 64 as compared with 
the decennial average of 079. Dr. Peck states that 
this rate is always higher in Chesterfield rural 
district than in England and Wales, where the 
average rate for the ten years ending 1913 was 0'52, 
and, in his opinion, the remedy lies in converting 
all the privies in the more populous parts of the 
district into water closets. As an example of 
what may be done in this direction he instances 
Speedwell, Staveley, where the conversion of the 
privies in 1911 resulted in the reduction of the 
death-rate by half, a condition that has continued 
to the present time. This is certainly a very 
striking result, though we gather from the Chester¬ 
field rural district annual report for 1913 that the 
population of the area in question was only 894, 
and care must therefore be exercised in drawing 
general deductions from such relatively small 
figures. Apparently in the two parishes of Heath 
and Temple Normanton the average diarrhoea 
rate is high, these parishes having lost annually 
during the last ten years 2'68 and 2 00 per 1000 
respectively of their populations from this prevent¬ 
able disease. The high average rate in these 
parishes is stated to be due to the presence 
of the insanitary colliery villages of Holmewood 
and Bond’s Main, the houses of which are built 
in rows with privy middens flanked by coal- 
houses placed in an almost continuous line 
between every two rows. Sutton-cum-Duckmanton, 
containing Arkwright Town built on similar 
lines, and Killamarsh, have also high rates. 
Dr. Peck advocates the carrying out of an almost 
universal conversion of privies in the southern 
parishes of the district. The available water 


supply is at present insufficient to meet the needs 
of the water-closets which would replace the 
privies were such a scheme of conversion carried 
out, and Dr. Peck urges the necessity of increasing 
the storage capacity of the southern reservoirs and 
suggests that, as the interests of Chesterfield rural 
district and Clay Cross urban district might possibly 
conflict, it would be desirable that the two councils 
should take joint action in the matter. We hope 
the authorities concerned will give careful con¬ 
sideration to the recommendations contained in 
Dr. Peck’s annual report with the view of having 
these much-needed sanitary reforms carried out 
as soon as the restoration of peace permits of the 
further expenditure of public money. 


INDIA'S VITAL STATISTICS. 

How fundamentally the health conditions of 
India differ from those of other countries of the 
world is brought out in a report issued by the 
Department of Statistics. This analyses the health 
returns compiled by the Indian sanitary authorities. 
It shows, for example, that whereas in practically 
all European countries there is an excess of female 
births over male births, in India the contrary is 
markedly the case, the mean number of male births 
in India, taking the female births as 100, varying 
from 126 in the North-West Frontier Province to just 
short of 101 in Coorg. Again, both the birth- and 
the death-rate in India are extraordinarily high as 
compared with Western countries. Like the West, 
India has a falling death-rate, the India ratio having 
gone down from 33 deaths per 1000 per annum in 
1910 to just under 29 per 1000 in 1913. On the 
other hand, unlike Europe, India still has a rising 
birth-rate, the India ratio of births per 1000 of the 
population having increased from 35 in the quin¬ 
quennial period 1886-90 to 39 in 1913. As regards 
provinces, the return shows Delhi as the most 
unhealthy, with a death-rate of close upon 40 per 
1000 in 1913, the year taken for review, while 
Madras is able to claim to be the most healthy, 
having had in the same period a death-rate of a 
little over 21 per 1000. 

RENAL GLYCOSURIA. 

From time to time cases have been recorded in 
which a small amount of sugar is present in the 
urine and yet the blood contains only a normal 
amount of sugar. The patient remains in good 
health and none of the symptoms of diabetes are 
present. The body has lost none of its power of 
assimilating carbohydrate, and diet usually has 
little influence on the glycosuria. The latter is 
held to be due to an abnormal permeability of the 
kidney to sugar, and is therefore termed renal 
glycosuria or—less correctly—renal diabetes. In 
the Johns Hopkins Hospital Bulletin Dr. D. S. Lewis 
and Dr. H. O. Mosenthal have published an im¬ 
portant paper on the subject in which they report 
the following case. A man, aged 29 years, who 
appeared to be in the best of health, came under 
observation. Six weeks previously he saw his 
medical attendant for backache, and glycosuria was 
found. The former quickly disappeared, but the 
latter persisted in spite of carbohydrate restriction. 
The urine was of specific gravity 1035 and con¬ 
tained sugar, but was otherwise normal. The 
amount of sugar in the urine varied from 0'8 to 
2 per cent., while the sugar in the blood varied 
little from the normal, 0'09 per cent. The glycosuria 
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was considerably reduced by restricting the carbo¬ 
hydrates in the diet, but could be made to disappear 
only by six days’ starvation, and reappeared on only 
a minimum amount of food. The amount of sugar 
passed was below 12 grammes daily when carbo¬ 
hydrate was restricted, but reached 30 grammes 
when the carbohydrate was increased. The question 
of the relation of renal glycosuria to diabetes is a 
difficult one and cannot be answered at present. 
The recorded cases are few and they have not been 
followed for a sufficient time to ascertain whether 
diabetes develops. Dr. Langdon Brown has recorded 
the case of a man, aged 40 years and in good health, 
who was rejected for life assurance four years pre¬ 
viously because the urine contained sugar. 1 His 
blood contained only 0W per cent, of sugar. Yet 
he was not a typical example of renal glycosuria, 
as the amount of sugar in the urine on one occa¬ 
sion rose to 9 per cent. Later he lost weight and 
developed symptoms of neuritis. The blood sugar 
was found to have risen to 0T42 per cent. He 
thus passed from hypoglyciemia to hyperglycemia. 
Evidently ordinary diabetes was developing from a 
condition of renal glycosuria. 


SPONTANEOUS RUPTURE OF THE MALARIAL 
SPLEEN. 

In the Journal of the American Medical Associa¬ 
tion Dr. W. E. Leighton, of St. Louis, and Dr. F. 
Moeller, of Chicago, have reported from the 23rd 
General Hospital of the British Expeditionary Force, 
France, a case of spontaneous rupture of the 
malarial spleen—an occurrence which has been 
seldom recorded. An artilleryman was admitted in 
August, 1915, with the following history. He went 
to India in February, 1912, and in August had an 
attack of dysentery which lasted a few weeks. 
After recovery he suffered from chills, which re¬ 
curred regularly, one during the day and another 
during the night. After two days’ treatment they 
disappeared and he remained well until October, 

1914, when they recurred while he was on a trans¬ 
port returning to England. He again recovered 
under a few days' treatment. While at the front 
in France after a severe bombardment he had some 
nervous trouble for several days. On August 13th, 

1915, he was taken ill with chills, fever, headache, 
and pains in the abdomen. There was no history 
of any injury. He was put to bed for six days at a 
casualty clearing station and felt better. He was 
then removed to the 23rd General Hospital. While 
on the train he was seized with severe pains in the 
epigastrium, which extended later over the whole 
abdomen. On admission the temperature was 
97° F. He was emaciated and antemic. The respira¬ 
tions were slow but shallow, the right chest moved 
less than the left, and its lower part showed 
an area of dullness extending i inch above the 
nipple. Over this area vocal fremitus and breath 
sounds were diminished. The left chest showed 
normal breath souuds but was hyper-resonant. 
Cardiac dullness was to the left of the nipple line 
and the apex beat was one inch from this in the 
fourth interspace. The abdomen was slightly dis¬ 
tended but soft and there was no muscular rigidity. 
The region of the gall-bladder was very tender, 
especially towards the epigastrium, and there was 
some tenderness of the appendix region. Acute 
attacks of pain, simulating biliary colic but extend¬ 
ing to the left upper hypochondriac region, occurred. 
The temperature ranged from 101° to 102°. During 
the night of August 25th there was a severe attack 
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of pain in the epigastrium, the temperature fell to 
97‘4° and the pulse rose to 120. The patient was 
collapsed. Exploratory laparotomy was performed 
in the right upper quadrant of the abdomen. Much 
old clotted blood and also dark fluid blood appeared. 
There were adhesions between the parietal peri¬ 
toneum and the liver, but no gall-stones were felt. 
The spleen was enlarged and soft and the omentum 
was firmly adherent to its convex surface. The 
adhesions were not broken down and the abdomen 
was closed, drainage being provided. Convales¬ 
cence was interrupted by an attack of pneumonia, 
and after the crisis chills occurred and the malarial 
plasmodium was found in the blood. Though no 
bleeding point was found at the operation the 
evidence was clear that the source must have been 
a rupture of the enlarged spleen wlHch led to the 
formation of adhesions. 


ROYAL MEDICAL BENEVOLENT FUND: AN 
EMERGENCY APPEAL. 

Dr. Samuel West, as honorary treasurer of this 
Fund, gratefully acknowledges the receipt of four 
large donations in response, to the appeal which 
appeared in The Lancet in July, besides smaller 
sums. The donations, each of £100, are from Dr. 
A. Whitfield, Miss Helen Hall, Sir John Tweedy 
(President of the Fund), and Mr. Hurry Fenwick. 
At the meeting in the month of May the com¬ 
mittee had a balance of only £27 0s. 1 d .; in June 
a deficit of £16 3s. 5 d .; and in July a balance 
of £24 13s. Grants in relief were made in May of 
£197 ; in June of £190; and in July of £280 15s.; 
£667 15s. in all, the amount expended thus exceed¬ 
ing the receipts by no less than £632 5s. 4 d. The 
need of liberal and immediate relief is obvious, and 
subscriptions should be sent to Dr. Samuel West, at 
11, Chandos-street, Cavendish-square, W. We refer 
our readers to a letter from Dr. West published in 
another column. _ 


We deeply regret to learn of the death of Sir 
Victor Horsley, which occurred in Mesopotamia at 
the beginning of this week. In him we have lost 
one of the first exponents of British surgery, 
a great physiological discoverer, and a forceful 
and generous personality. His death will be 
universally deplored. 


ROYAL COLLEGE OF SURGEONS OF 
ENGLAND. 


Meeting or Council. 

A quarterly meeting of the Council was held on July 13th, 
Sir W. Watson Cheyne, the President, being in the chair. 

Sir IV. Watson Cheyne was re-elected President of the 
College, and Mr. Harrison Cripps and Mr. Charters Symonds 
were elected Vice-Presidents for the ensuing collegiate year. 

The President announced the result of the recent 
election of members of Council. Mr. Haslam and Mr. 
Johnson were introduced, and they made declarations in 
the terms of the oath prescribed by the Charter of 1800, and 
took their seats in the Council. Mr. Charters Symonds, 
re-elected on a previous occasion, was also introduced. 

It was resolved to grant jointly with the Royal College 
of Physicians of London, Diplomas in Public Health to 
three successful candidates. 

The President reported, on behalf of himself and the 
Vice-Presidents, that, as requested by the Council in 
July, 1915, they had on Dec. 14th, 1915, June 8th and 
July 6th, 1916, held conferences with Sir Arthur Downes 
and Dr. Fuller, of the Local Government Board, on the 
subject of the special fees to Poor-law medical officers, and 
that as a result of these conferences it was proposed to 
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recommend to the Board to introduce several alterations and 
amendments in the General Order of the Board relating 
to the matter. 

Sir Frederic Eve reported his attendance, as the repre¬ 
sentative of the College, at the meetings of the committee 
appointed by the Commissioner of Police to consider the 
conditions under which licences to drive motor-cars might be 
granted to maimed persons ; he stated that the committee 
had now sent in its report. 

A letter was read from the Rubber and Tin Exports Com¬ 
mittee stating that, largely owing to the kind assistance of 
Hr. S. G. Shattock, the questions which had arisen in con¬ 
nexion with the export from this country to neutrals of 
surgical rubber goods have now been settled satisfactorily, 
and thanking the College for the assistance given in the 
matter. 

A letter was read from the assistant secretary of the 
Royal Society forwarding a copy of regulations for the 
-organisation of -a Conjoint Board of Scientific Societies 
adopted at a conference of the societies concerned convened 
by the Royal Society, and asking the College to nominate 
two representatives to the Board in accordance with the 
provisions of the scheme. The President and Sir John 
Bland-Sntton were named. 

A letter was read from Sir Alfred Pearce Gould resigning 
his membership of the Committee of Management and of the 
Executive Committee of the Imperial Cancer Research Fund. 
The best thanks of the Council were given to Sir Alfred 
Pearce Gould for his services. Mr. Haslam was appointed a 
member of the Committee of Management, and Mr. Bilton 
Pollard was appointed a substitute member for Sir George 
Makins. Mr. D’Arcy Power was elected a member of the 
Executive Committee of the Imperial Cancer Research Fund. 

The following professors and lecturers were appointed :— 
Hunterian Professors.—Dr. Arthur Keith : Six lectures on the 
Anatomy of the Human Body ; Mr. Jonathan Hutchinson: One 
lecture on the Surgical Treatment of Trigeminal Neuralgia ; 
Mr. Robert Henry Elliot: Two lectures on the Operation of 
Coaching of the Lens for Cataract as Practised in India; 
Mr. William Sampson Handley: One lecture on Paget's 
Disease of the Nipple ; Mr. Alfred Edward Webb-Johnson: 
•One lecture on the Surgical Complications of Typhoid and 
Paratyphoid Fevers; Mr. Frank Cook: One lecture on 
■Gunshot Wounds of Joints, their Pathology and Treatment. 
Arris and Gale Lecturers.—Mr. Ernest W. Hey Groves : One 
lecture on Bone Growth and Bone Grafting ; Dr. Wilfred 
Harris: Two lectures on the Morphology of the Brachial 
Plexus in its Relation to Surgery. Erasmus Wilson Lecturer. 
—Mr. Samuel George Shattock: Six demonstrations on 
■Surgical Pathology. Arnott Demonstrator.—Dr. Arthur Keith: 
Eighteen demonstrations on the Anatomy of the Human 
Body. These demonstrations, with the six Hunterian lectures, 
are to form a course of 24 lectures suitable for ambulance 
-and first-aid students, 12 to be given in the autumn of 1916 
and 12 in the spring of 1917. Odontological Demonstrator.— 
Mr. James Frank Colyer: Two demonstrations on Fractures 
•of the Jaw. 

The Council resolved that the attention of the Fellows and 
Members of the College should be called to the improper 
■use which may be made of medical certificates and the 
responsibility which is attached to their issue, the resolution 
arising out of the s'atements made to the College that the 
Naval authorities had complained of laxity. 


Donations and Bequests.—T he late Miss Ellen 
Constantin Hodgkinson, of Preston, Lancs, has bequeathed 
£1000 to the Royal Infirmary at Preston, £500 to the Preston 
Parish Nursea Fund, and £300 to the Church of England 
Zenana Missionary Society.—By will the late Mrs. Mary Jane 
Smith, of Leamington, has bequeathed£400 to the Earlswood 
Asylum for Idiots, and £500 to the Warneford, Leamington, 
and South Warwick General Hospital.—The late Miss Agnes 
Crowley, of Marylebone, has left property of the value of 
£12,949 to be divided, subject to life interests, among the 
Hospital for Sick Children, Great Ormond-street, the Inwood 
Cottage Hospital, Alton, the Governesses’ Benevolent Society, 
the Surgical Aid Society, the Hospital for Women, Soho- 
square, the Middlesex Hospital, the Alton Town Nursing 
Fund, the National Benevolent Society, and the Hazelwood 
House Branch of the Y.M.C.A., Ryde.—The Chelsea Hospital 
for Women has received two anonymous donations of £1000 
each to establish memorial beds in the new hospital.—Sir 
John Llewellvn has given the further sum of £1000 to the 
Swansea Hospital. 


THE SERVICES. 


Royal Naval Medical Service. 

To be temporary Surgeons: John A. D. Skinner, R. O. 
Townend, and T. li. F. Kerby. 

The following appointments have been notifiedFleet- 
Surgeons: J. St. T. Murphy to the Commonwealth and 
R. St. G. S. Bond to Plymouth Hospital. 

Army Medical Service. 

Lieutenant-Colonels to be temporary Colonels whilst 
Assistant Directors of Medical Services : R. J. W. Mawhinny 
and D. J. Collins. 

Canadian Army Medical Corps: MajorB to be temporary 
Lieutenant-Colonels: G. Bourgeois, E. A. Le Bel, F. H. L. 
de Martignv, and H. J. Theriault. Captain R. Mayrand to be 
temporary Major. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Temporary Lieutenant D. R. Jones, from R.A.M.C., to be 
Captain. 

Staff-Sergeant C. O. J. Young, from Dublin University 
Officers Training Corps, to be Lieutenant (on probation). 

Territorial Force. 

. Royal Army Medical Corps. 

Welsh Field Ambulance: R. R. Powell to he Lieutenant. 
Welsh Border Mounted Brigade Field Ambulance: C. 
Jephcott, to be Lieutenant. 

Highland Field Ambulance: Lieutenant G. Torrance to be 
Captain. 

Lowland Field Ambulance: Captain E. S. Forde, Scottish 
Borderers, to be temporary Major. 

Southern General Hospital: Captain L. G. Parsons is 
secouded. 

London Sanitary Company: The undermentioned Lieu¬ 
tenants to be Captains: J. Davidson, H. Duguid, W. S. H. 
Campbell, W. A. F. Balfour-Browne, and R. A. Askins. 

West Lancs. Casualty Clearing StatioD : Lieutenant E. IT. 
De Jong to be Captain. 

West Lancs. Divisional Sanitary Section: Lieutenant A. 
Reid to be Captain. 

■ Attached to Units other than Medical Units. —Lieutenants 
to be Captains: F. M. Hughes and T. E. Haunt. P. Pope 
to be Surgeon-Captain in the Territorial Cadet Training 
Corps. 


The Conservation of Child Life.—D r. Maxwell 

Williamson, medical officer of health of Edinburgh, has 
prepared a scheme for the conservation of child life, which is 
to be considered by the public health committee of the 
town council. Dr. W'iiliamson points out that the Notifica¬ 
tion of Births Act, 1915, confers upon local authorities the 
power to frame and carry out schemes for the preservation 
of the mother during her maternity periods, and for 
supervision over the lives of the children under 5 years 
of age. He says that in every large community there is 
a serious sacrifice of child life which could be very materially 
reduced under special care and the adoption of every possible 
preventive measure. The two principal causes of death 
in Edinburgh are measles and whooping-cough, but even 
more important as causes of death are those resulting 
from premature birth or associated in some way with 
maternity conditions which under suitable treatment are 
undoubtedly preventable. In Edinburgh there are already 
a great many agencies whose special object is the 
benefit of the child and the mother, and Dr. Williamson’s 
scheme iB to link up all these into one whole. The two 
main centres would be the Royal Hospital for Sick Children 
and the Royal Maternity Hospital, and the different dis¬ 
pensaries in the city would be subsidiary centres. At 
these centres provision would be made for adequate treat¬ 
ment, the whole of the supervision being under the medical 
officer of health. The additional office staff necessary 
would include oue lady doctor, two female clerks, two 
female official visitors, and six district nurses. Certain 
other existing institutions would be included in the 
scheme, and maternity and obild clinics would be held. 
The names of expectant mothers attending the former would 
be duly registered, and if the person is not insured and is 
unable to pay the fee of a doctor, she would Be supervised, 
and if necessary would continue to attend the clinics after 
the birth of the child. The child olinics would be devoted 
to the care of infants and children from the time of birth to 
the age of 5 years. Records would be kept, and medicines, 
milk, Ac., supplied free. The cost of the oentre scheme 
would be £6125 per annum. 
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ELIE METCHNIKOFF, 

NOBEL LAUREATE; SUB DIRECTOR OF THE PASTEUR INSTITUTE IN 
PARIS. 

A yeah ago we recorded the death of Paul Ehrlich and 
now his great contemporary Elie Metchnikoff has passed 
away. Twenty years ago their teaching of the mechanism 
of immunity, the one representing the German “ humoral ” 
school, the other the French “ cellular ” school—was 
still in the sharpest possible contrast. Now, in the fuller 
light of modern bacteriological research, the two views 
have almost become blended into a harmonious whole. 

To Metchnikoff we 
owe the first serious 
attempt to explain 
the resistance of the 
body to bacterial 
invasion. Setting 
aside the crude and 
speculative views put 
forward by Pasteur 
and Chauveau, who 
regarded the animal 
body as a mere 
culture medium for 
the growth of micro¬ 
organisms, which 
flourished in it until 
the necessary 
pabulum was 
exhausted or their 
own products choked 
them, Metchnikoff 
formulated the con¬ 
ception of an active 
bodily defence find¬ 
ing its mechanism 
in the functions of 
the leucocytes. 

Panum (1874) and 
Roser (1881) had 
previously suggested 
that bacteria might 
be ingested by these 
cells, but to 
Metchnikoff is due 
the entire develop¬ 
ment of the idea 
that leucocytes 
possessed as a normal 
function the power of 
digesting and 
destroying foreign 
particles, and 
amongst them the 
invading parasitic 
organisms. It was 
in 1883, in an 
address delivered at 
Odessa before the 
Congress of 
Naturalists and 
Medical Men, that 
he first propounded the doctrine of phagocytosis as the 
main defensive agency of the body. 

Metchnikoff was by up-bringing a biologist, and his views 
were naturally founded upon a long series of patient studies 
on the lower forms of life, enabling him to trace the 
phagocytic process from the lowliest up to the most 
specialised members of the animal kingdom. The central 
fact of his theory could readily be verified by anyone, and 
the theory of phagocytic defence immediately gained a wide 
acceptance. At that time the properties of the microbe 
were but very imperfectly understood, and the influence 
upon them of the fluids of the body had not entered 
anyone’s mind. During the 15 years which followed 
Metchnikoff's first announcement a knowledge of the pro¬ 
perties of the fluid elements of the blood gradually accumu¬ 
lated. The bactericidal power of the blood serum was first 


noted by Foder (1887) and expounded by Buchner (1889) in 
his alexine theory in fundamental antagonism to Metch¬ 
nikoff's views. Pfeiffer’s enunciation of the doctrine of 
bacteriolysis in 1894 paved the way for Ehrlich's compre¬ 
hensive study of humoral phenomena, and for a very wide 
acceptance of the side-chain theory which ascribed the 
dominating influence in the body’s defence to the fluid' 
elements of the blood. Ehrlich was a chemist, and his 
theory naturally followed on his investigations of the specific 
action of dyes on living tissues. 

It is a matter of recent history how these two apparently 
widely divergent views can be harmonised. Undoubtedly 
the most important step in this direction was taken by 
Wright when he popularised the notion of the necessity of 
the presence of a humoral element in the blood preparing 

the bacteria for 
phagocytosis. Denys 
and Leclef in 1895- 
had partly fore¬ 
shadowed this result, 
but the teaching of 
the Louvain school 
had not attracted any 
wide attention. It 
is enough to point 
out here how the 
opsonin theory of 
Wright, the bac- 
teriotropin theory 
of Neufeld, and the 
aggressin theory of 
Bail have gradually 
reconciled the views 
of Metchnikoff and 
Ehrlich in a har¬ 
monious theory of the 
resisting powers of 
the whole blood as 
a complete tissue, on 
which the sym¬ 
metrical modern 
structure of im¬ 
munity is being 
firmly built up. 

Of Metchnikoff’s 
writings the most 
important is the 
“Immunity in In¬ 
fectious Diseases ” 
(1901), summing up, 
as he himself states, 
the labours of 25 
years. This book he 
dedicated to MM. 
Duclaux and Roux, 
generously acknow¬ 
ledging their assist¬ 
ance to a zoologist 
who had wandered 
.nto the domain of 
biological chemistry 
and medical science. 
Of this work an 
English translation 
appeared in 1905 
(Cambridge Univer¬ 
sity Press). In another large book, “The Nature of 
Man: Studies in Optimistic Philosophy” (English trans¬ 
lation. 1903. W. Heincmann), Metchnikoff enunciated 
his creed that the fear of death, which grows as old 
age creeps upon us, is only the prompting of an instinct 
which tells us that we are dying before life’s span has run 
its natural course. He claimed that senile decay was mainly 
due to the destruction of the higher elements of the organism 
by microphages, saying that if intestinal and other toxins- 
were eliminated by modern surgical methods and appro¬ 
priate hygiene the number of man’s days might be greatly 
extended until he should meet a natural death whose coming 
would be welcome. Later on, as is well known, Metchnikoff 
found in the Bulgarian bacillus an agent to assist this pro¬ 
duction of longevity. The Harben lectures on the “ New 
Hygiene ” delivered in French in May, 1906, and reprinted; 
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in a small volume (1906. \V. Heinemann), dealt in a 

popular manner with the subjects of his larger works, and in 
the third lecture with the inunction of mercurial ointment as 
a prophylactic against syphilitic infection, based on the 
successful protection of apes by this method. 

Elie Metchnikoff was born at Kharkov, in Russia, in 1845, 
and died at the Pasteur Institute, in Paris, on July 15th, 
1916, at the age of 71 years. After graduating at Kharkov 
University at the age of 19, he studied at Giessen, Gottingen, 
and Naples, becoming professor of zoology in the University 
of Odessa when he was 25. Five years after publication of 
his thesis on phagocytosis, in 1888, he received an invitation 
from Pasteur to work with him in Paris at the laboratory in 
the ficole Normale, which was the predecessor of the Pasteur 
Institute, at which he was later appointed sub-director. He 
remained in Paris, where his death has now occurred nearly 30 
years later. Metchnikoff was a foreign member and medallist 
of the Royal Society, a foreign member of the Linnean 
Society, an honorary member of the Manchester Literary 
and Philosophical Society, an honorary D.Sc. of Cambridge, 
and a member of the Academy of Sciences of Paris and 
Petrograd. In 1908 he was awarded a Nobel medal, and 
only a few weeks ago the Albert Medal of the Royal Society 
of Arts was conferred upon him in recognition of the value 
of his investigations into the causes of immunity. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 largest English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7852 births and 
3552 deaths were registered during the week ended Saturday, 
July 15th. The annual rate of mortality in these towns, 
which had been 12-6, 11*6, and 11*1 per 1000 in the three 
preceding weeks, fell in the week under notice to 10 7 
per 1000 of their aggregate civil population, estimated at 
17,312,295 persons for the year 1915. During the 13 weeks 
of last quarter the mean aunual death-rate in these towns 
averaged 14-3, against 13 8 per 1000 in London. Among the 
several towns the death rate last week ranged from 4*2 
in Ipswich, 4 7 in Ealing, 4-8 in Southend-on-Sea, 4 9 in 
Blackpool, and 5*0 in Leyton and in Barrow-in-Furness, to 
14-5 in Wigan, 14 8 in Stockport, 153 in Walsall, 15 6 in 
Carlisle, and 21-0 in Hastings. 

The 3552 deaths from all causes were 141 below the 
number in the previous week, and included 222 which 
were referred to the principal epidemic diseases, against 
numbers declining from 335 to 224 in the six preceding 
weeks. Of these 222 deaths, 62 resulted from measles, 
51 from infantile diarrheeal diseases, 47 from diphtheria. 
40 from whooping-cough, 15 from scarlet fever, and 7 
from enteric fever, but not one from small-pox. The 
annual death-rate from these diseases was equal to 0-7 per 
1000, and coincided with that recorded in each of the 
four preceding weeks. The deaths attributed to measles, 
which had been 67, 68, and 60 in the three preceding 
weeks, slightly rose to 62, and included 18 in London, 7 
in Liverpool, 4 in Sheffield, and 3 each in West Ham, 
Walthamstow, and Newcastle-on Tyne. The deaths of 
infants (under 2 years) from diarrhoea and enteritis, which 
had been 45, 50, "and 54 in the three preceding weeks, fell 
to 51, of which 16 occurred in London, 4 in Liverpool, and 
3 in Birmingham. The fatal cases of diphtheria, which had 
been 27, 29, and 36 in the three preceding weeks, further 
rose to 47, and included 13 in London and 3 in Liverpool. 
The deaths attributed to whooping-cough, which had been 
77, 55, and 61 in the three preceding weeks, fell to 40: 
8 deaths were recorded in Loudon, 5 in Birmingham, 4 in 
Liverpool, and 3 in Manchester. The deaths referred to 
scarlet fever, which had been 15, 13, and 4 in the three pre¬ 
ceding weeks, rose to 15, and included 4 each in London 
and Liverpool and 2 in Southampton. The fatal cases of 
enteric fever, which had been 13, 10, and 9 in the three pre¬ 
ceding weeks, further fell to 7, but showed no excess in any 
particular town. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the Loudon Fever 
Hospital, which had been 1303, 1273. and 1262 at the end of 
the three preceding weeks, further declined to 1236 on Satur¬ 
day last; 150 new cases were admitted during the week, 
against 171, 162, and 170 in the three preceding weeks. These 
hospitals also contained on Saturday last 1274 cases ol 
diphtheria, 196 of measles, 162 of whooping-cough, and 47 of 
enteric fever, but not one of Braal 1-pox. The 889 deaths from 
all causes in London were 4 in excess of the number in the 
previous week, and corresponded to an annual death-rate 
of 10 8 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 157, 107, and 95 in 
the three preceding week9, rose to 117 in the week under 
notice. 


Of the 3552 deaths from all causes in the 96 towns, 126 
resulted from violence, and 263 were the subject of coroners’ 
inquests, while 1152 occurred in public institutions. The 
causes of 34, or 10 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Sheffield, Leeds, Bristol, Bradford, 
Newcastle-on-Tyne, and in 66 other smaller towns. Of 
the 34 uncertified causes, 7 were registered in Birmingham, 
and 2 each in London, Liverpool, and South Shields. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1098 births and 571 deaths were registered daring the week 
ended Saturday, July 15th. The annual rate of mortality in 
these towns, which had been 13-4,12-6, and 12*4 per 1000 in 
the three preceding weeks, rose to 12 6 per 1000 in the week 
under notice. During the 13 weeks of last quarter the mean 
annual death-rate m these towns averaged 15 3, or 10 
per 1000 in excess of that recorded in the large English 
towns. Among the several towns the death-rate last week 
ranged from 2*9 in Perth, 7-8 in Ayr, and 8*0 in Hamilton 
and Clydebank, to 14 0 in Kilmarnock, 160 in Coatbridge, 
and 18*4 in Falkirk. 

The 571 deaths from all causes were 8 in excess of the 
number in the previous week, and included 44 which 
were referred to the principal epidemic diseases, against 
54 and 46 in the two preceding weeks. Of these 44 deaths, 
18 resulted from measles, 8 each from whooping-cough and 
infantile diarrheeal diseases, 7 from scarlet fever, and 3 from 
diphtheria, bat not one from enteric fever or from small¬ 
pox. The annual death-rate from these diseases was equal 
to 10, against 0 7 per 1000 in the large English towns. The 
deaths attributed to measles, which had been 19, 28, and 19 
in the three preceding weeks, numbered 18, of which 
13 occurred in Glasgow and 3 in Leith. The deaths 
referred to whooping-cough, which had been 4, 5, and 
8 in the three preceding weeks, were again 8 last 
week, and comprised 5 in Glasgow and 3 in Coatbridge. 
The fatal cases of diarrhoea and enteritis (among in¬ 
fants under 2 years), which had beeu 11, 13, and 5 in 
the three preceding weeks, rose to 8, and included 4 in 
Glasgow. The deaths attributed to scarlet fever, which 
had been 7, 1, and 8 in the three preceding weeks, numbered 
7 last week, of which 5 were registered in Glasgow. The 
3 deaths from diphtheria were 3 below the average in the 
13 weeks of last quarter, and comprised 2 in Glasgow and 
1 in Kirkcaldy. In addition to the above deaths, 3 fatal cases 
of typhus were registered in Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had been 75, 57, and 64 in the three preceding weeks, 
fell to 50 in the week under notice, and were 10 below the 
number registered in the corresponding week of last year. 
The deaths from violence numbered 16, against 22 and 23 
in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 182 births and 143 deaths 
were registered during the week ended Saturday, July 15th. 
The annual rate of mortality, which had been 15*9, 17‘3, and 
17 6 per 1000 in the three preceding weeks, was 18 8 in the 
week under notice, or excluding 27 deaths resulting from the 
recent disturbances it was equal to 15 3, against 10 8 and 13 7 
per 1000 in London and Glasgow respectively. 

Of the 143 deaths at all ages, 17 related to infants under 
1 year and 29 to persons aged 65 years and upwards. Two 
deaths were referred to whooping-cough and 1 each to 
measles, scarlet fever, and infantile diarrhoea. 

The causes of 33 deaths were uncertified, and 2 others were 
the subject of coroners’ inquests, while 55. or 38 per cent., 
of the total deaths occurred in public institutions. 

During the same period 165 births and 110 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 14*7, or 2*3 per 1000 higher than that 
recorded in the previous week, and included 15 of infants 
under 1 year and 19 of persons aged 65 years and upwards. 
Four deaths were referred to measles, 2 to scarlet fever, 
and 1 each to enteric fever, whooping-cough, and infantile 
diarrhoea. The causes of 2 deaths were uncertified, and 
7 others were the subject of coroners’ inquests, while 
31 occurred in public institutions. 


Traffic in Narcotic Drugs.—T he conviction on 
Tuesday at Marl borough-street police-court of seven men 
charged with being concerned in the sale of cocaine to a 
member of His Majesty’s Forces, has called public attention 
to a state of affairs which has long given rise to anxiety in 
medical circles. Action was taken under a recent Army 
Order based upon the Defence of the Realm Act, but the 
civilian is in urgent need of the same protection from the 
cocaine habit, and we trust that the publicity given to the 
circumstances in the press may aid in obtaining it for him. 
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Cffrmpnhiue. 


“Audi alteram partem." 


THE NATURE OF THE CHANGES WHICH 
OCCUR IN MUSCLE AFTER NERVE 
SECTION. 

To the Editor of The Lancet. 

Sir,—T here are one or two points in Dr. F. Hernaman- 
Johnson’s letter in your issue of July 15th on which I may 
perhaps be allowed to make a few remarks. 

1. Dr. Hernaman-Johnson says that it is easy to believe 
that sufficiently violent faradism will cause contraction in 
denervated muscles. This mode of expression seems to imply 
what is more definitely stated in the late Dr. Lewis Jones’s 
work on “Medical Electricity ”—viz., that after nerve section 
there is a rapid early fall in the irritability of the muscle 
fibres. I do not think this is the case. The fall of irrita¬ 
bility seems to me to be gradual throughout. When a rapid 
decrease of irritability is observed it is, I think, due to nerve 
degeneration. Strong faradic currents are required to stimu¬ 
late directly muscle fibres whether they are normal or 
denervated when large electrodes are used and they are 
placed on the skin overlying the muscles, but weak currents 
are sufficient if the electrodes are small and they are placed 
directly on the muscle. I have thus obtained contraction in 
denervated muscles (which had lost about 50 per cent, of 
their weight) on stimulating them with faradic currents 
which I could barely feel on the tip of the tongue. 

2. On general grounds I should be inclined to agree with 
Dr. Hernaman-Johnson that electrical stimulation causing 
contraction is beneficial in the stage of regeneration, but the 
earlier the stage the greater care should, I think, be taken 
to avoid fatigue, since regenerating nerve is very easily 
fatigued by electrical stimulation, and the normal impulses 
thus cut off. Whilst I do not think that contraction caused 
by electrical currents has any appreciable effect in prevent¬ 
ing the wasting of denervated muscle, I have not found that 
it causes any appreciable increase of wasting. Its harmful 
effect, when it has any, probably occurs in cases in which it 
produces traction of the nerves, and in consequence delays 
regeneration. 

3. Dr. Hernaman-Johnson urges physiologists to abandon 
the use of the faradic coil. He is, I think, under some mis¬ 
apprehension as to the use to which the faradic coil is put in 
physiological laboratories. Its merits and demerits have 
received a great deal of attention, and have been fairly 
thoroughly worked out. For purposes of accurate measure¬ 
ment of nerve- or muscle-irritability the coil with vibrating 
hammer is not used. The methods which are used may be 
gathered from papers published in the Journal of Physiology 
during the last 10 years by Dr. Keith Lucas, by the late 
Professor Mines, and by Mr. Adrian. (Condenser currents, I 
may mention, were employed by Professor Waller in 1899.) 
But for a first approximation a du Bois Reymondcoil, or 
some modification of it, gives sufficiently accurate results, and 
it would be as sensible to dispense with its use as it would 
be to give up the ordinary thermometer because we can 
measure a variation of temperature to about a millionth of 
a degree centigrade. 

I am, Sir, yours faithfully, 

July 17th, 1916. J. N. LANGLEY. 


THE RELIEF OF DISTRESS IN THE 
MEDICAL PROFESSION ARISING 
OUT OF THE WAR. 

To the Editor of The Lancet. 

Sir, —The war has already produced much distress in the 
medical profession, and this is certain to increase if the war 
continues long. The distress will, I trust, gradually relieve 
itself when the war is over, and the doctors now serving 
return to their civil duties. Meanwhile the present distress 
is considerable. The Auxiliary R.A.M.O. Fund which has 
been proposed, will, if worked on the lines of the regular 
R.A.M C. Fund, provide, so far as I can judge, only for 
the education of the orphans of officers serving temporarily 


in the war, and who are subscribers to that Fund. This 
requires a large capital sum and involves considerable 
liabilities extending over many years. Worthy as such an 
object is in itself, it does not deal with the immediate 
distress at all. 

A scheme which appears to be strongly supported pro¬ 
poses to deal with this temporary distress by way of loans. 
For such a purpose a very large sum will be necessary. 
It is a scheme which no doubt would be very appropriate 
for certain cases, but experience has shown that a 
loan fund is very difficult to administer satisfactorily. 
Loans, too, require time for arrangement, and in many of 
the most urgent cases time is pressing, and there may be no 
security upon which loans can be safely raised. In most 
cases what is required is immediate help, and often to a 
substantial amount. It is this class with which the Royal 
Medical Benevolent Fund is already dealing, so far as its 
means permit, from its Emergency Fund, for which a special 
appeal was issued last week. This department of the Fund 
is a going concern, and it only needs larger resources. I 
have not seen that it has been proposed to form any new 
fund upon the same lines, and on general grounds such 
duplication is neither necessary nor desirable. The pro¬ 
fession wants, I am told, a workable scheme, and I make 
this suggestion in the belief that this plan would be the 
simplest and least expensive way of dealing with the 
problems that have arisen. -I am, Sir, yours faithfully, 

tVimpole-street, W., July 18th, 1916. SAMUEL WEST. 


THE ODOUR OF PAINT AS A CAUSE OF 
PLUMBISM. 

To the Editor of The Lancet. 

Sir, In your annotation of May 27th, in which my article 
in the same issue on the Odour of Paint as a Cause of Lead 
Poisoning is referred to, the question of cooking utensils as 
the source of the lead was put forward. I had previously 
inquired into this, but on being told that only iron saucepans 
were used I went no further into the matter, not realising 
that this domestic article was “tinned.” On later investi¬ 
gation I found that of two iron saucepans in use (the ordinary 
tinned variety), one was to all appearances sound and gave 
no ocular evidence of lead ; the other, smaller and more 
frequently used, had at the bottom half its area covered 
with what looked very like solder, cutting and glistening like 
this alloy. Its presence was explained by the saucepan having 
“ caught ” at some time. I filled it with rain-water, and to 
make sure of this being strongly alkaline added some soda, 
which is sometimes done in the cooking of vegetables. The 
water was then boiled for three hours and a sample was sent 
to the Clinical Research Association, who reported that the 
specimen was examined for lead with entirely negative 
results. With regard to other cooking articles, the frying- 
pan in use iB blameless, and no enamelled ware is used. 
Against the saucepan being the source of the poisoning is 
the negative report and the fact that, although in continuous 
use, the patients are now well. I am informed by a tinman 
that “ tinning ” consists in running on to the inside of the 
pot a mixture of lead and tin, I believe in equal proportions. 
It therefore puzzles me that lead does not get into the system 
more frequently than it does, because it must surely take 
some time for a protective covering to form and render the 
alloy innocuous.—I am, Sir, yours faithfully, 

Henley H. Moyle, M.R.C.S. 

Benstrldge, Somerset, July 7th, 1916. 


MARY MURDOCH MEMORIAL LOAN FUND. 

To the Editor of The Lancet. 

Sir, —This fund has been raised to perpetuate the 
memory of Dr. Mary Murdoch, her high professional 
standard, and the inspiration and encouragement she was 
to her colleagues and friends. By its means it is hoped 
that the remembrance of her work for women will not pass 
away with the generation of those who have known and 
loved her. 

The committee which has been formed to administer this 
fund is prepared to grant loans of £100 or less, free of 
interest, so as to give women doctors some financial help at 
a time when they may specially need it. Such special need 
might be during their early years of establishment in 
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•practice, to enable them to study some special subject or 
purchase some particular apparatus, &c., thus making their 
work more valuable and efficient. 

|g This fund will be open to all medical women, but special 
preference will be given to those who have been trained at 
the London 8chool of Medicine for Women, which was Dr. 
Murdoch’s own school. 

| IAU applications will be regarded as confidential, and 
should be made to the Hon. Mrs. Franklin, 50, Porchester- 
terrace, London, W. 

I am. Sir, yours faithfully, 

H. Franklin, 

Hon. Secretary and Treasurer to the Mary Murdoch 
July 17th, 1916. Memorial Loan Fund. 

MEDICAL WOMEN’S FEDERATION. 

To the Editor ot The Lancet. 

Sir, —Owing to an oversight in proof-correcting on my 
part there is an error in your sympathetic paragraph on the 
formation of the Medical Women’s Federation. The word 
“President” following the signature of Dr. Helen Boyle 
should have been deleted. It refers to one only of the 
federated associations—viz., the Registered Medical Women’s 
Association. None of the officers of the Federation have 
been appointed.—I am, Sir, yours faithfully, 

Jane Walker, 

Secretary and Treasurer {pro tern.). 
Harley-street, W., July 17th, 1916. 


THE TREATMENT OF OSTEO-ARTHRITIS 
BY CONTINUOUS COUNTER. 
IRRITATION. 

To the Editor of The Lancet. 

Sir,—I have read with much interest Mr. Wheeler's paper 
on operative treatment of osteo-arthritis in The Lancet of 
June 24th. 

It is a matter of extreme regret to me that so few writers 
allude to the method of continuous counter-irritation, as recom¬ 
mended by Dr. P. W. Latham, when dealing with arthritis. 
He writes: 1 “Upon the foregoing data it is not unreason¬ 
able to assume that the joint troubles in rheumatoid 
arthritis are due to spinal congestion or chronic myelitis 
chiefly affecting the ganglion cells of the anterior horns, 
but extending also, when the disease is associated with 
glossy skin, to the ganglion cells in the posterior horns. If 
this is the case, the natural inference would be that, in the 
earlier stages of the malady at all events, the treatment 
should be direoted to the abatement of this spinal congestion, 
and that probably this can be most effectively done by 
cupping or blistering the spine.” I have personally practised 
this for over 18 years in all classes of cases of arthritis, 
whether rheumatoid, osteo-arthritic, or septic, and am con¬ 
vinced it is a most valuable means of arresting the disease 
process. In fact, I never think of advising surgical pro¬ 
cedures of any kind until my patients have been carefully 
treated by this means, and I am convinced the disease is for 
all practical purposes quiescent. In the decided majority 
of cases I am of opinion it is superior to vaccines or any 
other form of treatment. 

A vivid light has been thrown on how such measures act 
by Dr. Gougerot, of Paris, who states 2 that a mechanism 
exists by which germs and toxins are conveyed from various 
parts of the system to the skin, by the blood, where they are 
fixed and burnt up. Also that this mechanism may be 
heightened by artificial stimulation of the skin by means of 
irritants. I am, Sir, yours faithfully, 

July 12th, 1916. W. J. Midelton. 


OBLITERATIVE ARTERITIS AND LEAD 
POISONING. 

To the Editor of The LANCET. 

Sir,—I n the issue of The Lancet of June 3rd, 1916, on 
p. 1133, you publish in an annotation on the above subject 
an abstract of a case of arteritis obliterans due to lead 
poisoning reported by me. The case was published in the 

1 The Pathology and Treatment of Rheumatoid Arthritis, The 
Lancet, April 6th, 1901, p. 998. 

2 Medical Press and Circular, June 7th, 1916. 


Conferences of the Neurological Institute of New York, and 
it might be of interest to yonr readers to give them its 
outcome. 

The man was operated upon by Dr. Dowd, in New York, 
in the early part of this year. The left foot was amputated 
a few inches above the ankle. During the operation the 
tourniquet which had at first been applied was removed, 
and there was no bleeding from the cut surfaces or from 
the bony canals. It was much as though one were'operating 
upon a cadaver. In spite of this apparent lack of circula¬ 
tion the man made a good operative recovery. The muscular 
tissue that was removed at the operation was examined and 
found to contain large amounts of lead, and the cross section 
of one of the arteries showed an obliterating arteritis, with 
hypertrophy of the middle coat of the artery, together with 
the disappearance of portion of the intima, giving an appear¬ 
ance similar to that described by Kolisko. 

I am, Sir, yours faithfully. 

New York City, June 26th, 1916. Walter TiMMR, M.D. 


TUBERCULOSIS AND SQUINT. 

To the Editor of The Lancet. 

Sir,—I have found squint to be much commoner in tuber¬ 
culosis, both pulmonary and extra-pulmonary, than in healthy 
members of the general population similar in respect of age, 
sex, and social condition : seemingly squint is a sign of 
tuberculous predisposition. The figures are : In 500 sputum¬ 
positive consumptives. 6 cases ef squint; in 100 surgical 
tuberculous patients, 2 cases ; and in 1050 non-tuberculous 
persons, 3 cases. 

The only previous observation of this kind found is by no 
less an author than Homer. It is interesting to think that 
the picture of Thersites— 

“ Croas-eyed he was, and baiting moved on legs 
Ill-paird ; his gibbous shoulders o’er his breast 
Contracted, pinch'd it ."— 

was drawD from a tuberculous cripple of soured disposition, 
and of that anti-authoritarian bent which was less in favour 
then than now. I am, Sir, yours faithfully, 

July 13th, 1916. _W. C. Rivers. 

FAT-HEADEDNESS. 

To the Editor of THE LANCET. 

Sir,— Your correspondent of July 15th, who screens him¬ 
self under the guise of “ Hospital Superintendent,” makes 
the offensive assumption that I went to the committee. I 
did not. The hospital was represented by another official. 
From the tone of his letter I infer that “ Hospital Super¬ 
intendent" is eminently suited to be a member of the 
committee. I am, Sir, yours faithfully, 

R G. Hebd. 

The Laboratory, Westminster Hospital, July 17th, 1916. 


THE QUESTION OF PRIVATE OPERATIONS 
ON SOLDIERS. 

To the Editor of The Lancet. 

Sir,—T he following case may interest your readers. This 
week a private (of independent means) in the Australian 
Forces was sent to me in consultation by a general prac¬ 
titioner as to the expediency of a certain operation. This I 
agreed was necessary. The patient wished it performed 
soon and expressed a special wish that I should perform it. 
I gave him at his request a fully explanatory certificate. 
With this he asked for leave. His superiors refuse him 
permission for a private operation, giving as their reason 
that the Australian authorities are responsible for him, and 
therefore if he has an operation it must be done by an 
Australian surgeon in an Australian hospital. 

This appears to me to be a very high-handed way of 
dealing with a patriotic volunteer, and, incidentally, a very 
poor compliment to British surgery. 

I am, Sir, yours faithfully, 

July 10th, 1916. F.R.C.S 


The Anglo Belgian Hospital, Calais. —Lieu¬ 
tenant F. J. Stevens, medical officer of health of Camberwell, 
subject to the approval of the Local Government Board, will 
take up the post of medical officer to the Anglo-Belgian 
Hospital for six months. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain J. C. Rix, R.A.M.C., attached to the Yorks Regi¬ 
ment, was educated at Cambridge University and at 
Middlesex Hospital, and qualified in 1902. Before joining 
the R.A.M.C. in April, 1915, he was in practice at 
Tunbridge Wells, and was formerly school medical officer 
to the local Education Committee. 

Lieutenant C. P. Kelly, R.A.M.C., qualified at Dublin in 
1914, and was for a time senior house surgeon at 
Southport Infirmary. He joined the R.A.M.C. in 
August, 1915. 

Captain D. W. Smith, R.A.M.C., attached to the Manchester 
Regiment, was educated at Edinburgh, at Guy's Hos¬ 
pital, London, and at Berlin, and qualified in 1901. 

Lieutenant R. .T. Jones, R.A.M.C., attached to the Royal 
Welsh Fusiliers, was educated at University College, 
Liverpool, and qualified M.B., Ch.B., at Victoria Uni¬ 
versity, Manchester, in 1901. He was in practice at 

vr Cardiff before joining the R.A.M.C. 

Captain E. W. Lawrence, R.A.M.C., attached to the Royal 
Welsh Fusiliers, was educated at Cardiff and at Edin¬ 
burgh University, and qualified M.B., Ch.B. Edin. in 
1910. He was deputy medical officer of health of the 
Bridgend Union at the time he joined the R.A.M.C. 

Died of Wound). 

Captain G. 0. Maw, R.A.M.C., was educated at Cambridge 
University and at St. Bartholomew’s Hospital, London, 
ijualifying in 1912, and joined the R.A.M.C. in January, 

Lieutenant W. R. Wilson, R.A.M.C.. attached to the Seaforth 
Highlanders, was educated at Epsom College, after¬ 
wards obtaining the Haviland exhibition and proceeding 
to Cambridge. He was a student at St. Bartholomew’s 
Hospital, London, qualifying in October, 1915, and 
immediately joined the R.A.M.C. 

Captain F. L. Cleland, R.A.M.C., was educated at Queen’s 
University, Belfast, qualifying early in 1915, and shortly 
after joining the R.A.M.C. He was' a well-known inter¬ 
national hockey and Rugby football player. 

Died. 

Lieutenant-Colonel P. C. Gabbett, I.M.S., was a student at 
St. Thomas’s Hospital, London, qualifying in 1891, and 
was for some time Professor in Surgery at Madras 
Medical College. 

Accidentally Drowned. 

Captain E. A. Bell, R.A.M.C., was a student of King’s 
College, London, and qualified in 1902. He was in prac¬ 
tice at New Brighton, Cheshire, before joining the 
R.A.M.C. 

Wounded. 

Captain F. C. Barnes, R.A.M.C., attached to the Roval 
Lancaster Regiment. 

Captain C. G. Scott, R.A.M.C., attached to the Lancashire 
' Fusiliers. 

Captain F. N. Walsh, R.A.M.C., attached to the Royal 
Warwickshire Regiment. 

Captain J. R. M. Whigham, R.A.M.C., attached to the East 
Lancashire Regiment. 

Captain A. C. Haddow, R.A.M.C., attached to the Duke of 
Wellington’s Regiment. 

Lieutenant M. C. Bridgman, R.A.M.C., attached to the 
Border Regiment. 

Lieutenant L. M. Ingle, R.A.M.C. 

Lieutenant-Colonel C. H. Hawkins, R.A.M.C. 

Captain F. A. Roddy, R.A.M.C., attached to the Royal 
lnniskilling Fusiliers. 

Captain J. M. Elliott. R.A.M.C. 

Captain J. W. N. Roberts, R.A.M.C., attached to the East 
Lancashire Regiment. 

Mining. 

Captain V. D. O. Logan, R.A.M.C., attached to the Suffolk 
Regiment. 

Captain R. B. Lucas, R.A.M.C., attached to the Norfolk 
Regiment. 

Pritoner of War. 

Captain F. 8. Park, Canadian A.M.C., attached to the 
Canadian Mounted Rifles. 


Believed to hare been taken Pritoners of War at Kut-al-Amwra. 

Captain P. B. Bharucha, I.M.S. 

Captain E. G. S. Kane, R.A.M.C. 

Captain W. L. E. Fretz, R.A.M.C. 

Lieutenant P. E. O’Donoghue, Indian Subordinate Medical 
Department. _ 

Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war : — 

Lieutenant G. H. W. Holman, Wiltshire Regiment, son of 
Dr. H. J. Holman, cf Eastbourne. 

Second-Lieutenant D. F. Don, Sherwood Foresters, son of 
Surgeon-General Don, A.M.S., of Canfleld-gardens, 
London. 

Captain J. M. Stack, North Staffordshire Regiment, second 
son of Major E. C. Stack, R.A.M.C., of Burton on-Trent. 

Second-Lieutenant E. E. Trevor-Jones, Rifle Brigade, elder 
son of Major E. J. Trevor Cory, R.A.M.C. (T.F.), of 
Cardiff. 

Captain J. C. Rix, R.A.M.C., attached to the Yorks Regiment, 
third surviving son of the late Mr. W. H. Rix, M.R.C.S., 
of Tunbridge Wells. 

Lieutenant and Adjutant R. R. S. Shaw, North Staffordshire 
Regiment, only son of Dr. T. D. S. Shaw, of Lichfield. 

Captain V. G. Duke, Royal Garrison Artillary, second Bon of 
the late Colonel A. W. Duke, R.A.M.C., of Tunbridge 
Wells. 

Major A. F. Hess, West Yorkshire Regiment, eldest son of 
the late Dr. A. Hess. 

Captain R.N. Murray, Royal lnniskilling Fusiliers, only son 
of Mr. G. M. P. Murray, F.R.C.S., of Dublin. 

Lieutenant G. M. Dawson, King’s Liverpool Regiment, 
second son of the late Dr. T. M. Dawson, of Liverpool. 

Lieutenant M. Stevens, Worcestershire Regiment, youngest 
son of Dr. A. F. Stevens, of Seaford, Sussex. 

Captain T. H. Watts, Middlesex Regiment, son of the late 
Dr. F. Watts. 

Second-Lieutenant G. Wiglesworth, Royal Flying Corps, 
only son of Dr. J. Wiglesworth, of Winscombe, Somerset. 

Captain E. A. Bell, R.A.M.C.. son of the late Mr. W. Bell, 
M.R.C.8., J.P., of New Brighton. 

Captain G. O. Maw, R.A.M.C., son of Dr. G. Maw, of 
Shortlands, Kent. 

Second-Lieutenant I. A. S. Scott, King's Own Scottish 
Borderers, youngest son of Dr. W.S. Scott, of Withington, 
Manchester. 

Lieutenant J. A. A. Fountain, King's Own Yorkshire Light 
Infantry, second son of Dr. E. O. Fountain, of Ruislip, 
Middlesex. 

Lieutenant W. G. Millar, East Yorkshire Regiment, eldest 
son of Dr. W. Millar, of W'eiton, Brough, hast Yorkshire. 

Lieutenant W. R. Wilson, R.A.M.C., attached to the Sea¬ 
forth Highlanders, only son of Dr. W. Wilson, of Forest 
Hill, S.E. 

Captain L. D. Head, King’s Own Yorkshire Light Infantry, 
younger son of Dr. P. T. J. Head, of Riverside, Staines, 
Middlesex. 

Captain H. W. Meade, Royal Sussex Regiment, youngest 
son of the late Dr. W. Meade, of Alverstoke, Hants. 

Lieutenant-Colonel C. C. Macnamara, Royal Irish Rifles, 
eldest son of Mr. N. C. Macnamara, F.R.C.S., of Chorley 
Wood, Herts. 

Midshipman L. J. Bidwell, R.N., eldest son of the late Mr. 
L. A. Bidwell, F.R.C.S., of Upper Wimpole-street, 
London. 

Lieutenant A. E. Spencer, Sherwood Foresters, only son of 
Dr. E. M. Spencer, of Builth Wells, Radnorshire. 


Mentioned in Despatches. 

The names of the following medical men are mentioned 
in despatches received from General Sir Charles Monro, 
dealing with the operations of the Mediterranean Expe¬ 
ditionary Force, and from General Sir John Nixon, dealing 
with the operations in Mesopotamia under the command of 
Major-General C. V. F. Townshend, C.B., D.S.O.:— 

General Sir Charles Monro's List. 

General Headgitartcrs Staff. <0c —Lt.-Col. A. R. Aldridge, C.S.I., 
R.A.M.C.. Res. ot Off. ; Surg.-Gen W G. A. Bedford. C.M.G. ; Lt.-Col. 
H. A. Bray, R.A.M.C.; Col. K. C. Freeman (T.F.). Mai. ret. pay; 
Lt.-Col. T. P. Jones. R.A.M.C. ; Lt.-Col. (temp. Col.) A. E C. Kebio. 
R.A.M.C.; Col. R. H. Luce. V D. (r.F. lies.); Surg.-Gen. W. G. 
Macphersnn, C.M.G ; Col. C. C. Reilly, late H.A.M.C.; Maj. (temp. 
Lt.-Col.) W. M. B. Sparkes. R.A.M.C.; burg.-Maj. C. Farrant, W. Som. 
Yeo.; Snrg.-Maj. R. L. Fitzgerald, E. LancB. Reg. 

Royal Army Medical Corps.— Lt.-Col. B. Forde. C.M.G.; Lt.-Col. L. 
Humphry; Lt.-Col T. C. MacKeiude, U.S.O.; Lt -Col. G. 8t. C. Thom ; 
Temp. Col. W. H. Wlllcox; Maj. E. H. Cox. 3rd K. Lancs. Fd. Amb. 
(T.F.); Maj. IV Jones; Maj. (temp. Lt.-Col.) R. R. Lewis; Maj. 
(temp. Lt.-Col.) O. H. Lindsay, C.M.G,, West Lancs. Fd. Amb. (T.F.); 
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Ma.j. (temp. Lt.-Col.) A. McMunn ; Maj. A. W. Moore, 2nd S. Midland 
Bde. Pd. Amb. (T.F.); Temp. Maj. (temp. Lt.-Col.) H. Richardson, 
Scottish Horse Mtd. Bde. Fd. Amb. (T.P.); Capt. J. Anderson; Capt. 
R. G. Archibald; Capt (temp. Maj.) H. S. Beadles. London Mtd Bde. 
Fd. Amb. (T.F.); Capt. j. A. Bennett; Capt. L. C. Bruce (T.F.); Capt. 
(temp. Maj.) E. T. Burke, Spec. Res.; Capt. T. 3. Eves; Capt. J. F. 
Farrow (T F.); Capt. E. D. Galrdner (T F ); Capt. A. Graham 
(T.F.) (died of wounds); Capt. (temp. Maj.) C. Lovell (Spec. Res.); 
Capt. W. Mathieson ; Capt. H F. Panton; Capt. R. Robeson, Surg.- 
Capt. W. T. Rowe; Capt. L. R. Shore; Capt. O. Telchmann (T.F.); 
Capt. W. T. Torrance. 1st S. Midland Bde. Fd. Amb. (T.F.); Temp. 
Capt. G. S. Blandy; Temp. Capt. A. Brernner; Temp. Capt. E. R. G. 
Greville; Tetnp Capt. T. B. Hammond; Temp. Capt. F. Harris; Temp. 
Capt. W. H. Ladett; Temp. Capt. M. A. Macdonald; Temp. Capt. 
W. N. Rishworth ; Temp Lt. C. T. Galbraith; Temp. Lt. E. C. Mackay ; 
Lt. (temp. Maj.) L. M. V. Mitchell, Highland Mtd. Bde. Fd. Amb. 
(T.F.); Temp. Lt. G. Walker. 

Royal Navy.— Surg. W. Bradbury. R.N. (Hawke Bn.). 

Medical Unit*.— Surg. J. H. Burdett. R.N.; Staff-Surg. B. B. Kenny, 
R.N.; Temp. Surg. C. F. Mayne, R.N.: Temp. Surg. C. H. S. Taylor, 
R.N.; Temp. Surg. M. Onslow-Ford, R.N.; Temp. Surg. G. Hamilton, 
R.N. 

Australian Ai'mu Medical Corps — Lt.-Col. A. H. Sturdee, C.M.G., 
V.I).; Lt.-Col. C. T. C. <ie Cresplgny; Maj. G. W. Barber; Maj. A. Y. 
Fullerton, 2nd Bn.; Capt. K. T. Brennan, 11th Bn.: Capt. A. V. 
Hotiman ; Capt. J. J. Black, 6th Bn.; Capt.. (temp. Maj.) R. A. Campbell; 
Capt. H. V. P. Conrlck; Capt. C. W. Thompson. 1st Bn. 

Canadian Army Medical Corps.— Col. J. A. Roberts; Lt.-Col. E. G. 
Davis. C.M.G.; Lt.-Col. K. .T. Williams. 

Indian Medical Service.— M«j. W. R. Battyc. D.S.O. ; Maj. N. S. 
Wells; Capt. T. J. C. Evans; Capt. G. S. Husband, 9th Bhopal 
Infantry ; Capt. H. J. Stocker. 

Indian Subordinate Medical Department.—Sen. Assist. Surg. 
Bhawwan Singh (attached 14th King George's Own Ferozepore Sikhs); 
1st Cl. Sub-Asst. Surg. Daulat Singh (attached 21st Kohat Mountain 
Battery); 954 1st Cl. Sub-Asst. Surg. Ajudhya-parshad Misir (137th 
l.F.A.); 1st Class Sub-Asst. Surg. E. Abraham ; 1C62 1st Class Sub-Asst. 
Surg. Muhammad Hussain (108th I F.A.); 1115 1st Cl. Sub-Asst. Surg. 
Ishar Singh (108th l.F.A.) ; 1128 2nd Cl. Sub-Asst. Surg Shankar Lai 
(35th Sikhs) ; 1391 3rd Cl. Sub-Asst. Surg. Hasan-Din Dar (108th l.F.A.); 
1393 3rd Cl. Sub-Asst. Surg. Hari Chand (Bannu Brigade); 3rd Cl. Sub- 
Asst. Surg. S. B. W. Murphy. 

General Sir John Nixon's List. 

Medical Services.- Mai. E.Y. Aylen, R A.M.C.; Maj. E. F. E Baines. 
I.M.S.; Maj. C. H. Barler. I.M S.; Capt. S. J. Barry. R.A.M.C.; Capt. 
P. B. Bharucha, D.S.O., I.M.S. ; Lt.-Col. H. O. B. Browne-Mason, 
R.A.M.C ; Capt. A. S. Cane. R.A.M.C.; Capt. .7. A. Cruickshank, 
I.M.S. ; Lt.-Col. J. F. Donegan, C B.. R.A.M.C.; Col. 1». Hehir. C.B.. 
I.M.S.; Lt.-Col. J. Hcnnessy, C.B.. R.A.M.C.; Maj. F. C. Lambert, 
R.A.M.C.; Capt. R. K Maliatn, R.A.M.C,; Capt. A. T. J. McCreery, 
R.A.M.C.; Capt. K. K. Milker,jl, I.M.S. ; Capt. L. Murphy, R.A.M.C.; 
Maj. W. MacM. Poarson. I.M.S.; Capt. M. L. Puri, I.M.S.; Maj.C.U. 0. 
Shaw, I.M.S.; Lt. W. C. Spackinan. I.M.S.; Capt. J. Startin, R.A.M.C.; 
Maj. C. H. Watson. I MS.; Capt. G. Wilson, R.A.M.C. 

Indian Subordinate Medical Department.— 1st 01. Asst. Surg. N. P. 
Shemain ; 3rd Cl. Asst. Surg. K. A. Cotton; 3rd Cl. Asst Surg. 
D. L. Mackay; 4th Cl. Asst. Surg. A. E. A. Phaure; 4th Cl. As»t. 
Surg. S. A. De Souza; 4th Cl. Asst. Surg. F. H. J. Iiowley, Gen. List; 
4th Cl. Asst. Surg. M. J. Nicholas; 4th Cl. Asst. Surg. E. B. Holt; 
1st Cl. Sub-A8*t. Surg. Reuben Benjamin ; 1st Cl. Sub-Asst. Surg. A. D. 
Dul Basit; 1st Cl. Sub-Asst. Surg. Mitthu Lai; Sub-Asst. Surg. 
D. Y. B. Butt; 1st Cl. Sub-Asst. Surg. Kesar Singh. 

The name of Surgeon J. P. Berry, R.N., is mentioned in 
an Admiralty despatch dealing with sea patrol work for his 
services in the action between H.M.S. Alcantara and the 
German commerce-raider Greif , which resulted in the enemy 
vessel being sunk, in February last. 


The Central Medical War Committee. 

Meetings of the Committee were held on Wednesday, 
July 19th, and the following day to consider appeals for 
exemption from military service. 

It was agreed to remit to the Executive Committee a 
suggestion that a list of the medical men who have gone on 
active service during the previous week should be sent to the 
medical journals for publication, the list being classified 
according to areas. 

The Committee of Reference of the English Royal Colleges. 

The work of the Committee of Reference of the English 
Royal Colleges in assisting the Central Medical War Com¬ 
mittee has been of great value ; a difficult and delicate part 
of the labours of the central body has been much facilitated 
thereby. The constitution of the Committee of Reference, 
it will be remembered, is as follows : Dr. Frederick Taylor, 
Sir Rickman Godlee, Dr. W. Pasteur, Dr. Sidney Martin, Dr. 
H. G. Turney, Mr. W. F. Hasiam. Mr. D'Arcy Power, and 
Mr. Charles Ryall, with Mr. Hallett as honorary secretary. 
The function of the Committee is to advise the Central Medi¬ 
cal War Committee as to exemptions of medical men attached 
to the hospitals in the London County Council area, either 
as members of the honorary staffs, or as teachers, or as resi¬ 
dents, who may be called up for service. The Committee of 
Reference has been able to keep in touch with the Central 
Medical Committee by means of a joint committee com¬ 
posed of Dr. Pasteur, Dr. Sidney Martin, Mr. Ryali, and Mr. 
Hallett (secretary), representing the Committee of Reference, 


and Dr. C. Buttar, Mr. T. Jenner Verrall, Mr. E. B. Turner, 
and Dr. Alfred Cox and Mr. Bishop Harman (secretaries), 
representing the Central Medical War Committee. By the 
deliberations of this jointly constituted body the Central 
Medical War Committee is placed in a position to acquire 
much preliminary information with regard to the suitability 
for commissions in the Royal Army Medical Corps of medical 
men attached to the staffs of hospitals and medical schools. 
The questions on which the Committee of Reference have 
been, and will be, able to guide the Central Medical War 
Committee are many of them of considerable complexity. 
For example, there is no known standard for the constitu¬ 
tion of a general or special hospital, in accordance with 
which it can be stated that a staff of a certain number, 
assisted by residents of a certain number, is required for a 
certain number of beds. To some extent it may be said that 
no such pattern can exist, inasmuch as special hospitals 
have special requirements, and general hospitals vary largely 
in themselves—distance from the residential centre of the 
staff or association with a medical school, being, for example, 
two things which may entail an apparently large personnel. 
The Committee of Reference will make allowance for such 
things in dealing with the situation on general lines, if 
the information is freely given to them by the institutions 
concerned. This, we are certain, will generally occur, but it 
is a fact that the attitude of all hospitals in asking for 
exemption of their staffs has not been precisely similar, 
far more requests for exemption having come from some 
institutions than from others. Endeavours to treat such 
matters fairly will probably lead to some of the exemptions 
granted being granted only for short spaces of time. In 
this way opportunity will be afforded to consider the plight 
of institutions which assert themselves to have been unduly 
depleted. 

Scottish Medical Service Emergency 
Committee. 

At the monthly meeting of the Committee held in the- 
Royal College of Physicians, Edinburgh, on July 15th, the 
convener reported that it was expected that the July con¬ 
tingent joining the R.A.M.C. would be about 100. The 
Register had been carefully gone over, and of t.he medical 
men in Scotland who, having qualified in 1896 or sub¬ 
sequently, were possibly under the age of 41, only 69 bad 
failed to register their names as willing to accept a com¬ 
mission if called upon to do so. Their names had been 
transmitted to the military authorities. 


The Royal Army Medical Corps and the Great- 
Advance. 

Early in the course of the fighting, in what will presumably 
come to be called the battle of the Somme, the Commander- 
in-Chief, Sir Douglas Haig, issued a Special Order of 
the Day, possessing the greatest significance to all oar 
readers. The Order was read on parade to all medical units 
by instructions from the Deputy Directors of Medical 
Services, to whom it was addressed in these words :— 

“The Commander-in-Chief directs me to convey to you, 
and through you to the directors and all concerned under 
them, his high appreciation of their hard work and the 
efficiency of arrangements for dealing with the medical 
aspect of the present situation.” 

This commendation from Sir Douglas Haig will be a 
legitimate source of gratification to all the medical pro¬ 
fession. A preponderating part of the work of the Royal 
Army Medical Corps is necessarily being done by temporary 
or Territorial officers, serving under and with the Regular 
officers, so that the corps in its present state is as new as 
any part of our great Expeditionary Force. How highly the 
organisation and personnel of the corps must have been 
tried during the early days of the grand advance of the 
Allied Forces on the Western front can be measured to some 
extent by the casualty lists ; and the fact that the number 
of wounded who will be in a brief space of time again with 
their fighting comrades is so very large forms a practical 
commentary upon Sir Douglas Haig's Order, proving that all 
details of collection, transport, and arrangement of the 
wounded proceeded swiftly and smoothly, despite the strain 
produced by the tremendous struggle. It should be added 
that helmets are, as we have said from the first would be 
the case, of the highest value in saving life. 
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WALTER SEYMOUR ARMSTRONG, M.R.C.S. Eng., 

CAPTAIN, ROYAI. ARMY MEDICAL CORPS. 

Captain W. S. Armstrong, who was killed in France on 
May 31st at the age of 42 years, was the youngest son of the 
late Rev. William Armstrong, incumbent of St. Mark’s, 
Dalston, and of Mrs. Armstrong of Twyford Lodge, Putney. 
He was educated at St. George’s Hospital, taking the 

Conjoint Board qualifi¬ 
cation in 1903, after 
which he acted as assist¬ 
ant medical registrar at 
his own hospital. He 
subsequently went to 
Labrador and New¬ 
foundland, where he 
was surgeon of St. 
Anthony's Hospital and 
surgeon in charge of 
the I ndian Harbour Hos¬ 
pital and a magistrate. 
A fellow practitioner in 
Labrador, now at a 
casualty clearing station 
in France, writes of him : 
“Armstrong's keenness, 
his devotion to duty, and 
his thoughtfulness for 
the people, had greatly 
endeared him to all. 
His loss will be greatly felt in Labrador.” Another medical 
friend writes of him : “Whilst his love for his profession 
was the dominating factor, he made himself universally 
popular in all circles, and his death has removed from the 
profession one who devoted his health and strength in its 
service.” Towards the end of 1914 he applied for a com¬ 
mission in the R A.M.C. and served first with the British 
Expeditionary Force in France in 1914-15, and then with 
the Mediterranean Force, returning to France in April last, 
where he remained until his death. 

Captain Armstrong was a man of wide experience who had 
travelled much and who had a large circle of acquaintances. 
He married in 1905, Florence, daughter of the late Mr. 
Ralph Tunnicliffe, of Leigh, Lancashire, who survives him. 

KENNETH HARRISON ALLOA KELLIE, M.A., M.B., 
B.C. Cams., M.R.C.P. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain K. H. A. Kellie, who was killed in action on 
June 25th, aged 41, was the youngest son of the late 
George Kelly, of Sutherland-avenue, W., and Shanklin. Isle 
of Wight, and brother of Lawrence Kellie, the composer. 
He was educated at Westminster School, Caius College, 

Cambridge, and St. 
George's Hospital, also 
studying in Paris, New 
York, and Boston. He 
qualified as M.R.C.S. 
and L.R.C.P. Lond. in 
1903. M B. Camb. in 
190 5, and M.R.C.P. 
Lond. in 1908. After 
holding the posts of 
clinical assistant for out¬ 
patients at Paddington 
Green Children's Hos¬ 
pital, assistant house 
surgeon at St. George’s 
Hospital, and house 
physician at the Victoria 
Hospital for Children, 
he was appointed in 
1908 assistant physician 
at the Belgrave Hospital 
for Children, and in 1912 
full physician. He was a’so assistant physician at the 
Royal Hospital for Diseases of the Chest, City-road, 
and medical registrar of the Prince of Wales's Hospital, 
Tottenham. Besides his medical work, he took an interest 
in the public life of his borough, being a member of the 




St. Pancras borough council and chairman of its public 
health committee, and a prominent member of the West 
St. Pancras Conservative and Unionist Association. 

At the beginning of the war he served as a special con¬ 
stable, but in April last year he gave up his work in London 
and took a temporary commission as lieutenant in the 
R.A.M.C., and was promoted pap tain on completing a 
year’s service. Originally Captain Kellie was attached to 
the Guards’ Brigade, but on his return to the front last April 
he was transferred to the Canadian Contingent as second 
senior medical officer. He was a well-known oarsman, and 
stroked the London Rowing Club boat at Henley and other 
regattas. Captain Kellie was a sound, practical physician 
who devoted much time and patience to his work. He was 
an excellent colleague in every way—amiable, cheerful, and 
always willing to help to the best of his ability. He will be 
very greatly missed by his friends, his colleagues, and his 
patients. _ 

GEORGE HARRY MELVILLE DUNLOP, M.D., 
F.R.C.P. Edin., 

MAJOR. ROYAL ARMY MEDICAL CORPS. 

Major G. H. M. Dunlop, who died at a Red Cross hospital 
in France on July 3rd, at the age of 57 years, was the 
son of the late James Usher Dunlop. He was educated at 
the Edinburgh Collegiate School and Edinburgh University, 
graduating in 1880. 

His first appointment was as house surgeon to Leith 
Hospital, and he afterwards held a similar appointment at 
the Sick Children’s Hospital, Edinburgh, and was later 
clinical assistant in the skin and gynaecological wards of 
Edinburgh Royal Infirmary. Major Dunlop was physician 
to the Royal Blind 
Asylum, senior phy¬ 
sician to the Royal 
Hospital for Sick 
Children, an appoint¬ 
ment which carried with 
it a lecturership on 
diseases of children in 
the University, and was 
also examiner in medi¬ 
cine and in diseases of 
children at the Royal 
College of Physicians 
of Edinburgh, to the 
Council of which he was 
elected when compara¬ 
tively young. About a 
year ago he left for 
France, as a major in 
the Royal Army Medical 
Corps, in company 
with Professor Alexis 
Thomson, of Edinburgh University, to take charge of the 
medical side of a general hospital. He did important work 
in different places in France until his untimely death as a 
result of pneumonia after a short illness. 

Major Dunlop had made numerous contributions to 
medical literature, the most important being a report on 
500 cases of pneumonia in children. He was a good 
teacher; his clinical lectures were excellent in substance 
and made attractive to students by lucid exposition 
and the lecturer’s practical knowledge of his subject. 
Major Dunlop took an active part in medical affairs in 
Edinburgh, combining with strong personal likes and 
dislikes a broad-minded view of the subjects he dis¬ 
cussed. He is spoken of by his colleagues as a good 
friend, a pleasant companion, and a trusted physician 
who will be greatly missed by both patients and friends. 
He leaves a widow and a son and daughter. 

Lord Kitchener National Memorial Fund.— 
No more fitting way of commemorating Lord Kitchener’s 
name could have been devised than the creation of a fund on 
behalf of officers and men of the Royal Navy and Army who 
have been disabled or rendered needy by the war. The scheme 
for which the Lord Mayor of London seeks support is to be 
retrospective and perpetual, and will be a source to which 
the disabled officer or man can look for relief after the war 
when immediate relief schemes are over and forgotten. 
Donations should be sent to the Lord Mayor at the Mansion 
House. 
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The Practices of Absentee Medical Officers. 

We outlined briefly a fortnight ago the circumstances 
which have to be taken into account in any scheme 
designed to conserve for their owners the private practices 
of members of the medical profession who have accepted 
or are accepting commissions in the Royal Army Medical 
Corps. The subject is one which has been always in the 
mind of both the Central Medical War Committee and 
the British Medical Association, and a fortnight ago a 
scheme was laid before the former body for the institution 
of Local Committees to whom there should be submitted any 
agreement under which an absentee medical practitioner 
could contract with the deputy for carrying on his work 
to the advantage of all concerned, practitioners and public. 
We pointed out that no one scheme could exactly fit all 
kinds of practice, every medical man’s practice being to 
some extent an individual affair requiring individual treat¬ 
ment if its preservation and cultivation were to be of the 
best. 

The Central Medical War Committee had several schemes 
under close consideration, each of which was likely to meet 
with acceptance in some areas, but not to meet the approval 
of practitioners in others. It now draws attention to the 
following general principles which it considers to be of great 
importance :— 

(а) No scheme will be satisfactory which has not behind It (i.) the 
goodwill of the men who are to work it; (ii.) the confidence of the men 
who are going on active service; (Ill.) the strong moral support of the 
L.M.W.C. This presupposes that the scheme has been fully discussed 
at a meeting of the whole local profession. 

(б) It is preferable that there should be a legal agreement between 
the absentee and his deputy or deputies, though it Is recognised that 
this may be impracticable in some cases. 

(c) TheL.M.W.C. should in such an agreement be vested with the 
power of dealing with any disputes that may arise between the 
absentee and his deputies, the decision of the Committee to be binding; 
the Committee should also have the power of appointing another 
deputy in case of need. 

(d) Any such agreement should contain a provision whereby the 
absentee is indemnified against all acts of negligence committed by the 
deputy. 

(O The scheme and agreement should in all cases bind the deputies 
to refuse to act as the medical attendant of the patients they have 
attended for the absentees until a specified time (one or two years) after 
the absentee's return. 

In September, 1915, the Central Medical War Committee 
issued a circular (W. 3) dealing with this subject. It was 
indicated that the men going on active service had a right 
to expect that their interests would be protected by those 
who remained at home, and it was suggested that where a 
locum tenens could not be provided the work should be done 
by a division of the money earned by the practice of the 
absentee on the following lines; (a) Town practices—an 
equal division of the proceeds between the absentee and his 
deputy or deputies; (b) combined town and country prac¬ 
tices—probably three-eighths to the absentee and five-eighths 
to the deputy, the latter paying the expenses ; ( 0 ) country 
practices where travelling expenses are important—a 
quarter to absentee, three-quarters to the deputy. 

The first agreement of a legally binding nature brought to 
the notice of the Central Medical War Committee was drawn 
up in Holland (Lines.) area and embodies the suggestions 
made in Circular W. 3, with the addition of a clause to 
protect the interests of a practitioner who dies on service. 
The clause runs as follows :— 

In the event of the death of a practitioner on service his practice 
shall be carried on for one year after that date, or until his representa¬ 
tives give notice to one or more of the practitioners at home that they 
have disposed of his practice, whichever shall first happen, and, in the 
meantime, the representatives of the deceased practitioner shall be 
entitled to receive and shall be paid the same remuneration as the 
deceased practitioner would have been entitled to if he had during 
such time continued to be a practitioner on service. 

The following is a detailed scheme which has received a 
certain amount of support, and which is published by the 
Central Medical War Committee for comment. It is a 
scheme formulated by Dr. T. Campbell, of Wigan, and has 
met with a good deal of support in Lancashire It embodies 
a novel method of arriving at an equitable remuneration, 
although the result is roughly the same as the equal division 
of proceeds between absentee and deputy in a town area 
suggested in circular W. 3. The scheme regards as essential 
that the absentee shall in all cases appoint a deputy or 
deputies who shall be responsible for the whole of the 
practice. There are points in this scheme that may com¬ 
mend it particularly to Local Medical War Committees in 
industrial areas. 


Scheme Jor the Care of the Practice.e of Medical Men on Whole-time 
Military Service. 

1. Any medical man deciding to take up a commission or being 
called up for ordinary military service (hereinafter referred to as the 
absentee) to at once give notice to the Committee referred to in para¬ 
graph 18 hereof, and such notice shall signify whether the absentee has 
made arrangements with a medical practitioner or practitioners (here¬ 
inafter called the deputy) to carry on his practice in his absence, and if 
arrangemens have been so made the name or names or address or 
addresses of such practitioner or practitioners. 

2. If at the date of the said notice the absentee has not made 
arrangements with a deputy he should, as soon as he has so done, 
forward to the same Committee the name and address of the deputy. 

3. If the absentee fails to appoint a deputy then the said Committee, 
on the request of the absentee or of hla wife or other authorised repre¬ 
sentative. can make an appointment. The authorised representative 
of the absentee shall be given power of attorney to act on his behalf. 

4. The remuneration of the deputy to bo agreed as by the absentee, 
but in case no arrangement, as to remuneration is made or in case of an 
appointment by the said Committee the remuneration to be on the 
following scale—namely, £1 1$. per week for every £100 gross receipts 
of the practice during the 12 months ending Dec. 31st immediately pre¬ 
ceding the deputy’s appointment, with a maximum weekly remunera¬ 
tion of £12 12s. and a minimum of £3 3s. The said remuneration to be 
readjusted every six calendar months in accordance with the scale fixed 
by this paragraph on the gross receipts for the 12 months preceding the 
date of read justment. Any fees payable by the Army authorities to the 
absentee for anv appointment held by him shall not be Included in the 
gross receipts of the practice during the preceding 12 months unless the 
work of stub appointment be taken over and carried out by the deputy. 

5. The deputy to defray out of his remuneration all the working 
cos' b and expenses of the absentee’s practice, except the rent, rates, and 
taxes of the absentee's main and branch surgeries. 

6. The deputy to keep each aay a strict account of his visits, con¬ 
sultations, dressings, operations, and medicines, with the names and 
addiesses of the patients on whom attendance Is made, by entering 
same up in absentee's day book differentiating between private 
patients and panel patients (If necessary), and to leave such day book 
open to Inspection of the absentee’s wife or other representative, who 
must enter same into ledger at least once a week. 

7. The record cards of panel patients to be accurately kept by the deputy. 

8. The deputy to keep an accurate account, of all monies received by 
him on account of the absentee’s practice, and to hand such monies to 
the absentee’s wife or his other representative on the first of each 
calendar mouth. Any clerical work connected with the absentee’s 
praotice other than that necessitated by paragraphs 6. 7, and 8 hereof 
to be done by the absentees wife or other representative at the 
absentee’s expense. 

9. Cards to be exhibited In the surgeries (main and branch) of both 
deputy and absentee, clearly stating that the absentee is away on active 
service and that the deputy is attending to absentee's practice, and 
requesting the patient to inform the deputy that he is a patient of the 
absentee. 

10. As far as conveniently possible the patients of the absentee to be 
seen at the surgeries of the latter, and the deputy to hold a surgery daily 
at the absentee’s main surgery. 

11. The absentee before leaving his practice to make out a list of his 
private patients, with their addresses, and to submit such list to the 
deputy, and such dst unless questioned within 14 days by the latter to 
be final evidence that the patients whose names appear on that list are 
the private patients of the absentee. A copy of such list to be 
forwarded by the absentee to the said Committee. 

12. Proper and accurate accounts of the absentee’s practice to be sent 
out by the absentee’s wife or other representative in the name of the 
absentee, with a request that cheques be drawn In favour of the absentee. 

13. All accounts «*f the gross receipts of the absentee’s practice to be 
kept by the absentee’s wife or other representative and to be open to 
the inspection of the deputy or his representative on request at any 
reasonable hour of the day. 

14 The absentee should be indemnified against all claims, demands, 
or actions arising out of the negligence or wrongful act or default of 
the deputy. (It is deemed advisable tiiat ab entee and deputy be 
members of a protection society and insured against, damage".) 

15 Subject to the provisions of the next clause the deputy to give six 
calendar months' notice of his intention to resign to the absentee’s 
wife or other representative.and also to the said Committee, whereupon 
in the absence of an appointment being made by the ab-entee or his 
wife or other representative of a fresh deputy the said Committee to 
make an appointment. 

16. In case the absentee die or be killed or return home, but incapable 
of attending to his practice, the deputy to continue to attend to the 
absentee's practice for at least a period of 12 months alter the date of 
such death or of such return home, as the case may be, or until the 
absentee's practice is disposed of by sale, the deputy during this period 
to continue to receive remuneration as provided in paragraph 4. The 
deputv to give every facility and information to an intending purchaser. 

17. The deputy shall not attend or otherwise professionally advise or 
treat any of the patients on the list referred to in paragraph 11 hereof 
for a period of one year after the deputy has ceased to carry on or 
otherwise to be associated with the practice of the absentee. 

18. A Committee to bo formed by the practitioners of the district, (or, 
if thought advisahle. the Local Medical War Committee), and to have 
relegated to it by the agreement entered Into by the absentee and 
deputv such powers as will permit it to deal with all disputes of 
whatsoever nature arising between tbc absentee and the deputy in 
regard to any question affecting the absentee s practice or the carrying 
on of the same by the deputy, and the decision of such Committees to 
be binding on both parties. 

The view of the Central Medical War Committee ag rees 
with our previously expressed conclusion that it is not 
possible to embody in one, or even two or three, detailed 
schemes plans likely to meet with acceptance in every areas 
It is, however, hoped that the public ventilation of the 
subject will lead to the possibility of sensible arrangement, 
being made by Local Committees, which, while identical 
in general principles, will differ in details according to the 
wants of the locality. 
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Arrangements for Arrival of the Wounded in 
Manchester. 

It would obviously be impossible for us to publish any¬ 
thing like a detailed statement concerning the casualties 
incurred in the great advance, but we may say that the 
account given by our Manchester correspondent tallies in its 
fortunate features with other information in our possession. 
He writes :— 

“‘Cot’ and ‘sittiDg-up’ patients, amongst the first to 
leave the trenches after the artillery bombardment on 
July 1st, reached Manchester on July 8th. Some of the 
wounded had been fighting for three or four days. Their 
wounds were caused for the most part by machine-gun fire 
and shrapnel. Replying to an observation that many of 
them were wounded in the legs and feet, a soldier with a 
badly bruised head, the result of shrapnel, said: ‘Nearly 
all the leg and feet wounds were received in the first 
150 yards advance. The German machine-guns, when trained 
upon us, were fired from the trenches, so that the muzzle of 
the gun would be on the ground level and the bullets would 
sweep across our front only a few inches from the ground." 
The majority of the cases of injury were comparatively 
slight. Infantry cases predominate amongst the wounded 
sent to Manchester. The expedition with which the 
wounded are detrained and placed in motor cars to 
be transported to hospitals at Stockport, Sale, Ashton, 
Withington, Fallowfield, and more distant centres is 
wonderful. One train of ‘ sitting-up' cases was emptied 
in eight minutes, and within half an hour the wounded were 
receiving the necessary attention in the hospitals. As a rule 
about one hour is required for the evacuation of a full 
ambulance train with mixed cases. Trains brought some of 
the men who took part in the fighting for Contalmaison 
only three days previously. Up to the present a portion of 
the accommodation of the General Hospital in Whitworth- 
street has been reserved for officers. Since wounded began 
to arrive from the regions of the Ancre and Somme via 
Southampton, the General Hospital in Whitworth-street and 
the hospitals in High-street and Worsley Hall have been 
reserved exclusively for officers.” 


Freemasons’ War Hospital.— The Masonic 

Nursing Home Committee, having secured the premises of the 
Chelsea Hospital for Women, have given it as a fully 
equipped military hospital to the War Office through the 
Red Cross Society. A circular letter, signed by the Lord 
Mayor of London and others, has been issued for funds to 
carry out the project, the belief being expressed that the 
brethren will welcome the opportunity of identifying the 
craft with an important and beneficent work. The hospital 
will be fully equipped on modern lines and will provide 50 
to 60 beds. It is hoped to open the premises within the 
next few weeks, and the Medical Advisory Committee is 
advertising for the services of a competent resident medical 
officer. After the war it is intended to transform the hos¬ 
pital into a permanent nursing home. The address of the 
Masonic Nursing Home Committee is 8, Craven House, 
Kingsway, W.C. 

Voluntary Aid Detachments.— A report from 

a county secretary indicates that the demand for members 
of Voluntary Aid Detachments is likely to greatly in¬ 
crease during the next few months. Fortunately require¬ 
ments were foreseen early in the war, with the result that 
the personnel was raised from 2711, the figure at which 
it stood at the close of 1914, to 7125 at the end of last 
year. But recruits are now obtained with difficulty, owing 
to the large demands for women workers from different 
quarters and also, it is thought, to the great delay that 
occurred in employing members after warning them to hold 
themselves in readiness for service. A further reason is 
probably to be found in the kind of work cn which members 
are generally employed. 

Dr. J. A. Turner, executive health officer of 

Bombay, is acting as a temporary captain in the Royal Army 
Medical Corps while on leave, being detailed as specialist 
sanitary officer for the Northern Command. Dr. Turner had the 
honour of being presented to His Majesty the King and being 
invested with the Order of C.I.E. at Buckingham Palace on 
July 11th. 


IHcbital Jjtefos. 


University of London.—A t the Second Examina¬ 
tion for Medical Degrees, PartII., held recently, the following 
candidates were successful 

Wilfred Mark Anthony. St. Thomas's Hospital; tMar.jorie Back, 
London (Royal Free Hospital) School of Medicine for Women j 
Norman Dyer Ball, University College ; Thomas George Doughty 
Bonar. Guy’s Hospital ; Jacob Brodetsky. London Hospital; 
Kathleen Mary Cogan, London (Royal Free Hospital) School of 
Medicine for Women; Andrew Norman M. Davidson, King's 
College ; Thomas Davies. University College. Cardiff, and University 
College; Abraham Eidinow, London Hospital; Sylvia Victoria 
Elman and Gwenvron Mary Griffiths. London (Royal Free Ho*- 
pital) School of Medicine for Women; Lawrence Handy and 
tChristopher Lang ton Hewer. St Bartholomew's Hospital; Clifford 
Venning I sard and Myrddln Einrys Jones, St. Thomas's Hospital; 
Vivian Emrys Jones. University of Liverpool; Ernest Francis 
Kerby, Guy's Hospital; Maurice Laurent, University College; 
Simon Sally L'ebermann. James Galway McCann, and Douglas 
McClean. 8t. Thomas's Hospital; Farid Morcos, St. Mary’s Hos¬ 
pital ; Gordon Frank Peters. Guy's Hospital; Ruth Wade Plimsoll, 
London (Royal Free Hospital) School of Medicine for Women; 
Montagu Cecil Polhill, University College; Leonard Duncan 
Porteous, St. Bartholomew's Hospital: Percival George Quinton 
and Walter Ernst Karl A. Quitmann. University College; Ronald 
Seton Ralph, Guy's Hospital; Jessie Craig Ritchie, London (Royal 
Free Hospital) School of Medicine for Women; Edward Snow 
Rose. St. Bartholomew's Hospital; William Henry Simmons and 
Herbert William 8out.hgate, Guy’s Hospital; Victor Alexander 
Trevor Spong, St. Bartholomew ’s Hospital; Mary Sylvia Stocks, 
London (Royal Free Hospital) School of Medicine for Women; 
Norman Beattie Thomas, St. Bartholomew's Hospital; and Robert 
Walter Warrick and Sik To Wong. Guy's Hospital. 

t Distinguished In Physiology. 

Examining Board in England by the Royal 
Colleges of Physicians of London and Surgeons of 
England.— At the quarterly examination in Practical Phar¬ 
macy held on July 6th and 7th the following candidates were 
successful:— 

John Arnold Molony Alcock, Guy’s Hospital; Keith Edward Atten¬ 
borough, St Mary's Hospital ; Douglas Albert Raoul Aufrane, 
Middlesex Hospital; Noel Arthur Hamilton Barlow. Guy’s Hospital 
and private study; Mark Louis Barst, London Hospital; Alex¬ 
ander Herbert Bean and Hugo Boger, University College Hospital ; 
Edward Victor Briscoe, St, Mary’s Hospital ; Anna Bridget Broman, 
Royal Free Hospital ; Osmond Hayman Brown. Charing Cross 
Hospital; Louis Ely Reginald Carroll, St. Bartholomew's Hospital ; 
Marjorie CamsewChappel, Royal Free Hospital; Dudley Hugh 
Cockell, St. Bartholomews Hospital ; Walter Tyrrell Cooper, 
Charing Cross Hospital ; Ignatius Joseph Cruchley. London Hos¬ 
pital ; Leslie Perkins de Abrew, Ceylon Medical College and London 
Hospital; Mohammed Abdel Kader El Hennawy. St. Mary’s Hoe- 
pital; Cecil Weldon Empey. London Hospital; flarold Bert Flooks, 
University College, Cardiff; Barnett Goldfoot, St. Bartholomew’s 
Hospital; Maxwell Hall, Guy's Hospital ; Richard Hilliard, London 
Hospital; Alfred Kenneth luce Jones. Middlesex Hospital ; James 
Trevelyan Jones, University College, Cardiff; Walter Hewitt Jones. 
Cambridge University and St. Mary's Hospital; Mohammed Abdul 
Razzak Khalifa, Guy's Hospital and private study ; Ronald William 
Lush, Oxford University and Middlesex Hospital ; Oswald 
Edgar John McOustra, University College Hospital; Malati 
Madgavkar, Birmingham University; Noel Heathcote Seton 
Maelzer, Alfred Yaphet Mastouda, Reginald Stanley Millar, and 
Joseph Octave Roger Montocchio, Guy's Hospital; Eva Morton, 
Royal Free Hospital; James Aird Morton, St. Bartholomew’s Hos¬ 
pital ; Arthur Richard Necklos, Guy's Hospital; Elizabeth O'Flynn, 
Royal Free and St. George’s Hospitals ; Arthur Gordon Ord. Guy's 
Hospital; Madeline Phyllis Parker, Royal Free Hospital; Jacobus 
Cornelia Pauw, London Hospital; Reuben Woodland Payne, 
Charing Cross Hospital; Thomas Melville Payne, University 
College, Cardiff, and St. Bartholomew’s Hospital; Eugene Arthur 
Pearson, London Hospital; Betsey Porter, Royal Free Hospital; 
Clifford George Jackson Ravner. St. Bartholomew's Hospital: 
Constance Elizabeth Marlar Ridout, University College Hospital 
and private study; Edwin John Gostwycke Sargent. St. Bar¬ 
tholomew's Hospital; Herbert Henry Silley. University Qollege 
Hospital ; Maurice Oliver Simpson, Middlesex Hospital ; Phineas 
Alex Smuts. St. Bartholomew's Hospital; George Ernest Spero, 
London Hospital ; Percival Washington Symons, Middlesex Hos¬ 
pital ; Guy Burford Tarring, Oxford University and Guy’s Hos¬ 
pital; Harold Edwin Thomas, University College Hospital ;'Thomas 
Ben Thomas. St. Bartholomew's Hospital; Ralph Robert Traill, 
Cambridge University and Guy’s Hospital; Albert Charles Zw^aris 
Wijayaratne. University College Hospital; and James Harry 
Wiseman, Sheffield University. 

University of Glasgow.— The following candi¬ 
dates, graduates in Medicine and Surgery, received their 
degrees on July 19th :— 

Bachcloraof Medicine and Bachelor* of Surgery (M.B., Ch.B,).— With 
Honours : Ernest M'Murchie Dunlop and David Campbell, M.A., 
B.Sc. With Commendation : Alexander Fisher M’Millan. Arnot 
Campbell Hepburn. George Carson Swanson. M.R.C.S. Eng., 
Kennetb JobnTalbotWllson. and Samuel John Henderson. Orilin r/ 
Degrees: Thomas Blackwood. James Prowse Broom, Archibald 
Campbell Brown. John Alexander Buchanan, Winnifred Jane 
Crawford. John Williamson Dalglish, James Ferguson Duthie, 
James Ewing. Thomas Gray, Eduardo Guillermo Hall-Srtnchoz, 
Jean Lawrie Hamilton. Kollo Isbister, Oswald Johnstcn, Rohr rt 
William MacDonald Douglas Bower M'lntosh. John Wilson 
Maclean Mary Ann MacLennan MacLean, Margaret Kay Mitchell, 
Robert Rodger. Mary Scott, John Steele, Art hur Raphael Steven, 
and John Banks Steven. 
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The following candidates have passed the examinations in 
Anatomy (A.) and Physiology (P.) for the degrees of Bachelor 
of Medicine (M.B.) and Bachelor of Surgery (Ch.B.):— 

Carl Otto Anderson (P.), James Baird* (A., I*.), Alexander Kidd Begg 
(A., P.), John William Stewart Blacklock (A., P.), Murdoch Brown 
(A., P.), James Caddies (A., P.) t Alister Campbell (A., P.), James 
Gibson Campbell (A , P ). John Gilchrist Coltart (A., P.). Archibald 
Joseph Cronin (A., P.), Robert Fletcher, M.A. (A.. P.), Colin 
Macphail Forbes (A.. P ), Robert Adam Forsyth (A., P.), George 
Keith Fulton (A., P ). James Anthony Hamilton (A., P ), John 
Hewittt (A., P.). Robert Gold Howat- (A., P.), Robert Paterson 
Jack (P.), John Alexander Jenkins (A., P ), Samuel Hamow Wolf 
Kamerassc (A„ P.), John Kirk. M.A., B.Sc. (A.. P.). James 
Campbell Laurie (A , P.). Barnett Levine (A.), Robert M‘Courtney 
(A.. P.), Francis McDonald (A.. P.). Frederick M'Klwee (A.. P.), 
Angus Maclean (A., P.), Joseph Patrick M'Millan (A . P.). Peter 
MacMurray (A., P.), Farquhar M Vean (A., P.). Robert Mair 
(A., P.), John Mac.kean Maxtonf (A...P.), Livingstone Mitchell 
(A., P.), Modlri Silas Molema (A., P.). James Bennie Morrison* 
(A., P.), William John Payne* (A.. I\), John Pollock (A.. P.), 
Peter Crawford Rankin (A.. P.). David Reid (A.. P.b Henry 
Alexander Ross (A., P ), William Howie Stevenson (A.. I'.). Noel 
Eustace Stonet < V... P.), Joseph Turner Taylor (P.). James 
Alexander Walls CP ), Hubert, Kennedy Watt (A.). John WhiteUw. 
M.A (A., P.), and Stephen Young (A., P.). 

Women.— Christine Calder Abemethy(A., PA. Grace Hay Anderson 
(A.), Susan Struthers Br 3 'ce (A . P.) t Elizabeth Page Cameront 
(A., PA. Mary Turner Liddell Cl*rk*t (A . P.), Emily Loudon Clow 
(A , PA Veronicv Catherine Jessie Davies (A., P.).' Edith Dennis- 
toun Dobbie (A., P.), Margaret Hogg Grantt (A.. P.), Ltllias 
Beverley Hardie (P.), Helen Hogg (A., P.), Elizabeth Smith Ingds 
(A.), Aticc M'Elwee (A., PA, Alice M’Glashan (A., P.), Evelyn 
Christina M*D #n&ld M*Gregor (A., P), Mabel Mary Maclean 
(A., PA, Agnes Hfslop Macwhirter (A., P.), Kathleen Nicol(A. t P.), 
Margaret Mitchell Paterson (A.. P.). Louisa Evelyn Pigeon (A. P.), 
Helen Lennie Ralston (A.. P.), Katherine Octavia Robertson 
(A., PA, Jane Elder Shortt (A.. P.'. Elaine Bessie Stuart Stocquart 
(A., P.), Marion Thomson (A... !*.). Lilian Jane Taylor White 
(A., P.), and Helen Barr Wilson (A., PA. 

* Disttn Jtion in Anatomy. t Distinction in Philology. 

Medical Jurisprudence and Public Health.— Oswald Johnston, John 
Wilson Maclean, Angus M'Alpine Scott, and James Livingstone 
Walker. * 

Royal Faculty of Physicians and Surgeons 
of Glasgow and Royal Colleges of Physicians and 
Surgeons of Edinburgh.— The examinations of the Royal 
College of Physicians of Edinburgh, Royal College of 
Surgeons of Edinburgh, and Royal Faculty of Physicians 
and Surgeons of Glasgow were concluded atEdinbargh on 
July 14th with the following results :— 

First Examination. 

Edward James Allan, Andrew Smith Irving, Andrew Wood Smith, 
and Peter Kdwin Malloch. 

PhyrtCs.— Charles William de Villiers-Prltchard, Arthur William 
Hodder Noble, John Murray, and Albert George Rutherford 
Mackie. 

Biology —Albert George Rutherford Mackie. 

Chemistry.—Setyed Chaleb and Arthur William Hodder Noble. 

Second Examination. 

Thomas Blanov. Gordon Spivey Woodhead. Hugh William Howatson. 
Mayberry Hugh Carle on.' Thomas Ferguson Minford, Harold 
Gengoult Smith, and Buenaventura Ramirez. 

Analomy.— Jung Bahadur Singh. 

Physiology.— Allte Fung-a-Lirg. 

Third Examination. 

Bernard Malachy Lvnam. Don Alfred Walpola, Daniel Cornelius 
Howard, William Brownlee Watson, Mahmoud Abdel Kader Mofrtdi, 
Donald Stewart, and William Fidler Mason. 

Pathology.— Edward Dlgby Kinsoy. 

Final Examination. 

The following candidates having passed the Final Examination were 
admitted L.R.C.P.E., L.R.C.S.E., L.R.F.P. & S G.:-Thomas 

Downie Renwick, Shapoor Dinsbaw Vania, Frank Bertram 
Macaskie, Maurice Andrew White. Arthur Leslie Giblin, Elfrida 
Hester Brooke Coghill, John Ross, John Edward Kitchen, and 
Etl»el Mary Dukes. 

Medicine.— John Berry and Robert Woodside. 

.Surgery. — Edwin Butler, Stanlev Wall Hoyland, Robert Woodside, 
Paul Lucien Manuel, Reginald Vincent Clarke, and Edward Merryn 
Lewis Morgan. 

Midwifery.— Edwin Butler, John Berry, I wan Davies, William 
McElroy, Edward Annequin, Paul Lucien Manuel, Reginald 
Vincent Clarke, Edward Mervyn Lewis Morgan, Plia-be Tripp, 
Harry Morley. and Owen Glcndovrer Evans. 

Medical Jurisprudence. —Edwin Butler, Paul Vertannes. Lloyd 
William Hughes, George Patrick do Silva, Benjamin Aja.ji-Youiig, 
John Forbes Campbell, Spearman Charles Swinburne, and William 
Archibald Mein. 

University of Manchester.—T he following 

gentlemen have obtained the Diploma in Public Health of 
the University of Manchester 

Bmor Reuben Cooper, M B.. Ch.B. Manch.; Harrv Newbold Crnssley, 
M.B.. Ch.B. Manch.; Shon Walker MacLean, M B., Ch.B. Edin. ; 
and William Hartley Tattersall, M.B., Ch.B. Manob. 

University College, London.—T he following 
awards have been male in the Faculty of Medical (Sciences : 
Bncknill scholarship, J. P. Padshah; Epsom scholarship, 
D. C. Corry; medical entrance exhibition, H. L. Heinmnn 
and A. B. Saunders. 


University op St. Andrews : Licence in Dental. 

Sukuery. —Arrangements have been completed for the 
inauguration in October of dental classes which will lead up 
to the granting of a licence to practise dentistry. The course 
of study will be held at the University College, the Dental 
Hospital, and the Royal Infirmary, Dundee. 

The House of the Royal Society of Medicine, 
1, Wimpole-street. London, W., will be closed for cleaning 
and library stock-taking during the whole of August. 

A Midwives Bill for Ireland.—T he movement 
to promote a Midwives Bill for Ireland on lines similar 
to the Acts in force in England and Scotland is continuing. 
We have already noted that at a recent meeting of the 
President and Fellows of the Royal College of Physicians of 
Ireland a resolution was passed in favour of such action. 
The Council of the Irish Medical Association has now taken 
the matter up. and in pursuance of a resolution of the 
general meeting is taking steps to form a conjoint com¬ 
mittee representative of all branches of the medical pro¬ 
fession for the purpose of drafting a Bill. The several 
medical societies and the two Royal Colleges have been 
asked to nominate representatives on this committee. The 
Local Government Board is understood to regard the present 
as an opportune moment to move, and tiiat the prospects 
are favourable of an agreed Bill reaching the statute-book. 
The difficulty of drafting a measure satisfactory to everyone 
is borne in mind by the promoters, who hold that the English 
and Scottish precedents must not be followed too closely. 
Conditions of practice in Ireland are very special ones, par¬ 
ticularly in country districts, and the position and responsi¬ 
bility of the Poor-law medical officer will require special 
consideration. 

Urgent Surgical Maternity Cases. — Oar 
Belfast Correspondent writes: I am pleased to announce 
that the City Corporation of Belfast, who possess an 
excellent motor ambulance service worked by the fire 
brigade, have now decided to rescind an absurd arrangement 
which prohibited the use of the ambulance for the removal to 
hospital of urgent surgical maternity cases occurring among 
the poor of the city. On giving notice iu writing or by 
telephone at the chief fire station auy medical practitioner 
may now obtain the use of the ambulance for such cases 
free of charge, on condition that they are suitably 
accompanied. 

A public subscription has been started for the 
purpose of adding a wing, in the form of a complete ward 
unit for children, to the Nantwich (Cheshire) Infirmary, 
as a memorial to the late Canon W. H. Binney, who was 
vicar of the parish from 1886 to 1913. 

Lieutenant-Colonel Francis Frederic Perry, C.I.E., 
F.K.C.S., has been appointed a Knight of Grace of the Order 
of the Hospital of St. John of Jerusalem in England. 


IDrliitincnto JfitteUtijeiw. 


HOUSE OF COMMONS. 

Thursday, July 13th. 

British Prisoners at Ruhleben. 

Mr. Malcolm asked the Under Secretary for Foreign 
Affairs whether he had received any repiy to the last 
proposal to the German Government' on the question of 
the treatment of British civilian prisoners at Ruhleben; 
and whether he could add anything to his last public state¬ 
ment with reference to this matter.—Lord Robert Cecil 
replied: The substance of the German reply which we have 
received isas follows: The German Government categorically 
repudiate the charge made by us, that they do not recognise 
their obligations as to the supply of food to British 
prisoners of war, as also the assertion that less food 
is supplied to civilian than to military prisoners, the 
rations furnished to all prisoners of war being identical. 
The report recently made by Dr. Taylor will be carefully 
verified and the result communicated in due course. In 
this latter connexion it is remarked that on the occasion of 
his visits to the camp kitchen Dr. Taylor frequently ex¬ 
pressed to the officer in charge his appreciation of the 
quality of the food. The German Government state that 
they have at our request sanctioned the despatch to the 
captain of the camp at Ruhleben collective consign¬ 
ments of food for those prisoners who receive no direct 
parcels, on the condition that those consignments shqjil 
not contain a predominance of such commodities a^, are 
only obtainable to a limited extent by the Ge fI nan 
people themselves in consequence of the British bio* jkade. 
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If. on grounds of reprisal, we should in any way 
reduce the rations now supplied-to German prisoners of 
war in this country, the German Government propose 
not only to withdraw the permission for collecting parcels, 
but also to prohibit the receipt of individual parcels, the 
camp ration being then ordered so as to correspond with 
the measures taken by us. The German Government 
declare themselves as not averse to the proposal whioli we 
communicated to them for the release of all British 
civilian prisoners of war, but they consider that this could 
not take place on the basis of the release of a similar 
number of German prisoners by us, as sucli an exchange 
would encounter insuperable difficulties in regard to the 
selection of those prisoners who are to benefit bv it. 
A farther communication from us on the subject will now 
bo awaited. To this note His Majesty’s Government propose 
to reply that they cannot accept the proposal to repatriate 
all the Germans interned in this country in exchange lor the 
British civilians interned in Germany, since that would be to 
send back some 26,000 Germans in exchange for only 4000 
British. They have already proposed to the German Govern¬ 
ment that all civilians on both sides over 50 should he 
repatriated, and also all those over 45 who are unfit for 
service in the field, with the exception of certain persons to 
be retained for military reasons. This proposal they will 
once more press upon the German Government, with the 
addition that persons so retained shall not exceed 20 on 
each side. They further propose that the remaining British 
civilians and an equal number of German civilians shall be 
interned in a neutral country. 

Sir W. Byles : May we take it that the policy of reprisals 
is abandoned ?—Lord Robbbt Cecil : No, sir, the House 
must not arriVe at any such conclusion. The Government 
hold themselves perfectly free to retaliate if that proves to 
be the only way of obtaining justice for our prisoners. 

Mr. Butcher: What is the number of British civilian 
prisoners in Germany as compared with the number of 
interned Germans in this country*’—Lord Robert Cecil: 
There are about 4000 interned British civilians and 26,000 
interned Germans. 

Monday, July 17th. 

Medical Arrangements in Mesopotamia. 

Sir Henry Craik asked the Secretary for Iudia whether 
he would take any steps to procure the prompt production 
of the report by Sir W. Vincent, General Bingley, tfnd 
Mr. Kedesdale upon the medical arrangements for the 
Mesopotamian expedition and its presentation to Parlia¬ 
ment.—Mr. Chamberlain replied : I have asked the Viceroy 
to expedite the consideration of the report by the authorities 
in India and to transmit it to me with their observations as 
early as possible. 

Sir H. Craik : Is the right honourable gentleman aware 
that the contents of that report are already a matter of 
comment ?—Mr. Chamberlain : That may be quite possible, 
but it ought not to be so, because the report only reached 
the Government of India a very short time ago, and has not 
been examined by them. When the last mail was written 
they had on y just received it. and I myself have not yet got 
a copy. 

Sir H. Craik: Could not a summary of the report and its 
chief recommendations be transmitted by telegraph ?— Mr. 
Chamberlain : The report is the result of an inquiry Into 
events in Mesopotamia in the past, of which 1 gave some 
account in the House early in this session. I think that it is 
right before the report is published that the Government of 
India should have au opportunity of examining it, and that 
the Government at home should have the same opportunity. 
I gather that my honourable friend's anxiety is lest anything 
shpuld now be left undone which could be done to ameliorate 
the conditions. I am informed by the Viceroy that he has 
specifically put that question to Sir \V. Vincent and General 
Bingley, and both have replied that there was now nothing 
to be done in anticipation of the full consideration of their 
report, and that they believed that everything possible was 
now being done. 

Sir John Jardine asked the Financial Secretary to the 
War Office whether the provision of medical officers, ward 
orderlies, and nurses for the troops, British and Indian, at 
Basra and along the Tigris and Euphrates, was now sufficient 
for the requirements of war.—Mr. Forster answered : I am 
informed that all the demands which have been received by 
the War Office up to date have been complied with. 

Anng Medical Boards and Private Practitioners. 

Mr. Edmund Harvey asked the Financial Secretary to the 
War Office .whether hia attention had been called to the 
action of certain Army Medical Boards in different parts of 
the country in passing over medical evidence submitted by 
civilian medical men and passing for general service, after 
brief examination, men who subsequently broke dowuunder 
training ; and whether he was taking steps to ensure that 
greater attention should be giveu by Army Medical Boards 


and military representatives to medical evidence from private 
medical practitioners, in tbe interests both of the Army and 
the men concerned.—Mr. Forster replied: The responsi¬ 
bility for tbe decisions taken by the recruiting medical hoards 
of course rests with those hoards, but they have been 
instructed to give due consideration to medical evidence 
submitted by civilian medical practitioners regarding the 
men who have been called up for service. It is not, I think, 
the case that there has been any general failure to do this, 
but in view of statements which have been made attention 
has been called to the point. 

Tuesday, July 18th. 

The Wounded from the Battle of Jutland. 

Sir Archibald Williamson asked the Secretary to the 
Admiralty whether, after the battle of Jutland, wounded 
men landed at a naval base in the North were sent by rail to 
hospitals at Haslar anil Chatham ; whether a number died 
on the long railway journey ; whether he was aware that on 
the day in question there were at least 50 beds vacant and 
held at the disposal of,the military authorities within a 
short distance of the same naval base; anil whether he 
wouid endeavour to make arrangements with the War Office 
to obtain temporary use of their unoccupied beds at the 
nearest suitable hospitals should such an emergency recur.— 
Mr. Macnamara answered : The condition of all the Wounded 
landed after the battle of Jutland was carefully examined, 
anil onlv those men were sent away by rail whose condition 
justified that procedure, it is not the fact that any of them 
died, nor is it believed that aav of them suffered injury. The 
arrangements made by the Admiralty would have enabled 
them, bad they thought it desirable, to have accommodated 
a larger number of patients in tbe neighbourhood of the 
landing-places than were actually wounded. There was 
therefore no emergency, as my honourable friend seems to 
suppose. The policy adopted was adopted deliberately by 
the Medical Departmeut of the Admiralty partly in the 
interests of sound medical administration, partly for the 
convenience of men who preferred to he near their depots 
and their homes. 

Metlical Arrangements in Mesopotamia. 

In the course of a statement dealing with the campaign in 
Mesopotamia Mr. Asquith (Prime Minister) said: With 
regard to the medical provision for the sick and wounded 
soldier, Sir John Nixon, the general who was then in 
command at the end of last November after the action at 
C'tesiphon, in a report made to the Secretary of State for 
India from Basra, stated that in his opinion the medical 
arrangements had been satisfactory. 

Sir Edward Carson: Will that rei>ort be published ? 

Mr. Asquith : Yes. It will be published in time. It was 
a telegram to my right honourable friend. In the months of 
December and January m\ right honourable friend and other 
members of the Government received from various sources 
statements of an unofficial character which seemed to point 
to another and very differentstateof things, and accordingly, 
I think early in the month of February, the Government of 
India appointed a commission of inquiry consisting of highly 
competent persons, Sir W. Vincent, General Bingley, and 
Mr. Kedesdale, who were sent to Mesopotamia and directed 
to investigate the whole of these matters fully, with the 
object, if possible, of attaching responsibility to those who 
were answerable for the failure to make due provision in 
these respects. That Commission went to Mesopotamia 
early in March, and spent something like tw T o months in a 
thorough and exhaustive examination on the spot. Their 
report has now been received by the Government of India, 
who before transmitting it home have asked, and 1 think 
reasonably have asked, that General Sir Beauchamp Dufi, 
the Commander in Chief in India, should be allowed to 
submit his observations upon it. But in reply to a question 
put to them by the Viceroy the Commissioners declared— 
the Viceroy having asked them if any immediate action 
was called for—that in the conditions which existed when 
they left Mesopotamia everything was now being done. 
Not satisfied with that, we also despatched from tne War 
Office one of the most eminent medical officers in France, 
Surgeon-General O’Donnell, who went out early in May. 
He has made a report which shows in some respects that at 
that time there was still a shortage of necessaries, and every 
indication which he gave of deficiency has been peremptorily 
required to be made good. 

Wednesday, July 19th. 

Promotions in the Itoi/al Army Medical Corps. 

Answering Mr. Joynson-Hicks, Mr. Forster (Financial 
Secretary to the War Office) said that 155 regular Captains in 
t ie Royal Army Medical Corps had been promoted since the 
beginning of the war. The number of promotions in tbe 
Roval Army Medical Corps bad not been fixed so as to bear 
a definite proportion to combatant promotions of similar 
ranks. 
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Jppointmenfs. 


Successful applicants Jor vacancies. Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to Tan Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week , such information for gratuitous publication. 

Aldren. B. C. H.. M.B.. Ch.B.Edin.. has bean appointed Certifying 
burgeon under the Factory and Workshop Acts for t lie Birmingham 
(North) District of the county of Warwick. 

Arkle, J. Verb, F.R.C.S. Eng., Surgeon to the Hdpital No. 132. 
France. 

Brady. Margaret. M B , B.5. Lond., to take charge of the Baby Clinic 
and Infant Welfare Scheme, under tlie Harrow Council. 

Lauder, Helen. L.K.C.P.. L.R.C.S. Ediu . L.F.P.S. Glasg.. Medical 
Officer to the Hyde Education Committee. 


ftaitms. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are regnested to communicate with the Editor. 

Alton, Hants. Lord Mayor Treloar Cripples’ Hospital.— 
Assistant Resident Medical Officer. 

Bedford County Hospital.— House Surgeon, unmarried. Salary 
as arranged, with board, &c. 

Birmingham and Midland Eye Hospital, Church-street.—Resident 
Surgeon. Salary £200 per annum, with board. Ac. 

Birmingham University.— Lecturer in Physiological Department. 
Salary £200 per annum. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 
Salary £200 per annum, with board. Ac. 

Brighton, County Borough Isolation Hospital. —Resident Medical 
Officer. Salary £260 per annum, with board, Ac. 

Bristol Royal Infirmary.— House Surgeons and House Physicians. 
Salary at rate of £120 per annum, with b»ard, Ac. Also House 
Surgeon to Throat, Nose, and Ear Department. Also Female House 
Surgeon to Obstetric Department. Salary at rate of £120 per 
annum, with board, Ac. 

Buxton, Derbyshire, Devonshire Hospital. — Assistant House 
Physician. Salary £100 per annum, with board, Ac. 

Cardiff, King Edward VII. 's Hospital.— House Surgeon for 
six months. Salary at rate of £140 per annum, with board, Ac. 

Charing Cross Hospital, Agar-street, W.C.—Resident Medical Officer. 
Salary £400 oer annum. 

Croydon. County Borough Isolation Hospital.— Resident Medical 
Officer. Salary at rate of £250 per annum, with board, Ac. 

Hellingly, East'Sussex County Asylum.— Locum Tenens Assistant 
Medical Officer for two months. Salary 6 guineas a week, with 
board, Ac. 

Huddersfield County Borough.— Assistant School Medical Officer. 
Salary £300 per annum. 

Hull, Victoria Hospital for Sick Children. —Female House Sur¬ 
geon. Salary £100 per annum, with board. Ac. 

Italian* Hospital, Queen-square. W.C.—Pathologist.. 

Liverpool, David Lewis Northern Hospital.— House Surgeon for 
three or six months. Salary at rate of £150 per annum, with 
board, Ac. 

London Temperance Hospital, Hampstead-road, N.W.—Assistant 
House Surgeon for six months. Salary at rate of 120 guineas per 
annum. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetharn Hill road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

National Hospital for the Paralysed and Epileptic. Queen- 
square, Bloomsbury, W.C.--Junior House Physician. Salary £100 
per annum, with board, Ac. 

Newcastle-upon-Tyne Education Committee.— Assistant School 
Medical Officer. Salary £300 per annum. 

Queen Charlotte’s Li’ing-ix Hospital, Marylebone-road, N.W.— 
District Residential Medical Officer for four months. Salary at rate 
of £60 per annum, with board, Ac. 

Queen's Hospital for Children. Hackney-road. Bethnal Green, E.— 
Temporary Assistant Physician. Also Temporary Assistant Sur¬ 
geon. Salary £25 per annum to cover travelling expenses. Also 
Ophthalmic Surgeon for three to six months. 

Reading, Royal Berkshire Hospital.—H ouse Physician for six 
months. Salarj' £250 per annum, with board, Ac. 

St. Bartholomew’s Hospital.—T emporary Assistant Administrator 
of Anaesthetics. 

8t. Pancras Infirmary. London.—Junior Assistant Medical Super¬ 
intendent of South Infirmary, Pancras-road. N.W., and Junior 
Assistant Medical Officer of House adjacent. Salary at rate of £2C0 
er annum, with board, Ac. Also Locum Tenens. Salary at rate of 
guineas per week, with usual residential allowances. 

Sheffield, Jessop Hospital for Women.— Junior Female House 
Surgeon, unmarried, for Gynaecological and Maternity Depart¬ 
ments. Salary £160 per annum, with board. Ac. 

Southampton, County Borough Isolation Hospital.-R esident 
Medical Officer of Health. Salary £300 per annum, with board. Ac. 

Sunderland. The Royal Infirmary Children’s Hospital.— Female 
Resident Medical Officer for six months. Salary £100 per annum, 
with board, Ac. 

Tunbridge Wells General Hospital.— House Surgeon, unmarried. 
Salary £250 per annum, with board. Ac. 

Victoria Hospital for Children, Tite-street. Chelsea. S.W.—House 
Surgeon for six months. Salary at rate of £200 per annum, with 
board, Ac. 

Wolverhampton and Staffordshire General Hospital.— 
House Surgeonifor six months. Salary at rate of £150 per annum, 
with board. Ac. 

York City*.— Temporary Tuberculosis Officer. Salary at rate of £500 
per annum. 


Carriages, airtr geatfts. 


BIRTHS. 

Bioge.— On July 11th. at Vellam House. Southfield*, S.W., the wife of 
A. C. B. Bigge. M.R.C.S., L.R.C.P., of a daughter. 

Brushheld.— On July 10th, at Budleigh, Halifax, the wife of A. N. 
Brushfield, M.R.C.S.. of a son. 

Finch.—O n July 16th, at Lady walk, Eickmamworth, Herts, the wife 
of Captain G. Finch, R.A.M.C. (T.), of a daughter. 


MARRIAGES. 

Bent—Chapman —On July 15th. at St. John’s. Bognor. Percy Bent. 
M.K.C.S., L.R.C.P., of Algrave, Putney, to Wilna, eldest daughter 
of G. H. Chapman, of Woodborough Lodge. Putney. S.VV. 

Dowse—Todd.— On June 24th, at St Stephen’s, Paddington, W., 
Captain J. C. Dowse. K.A.M.C., to Mab, daughter of B. Hall Todd 
and of Mrs. Todd. Kingstown. 


DEATHS. 

Bell.— Accidentally drowned, on July 11th, while on active service 
abroad, Edward Augustine Bell. M B., B.S. Lond., Temporary 
Captain. R.A.M.C.. son of Mrs. William Bell and the late William 
Bell, M R.C.S., J.P., of New Brighton. 

Castle —On July 15th. in London, Charles Wigrain Marshall Castle. 
M.H.C.S., L.R.C.P., P.M.O., Kingston, Jamaica, aged 56 years. 

Gabbett. —On July 11th. Lieutenant-Colonel Pulteney Charles 
Gabbett. I.M.S.. aged 47. 

LKADAM.-On July 14th. at Inverness-terrace. W., William Ward 
Lead am, M.D.. aged 79 years. 

Maw.— On July 10th, from wounds in action on 9th, George Oliver 
Maw. Captain, R.A.M.C. 

Owen.— On July 10th. at East Hagbourne. near Didcot, C. J. Ray ley 
Owen, M.R.C.S., aged 62. 

Rix.— Killed in action on July 5th. John Cecil Rlx, Captain, R.A.M.C., 
attached Yorks Regiment, aged 40. 

Seabrooke.— About July 1st. Captain Alec Seabrooke, R.A.M.C., B.A., 
M.B., B.C. Cantab., M.R.C.S.. L.R.C.P. Lond.. aged 31. 

Silva Jones.— On Feb. 16th, at the London Hospital, Frank Silva 
Jones. M.B., M.K.C.S., formerly of Southend-on-Sea. aged 45. 

Smith —On July 16th. at a nursing home, Arthur Greatorex Smith, 
M.B., C.M.. aged 52. 

Walker.—O n July 19th, at 33, Westgate, Peterborough, Thomas James 
Walker. J.P., M.D., F.R.C.S , V.D., in his 81st year, after two 
months’illness. Funeral at St.John’s Church. Peterborough, on 
Monday, the 24th inst. at 2.30 p.m. 

Wilson.— On July 12th. died from wounds received the previous day. 
Walton Ronald Wilson, B.A. Cantab., M.H.C.S., L.R.C.P., Lieu¬ 
tenant, R.A.M.C., M.O., Seaforth Highlanders, aged 25. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births, 
Marriages, end Deaths. 


BOOKS, ETC., RECEIVED. 


Allen, George, and Unwin, London. 

Elements of Folk Psychology’. By Professor W. Wundt. Translated 
bv Edward Leroy Schaub, Ph.D., Professor of Philosophy, Evanston 
University, Ill. Price 15«. net. 

Bale, John, 8ons, and Danielsson, London. 

Animal Parasites of Man. By H. B. Fanth&m, M.A. Cantab., D.Sc. 
Lond., J. W. W. Stephens. M.D. Cantab., D.P.H., and F. V. 
Theobald. M.A. Cantab , F.E.S. Price 45s. net. 

IIahrap, Georges G., and Co.. Portsmouth-street. W.C. 

Fighting Dirt: A Hygiene Reader for Upper Standards and Evening 
Continuation Schools. With Introduction by S. S. F. Fletcher, 
M.A. Price Is. 8 d. 

Lewis, H. K m London. 

Maniml of Operative Surgery. By J. F. Binnie, A.M.C.M. Aberd., 
F.A.C.S. Seventh edition, revised and enlarged. Price 32s. net. 
Practitioners' Medical Dictionary. By George M. Gould. A.M., M.D. 
Third edition, revised and enlarged, by R. F. E. Scott, M.A., 
B.C.L., M.D. Price 17«. net. 

Studies in Blood Pressure, Physiological and Clinical. By George 
Oliver, M.D. Lond., F.K.C.P.' Edited by W. D. Halliburton. M.D., 
F.R.S. Third edition. Price Is. 6d. net. 

Mentally Defective Child. For School Teachers and Others. By r 
Meredith Young, M.D..D.P.H., D.S. Sc. Price 3a. 6 d. net. 

Laurie. T. Werner, London. 

Learning to Fly. By C. Graham-White and Harry Harper. Price 
2 *. 6 d. 

Longmans, Grehn, and Co., London. New York, and India. 

Notes on the Causation of Cancer. Bv the Hon. Hollo Russell. With 
Preface by Dr. Dawtrey Drewitt. Price is. 6 d. net. 

Essentials of Histology. By Sir Edward A. Schafer, M.D., Sc.D., 
LL.D., F.R.S. Tenth edition. Price 10s. 6 d net. 

Anatomy. By H. Gray. F.R.S. Nineteenth edition. Edited by 
Robert Howden. M.A., D.Sc., M.B., C.M. Notes on Applied 
Anatomy revised by A. J. Jex Blake, M.A., M.D., F.R.C.P., and 
W. Fedde Fedden. M.B., M.S., F.R.C.S. Price32*. net. 
Marlborough, E., London. 

Italian Grammar and Key (Self Taught Series). By A. C. Pangulli. 
Price 1*. and 6d. net respectively. 

Murray. John, London. 

The Adventure of Death. By Robert W. MacKenna, M.A., M.D. 
Price is. 6 d. net. 

Rockefeller Institute. New York. 

Studies from the Rockefeller Institute for Medical Research. 
Vol. XXII. 
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Elites, Sjprrt Comments, anb Jnsfoers 
to Correspondents. 

DEADLY NIGHTSHADE. 

To the Editor of The Lancet. 

Sir, —As the berries of the Atropa belladonna begin to 
ripen this month anti form a very tempting fruit for children 
a little later on, the following description of the herb may be 
useful. “Belladonna has a thick whitish root, which is 
perennial, and sends forth strong, branched, annual, purple- 
coloured stems, from three to five feet high. The leaves are 
of unequal size, entire, oval, pointed, and stand in pairs on 
short footstalks. The flowers are of a dark or purplish 
colour, large, pendant, bell-shaped, furrowed, and the limb 
cut into live segments. The whole plant is covered with tine 
hairs or down ; the flowers appear in June or July, but the 
berries are not ripe till September, when they acquire a 
shining black colour." Gerarde (Herbal. 1597), after recount¬ 
ing three cases of poisoning from eating the berries, waxeth 
wrath and writes: "Banish, therefore, these pernicious 
plants out of your gardens, and all places neare to your 
houses, where children, or women with child do resort.” 
The plant was formerly known as “ Dwate,” which Dr. 
J. A. H. Murray considers as probably from Scandinavian 
dvol = delay, sleep; and gives illustrative quotations from 
Cursor Muiidi, Chaucer (“ Reeve’s Tale”), Biers Plowman, 
and others. The most interesting notice of dwale, both from 
a historical and therapeutic point of view, is that of Thomas 
Lupton (1585), “Dwale makes one to sleep while he is cut or 
burnt by cauterising.” I am, Sir, yours faithfully, 

Dublin, July 15th, 1916. ' Georoe Foy. 

J. H. J. and Others. —Benedict’s reagent (S. R. Benedict, 
Journ. of the Amer. Med. Assoc., 1911, Ivii.. 1193) consists of 
173 grammes sod. or pot. citrate, with 200 grammes crystal¬ 
lised sod. carbonate dissolved in 800 c.c. of boiling water. 
After cooling and filtering, 17’3 grammes of copper sulphate 
dissolved in 100 c.c. of water are added, and the whole 
made up to 1000 c.c. The test for glucose is made as 
follows : 10 drops of the solution to be tested are added to 
5 c.c. of the reagent in a test-tube, boiled for 1-2 minutes, 
and allowed to cool. If glucose is present the solution 
will be filled with a red, yellow, or green precipitate. 

Communications not noticed in our present issue will 
receive attention in our next. 


Stewed gkrjr for tjje ensuing Meek. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

MEDICO-PSYCHOLOGICAL ASSOCIATION OF GREAT BRITAIN 
AND IRELAND, 11, Chandos street, Cavendish-square, W. 
Thursday.— 2.45 p.m., Annual General Meeting. Papers:—Sir 
George Savage, M D.: Mental Disabilities for War Service.— 
Captain C. McDowall, K.A.M.C.: Functional Gastric Dis¬ 
turbance in the Soldier. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray . 
Operations. Mr. B. Hannan : Diseases of the Bye. Dr. Slmsont 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Cllnica. X Rays. Mr, 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat. 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednesday.— 10 a.m., Dr. Saunders i Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson : Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday. —10 a.m., Dr. Slmson : Gynaecological Operations. 2 P.M., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera¬ 
tions. Dr. BankB Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Bye Operations. 2 p.m.. Medical and Surgical Clinics. X Bays. 
Mr. Pardoe: Operations. 

HOBTH-EAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Mondat. —Clinics:—10.30 a.m.. Surgical Out-patients (Mr. E. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics:— 
Medical Out-patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Kvans); Nose, Throat, and Bar Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 


Wednesday. —Clinics:— 2.30 p.m., Throat Operations (Mr. C. H. 
Hayton). Children Out-patients (Dr. T. R. Whipham); Eye Out- 

K tients (Mr. R. P. Brooks) : Skin Out-patients (Dr. H. W. 
rber). 5.30 p.m., Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m., Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.—2.30 p.m., Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. E. Gillespie); Eye Out-patients (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden square, W. 

Monday.— 5.15 p.m., Special Demonstration of Selected Cases. 
Thursday.— 5.15 p.m.. Clinical Lecture. 


The following magazines, Journals, &c., have been received :— 

Journal of Nervous and Mental Diseases, Midland Medical Journal, 
Parasitology, Public Health, Archives of Pediatrics. Journal of the 
Royal Na\al Medical Service, Guy’s Hospital Gazette, Annaes Paulistas 
de Medicina e Chirurgia, Symons’s Meteorological Magazine. Canadian 
Journal of Medicine and Surgery, Journal of Comparative Pathology 
and Therapeutics. British Dental Journal, Bulletin of the Office 
International d’HygiOne Publique, Hospital Gazette, Canadian 
Practitioner and Review. 


EDITORIAL, NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is’urgently necessary that attention should 
be given to this notice. 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author, and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be autneuticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager.” 

We cannot undertake to return MSS. not used. 


MANAGER'S NOTICES. 


THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June, 1916. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
The Lancet which was completed with the issue of June 24th 
have been printed separately, and copies have been supplied 
gratis to those subscribers who have, up to July 20th, intimated 
to us their wisli to receive them. Other subscribers will be 
similarly supplied, so long as the stock remains unex¬ 
hausted, on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such application should please 
be sent in at once. _ 


Volumes and Cases. 

Volumes for the first half of the year 1916 will be ready 
shortly. Bound in cloth, gilt lettered, price 16s., carriage 
extra. 

Cases for binding the half-year’s numbers are now ready. 
Cloth, gilt lettered, price 2 -l, by post 2s. 4 d. 

To be obtained on application to the Manager, accompanied 
by remittance. ____ 


TO SUBSCRIBERS. 

W ILL Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to Loudon or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, die., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. 
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ACKNOWLEDGMENTS OF LETTERS, ETC., RECEIVED. 


[Jui,y 22,1916 


TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page J. 

The Manager will bs please l to forward copies direct from 
the Offices to places abroad at the rates 9howa, whatever be 
the weight of any of the copies so supplied. 

NEW3PAPER3 FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries uuless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War .Office for this purpose. The 
Publisher of The Lancet has obtained the required 
permission, and he will forward copies direct from the 
Office to any neutral country on receipt of iustrnctions. 


Communications, Letters, &c., have been 
received from— 


A. —Mr. .T. Vere Arkle. France; 
Anglo-French Drug Co., Loud.; 
Messrs. Arnold and Sons, Lond.- 
Messrs. Adlard and Son, and 
West Newman, Lond.; Captain 
C. H. Attenborough, R.A.M.C.. 
France ; Mr. N. Almond, Kings- I 
ton-on-Tbames; Dr. S. K. Alcock, j 
Stoke - on - Trent; Messrs. K. I 
Anderson and Co., Lond ; Anglo- 
American Pharmaceutical Co.. 
Croydon; Admiralty, Medical 
Department, Director-General 
of; Association of Registered 
Medical Women, Lond., Secre¬ 
tary of. 

B. — Mr. W. R. Bristow, Lond.; 
Dr. Helen Barnes, Chippenham; 
Dr. J. Brennin, Mountshannon ; 
Messrs. Burroughs, Wellcome, 
and Co.,Lond.; Messrs. John Bale, 
Sons, and Danielsson, Loud.; 
Messrs. Butterworth and Co., 
Lond.; Birmingham University, 
Secretary of ; Brighton County 
Borough. Clerk to the; MessrB. 
W. H. Bailey and Son. Lond,; 
Dr. F. A. Brooks, Brighton; . 
Dr. N. S. Bonard, Lond.; Bristol 
Royal Infirmary, Secretary of; 
Mr. William Birnes, Yeovil; I 
British and Foreign Sailors’ 
Society, Secretary of; Board 
of Agriculture and Fisheries, 
Lond. 

C. —Dr. J. F. Corson, Colinton; 
Messrs. K. Cook and Co., Lond.; 
Crookes’Collosols, Lond.; Captain 

J. R. Cooke, R.A.M.C.; Colonel 
J. Cant-lie, R.A.M.C., Lond.; 
Consulting Patent Agency; 
Mr. K. M. Corner, Lond.; 
Messrs. Camriek and Co.. 
Lond. 

D. — Mrs. A. E. Dawes, Feckenham ; 
Messrs. Duncan, Flockhart, and 
Co., Edinburgh; Dr. G. H. Dart, 
Lond.; Messrs. Dale, Reynolds, 
and Co., Lond.; Devonshire 
Hospital, Buxton, Secretary of; | 
Denver Chemical Co., Lond.; 
Dr. Vincent Dickinson, Lond.; 
Professor S. De’epine, Manches¬ 
ter ; David Lewis Northern Hos¬ 
pital, Liverpool, Secretary of. 

B.-Dr. W. A. Evelyn, York; 
Dr. G. N. Edmondson, Miln- 
thorpe; E. W. H.; Egypt, 
Department of Public Health, 
Director-General of, Cairo. 

F. —Mr. J. F. Frazer, Lond.; 
Dr. H. Morley Fletcher, Lond.; 
Captain T. Fenwick, R A.M.C., 
France; Dr. A. O. M. Fehrsen, 
Potgieters Rust; Hon. Mrs.Frank¬ 
lin, Lond.; Messrs. Fletcher, 
Fletcher, and Co., Lond. 

G. —Glasgow University. Registrar 
of; Messrs. R. D. Gaibralto and 
Co., Loud.; Dr. S. N. Galbraith, 
Newark-on-Trent; Messrs. Gordon 
and Gotch, Lond.; Grant Medical 
College, Bombay, Principal of; 
Mr. Kenneth Goadby, Lond.; 
Mr. H. Bellamy Gardner, Lond.; 
Mr. J. Galt, Cottingliam ; Captain 

E. Glynn. R.A.M.C.; General 
Medical Council, Lond., Acting 
Registrar of. 

H. —Dr. A. B. Howitt, Lond.; 
Huddersfield Corporation, Clerk 


to the; Hertfordshire County 
Asylum, St. Albans; Dr. Jamie¬ 
son B Hurry, Reading; Dr. 

B. B. Hazleton, Sheffield; Dr. 
Francis Hare, Lond.; Dr. A. C. 
Houston, Lond. 

[.—Indiana Public Library, South 
Bend, Librarian to the. 

J. —Johns Hopkins Press, Balti¬ 
more; Messrs. W. Judd, Lond.; 
Jeyes Sanitary Compounds Co., 
Lond., Secretary of; Mr. H. 
Langley Jones, WestellfT on Sea; 
Jessop Hospital for Women, 
Sheffield. Secretary of. 

K. —Messrs. H. S. King and Co., 
Lond ; Colonel W. G. King, 
I.M.S.. Hatch End; Captain 

C. B. Kidd, R.A.M.C.. Aldershot; 
Kapok Industrial Co.. Lond.; 
King Edward VII. Hospital, 
Cardiff, Secretary of; Dr. * 1 
Anita Keilin, Cambridge; Mr. 
W. B. Kendall, Chepstow; Mr. 
R. B. King. Taunton. 

L. —Liverpool and District Trained 
Midwives’ Association, Secretary 
of; Lieutenant F. H. Lloyd. 
R.A.M.C., France; Messrs. Lee 

and Martin, Birmingham ; Messrs. 
H K. Lewis and Co., Lond.; 
Mr. D. Lewis, Great Yarmouth ; 
Captain J. W. Linnell, R.A.M.C.; 
Rr. Hon Lord Mayor of Loudon ; 
Messrs. Longmans, Green, and 
Co., Lond. 

M. — Mrs. Mallard, llkley ; Messrs. 
Mather and Crowther, Lond.; 
Mr.W. Martindale, Lond.; Messrs. 
C. Mitchell and Co., Lond.; 
Mr. R. More, Glasgow ; Medical 
Society of London, Librarian of; 
Messrs. Maconocbie Bros., Lond.; 
Manchester Clerical, Ac., Asso¬ 
ciation. Secretary of; Major II. 
Talt McKenzie. R.A.M.C.; Medlco- 
Legal Society, Acting Hon. 
Secretary of. 

N. — Miss Alison Neilans, Lond.: 
Newcastle-upon-Tyne, Medical 
Officer of Health of. 

O. —Dr. C. O’Gorman, Tintagel. 

P. — Sir Robert Philip, Edinburgh ; 
Dr. John Parkinson, Lond.; Dr. 
R. Pardon, Belfast; Lieutenant 
W. J. Pontin, R.A.M.U.; Punjab. 
Office of Inspector-General of 
Civil Hospitals. Lahore, Superin¬ 
tendent of. 

; Q.—Mr. R. Quesada. Lond. 

, R,— Mrs. A. L. Koa, Windermere; 

Messrs. E. J. Reid and Co., Lond ; 

I Royal Microscopical Society, 

I Lond.. Assistant Secretary of; 

Dr. W. C. Rivers, Barnsley; 

| Mr. H. Rundle, SouthBea; Royal 
Society of Medicine, Lond., 

1 Secretary of; Rolandus. 

S.—Mr. W. G. Spencer, Lond.; 
Messrs. J. Smith, Lond.; Dr. 
George F. Stubbing, Lond.; 
Mr. G. A. Stephen, Norwich; 
Mr. A. C. Sterry, Croydon'; 
Messrs. Spiers and Pond, Lond.; 
Messrs. G. E. Stecbcrt and Co., 
Load.; Captain Herbert Spencer, 
R.A.M.C., France; Sheffield 
University, Registrar of l Messrs. 


METEOROLOGICAL READING 8. 

(Taken duly at 8.80 a.m. by Steward's Instruments.) 

Thb La-SOkt Office, July 19th, 1918. 
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G. Street and Co., Lond.; 
Colonel F. M. Sandwith, Egypt: 
Dr. J. A. Scott, Dublin ; Messrs. 
W. II. Smith and Son, Loni.; 

F. C. Ste::bert Co., New York; 
Dr. D. Severo, Inbambane; 
Southampton Corporation, Clerk 
to the; S. G. M.; Dr. G. A. 
Stephens, Sw insea; Dr. R. H. 
Shaw, Yarmouth; Dr. H. 
Sheasby, Selly Oak. 

T.—Dr.C. H. Thatcher. Edinburgh ; 
Surgeon - Major Wm. Taylor; 
Thompson Yates Laboratory, 
Liverpool, Librarian of ; Messrs. 
W. Thacker and Co., Lond.; 
Captain D. C. Taylor, R.A.M.C.; 
Dr. W. E. Tanner, Lond.; 
Mr. L. L. Thain, Ewyas Harold ; 
Mr. A. Toms. Lond.; Captain 
C. H Treadgold. H.A.M.C.; Mra. 
B. Teesdale-Smith, Stafford; 


Mr. H. M. Traquair. Edinburgh; 
Tunbridge Wells General Hos¬ 
pital, Secretary of ; Messrs. Thos. 
Tyler. and Co., Lond. 

V. —-Virginia Medical College, 
Librarian of; Mr. H, W. Vaughan, 
Lincoln. 

W. — Mr. K. L. Wason, Burboge; 
Captain J. D. Wells, R.A.M C., 
France; Messrs. Wills, Lond.; 
Dr. E. W. Wood-Mason, Leam¬ 
ington ; Wolverhampton General 
Hospital, Secretary of ; Mr. 
G. li Wells, Parkstone ; Captain 
E. W. Aiuley Walker. Oxford; 
Mr. J. N. Willoughby, Lond.; 
West London Hospital Post- 
Graduate College. Dean of; 
Dr. Jane Walker. Lond.: I)r. 
Wm. A. White, New York; 
Miss M White. M.D., Lond; 
Dr. F. W. Waldo. Lond. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Mr. S. E. Atkinson. Lough¬ 
borough ; Mr. W. L. Allott, 
Hoyland Nether ; A. M. K.; 
Ardath Tobacco Co., Lond.; 
A. M. C.; A. F. C. 

B. — Messrs. Baker Bros.. Lond.; 

Messrs. Bullock and Co., Lond.; 
Dr. B., Worle ; B., Lond.; 

Dr. J. M. Bernstein, Lond.; 

j Surgeon J. L Barford, R.N., 
Lond.; Messrs. A. Bishop, Lond.; 
Dr. K. Bremer, Cradock ; B. C.; 
Barnwood House Hospital, Glou- 
I cester, Secretary of. 

C. —Dr. H. R. Carter, Lond.; 
Mr. A. K. A. Caisar, Crowthorne ; 

I Mr. Colmer, Yeovil; County 

I Asylum. Prestwich. Secretary of ; 

I)r. I\ J. Cremlm, Cork; Messrs. 

| Curling, Wyman and Co., Lond.; 

Mrs. Cooke, Greenock; Church 
Army, Lond., Accountant to the; 
Mr. F. W. Clark, Leigh; Dr. 
J. E. G. Oalverley, Folkestone. 

D. —Mr. R. N Daniel, Sutton ; 

| Mr. S. F. d’Azevedo. Foz do 

I Douro; Mr. T. Dixon, Lond.; | 

| Derbyshire Royal Infirmary, 

Derby, Secretary of. 

B.—Mr. J. Edwards, Manchester; 
Dr. H. A. Ellis, Middlesbrough; 
Mr. W. Edmunds, Lond. 

F.—Mrs. Flanigan, Belfast ; Messrs. 
J. S. Fry and Sons, Bristol; 
Dr. R. F. Flood. Bundoran; 
Messrs. Freeth, Rawson, and 
' Cartwright, Nottingham ; Lieu 

tenant Colonel Fagan, Beacons 
field ; F. J. B.; Captain G. Finch, 

R.A.M.C , Hickinansworth. 

GL—General Life Assurance Co., 
Land.; Mrs. Geoghegan, Row¬ 
lands Cahtle. 

H. —Dr. H. Hewer. GIsMngham ; 
Mr. J. H. Hollyer, Droitwich; 
Mr. P. D. Hunter. Arlesey; 
Dr. W. N. Heard Parkstone; 
Hulme Dispensary, Manchester, 
Secretary of; Messrs. Abel Iley- 
wood, Manchester. 

I. —International News Co., Lond. 

J. —Dr. C. S. Jaffe, Lond.; Lieu¬ 
tenant Wm. Johnstone, Catterick; 
Professor K. Jardine, Glasgow; 
Junagadh State, India, Chief 

1 Medical Officer of; J. M. H. 


K. —Kent Education Committee. 
Maidstone, Clerk to the. 

L. —Messrs. Leslies, Lond.; Messrs. 
Lee and Nightingale, Liverpool; 
Captain W. 11. Logan, R.A.M.C.; 
Coliuton; L. J. 

M. -Dr. F. R. Mallett, Bolton; 
Manchester Northern Hospital, 
Secretary of; Mr. R. Martin, 
Banbridge; M. K.; Lieutenant- 
Colonel MacLoughlin, Bally- 
wlllan ; Messrs. J. Menzles and 
Co., Glasgow. 

N. —Messrs. F. Newbery and Sons. 
Lond.; Nurses'Association, Lond.; 
Nobel’s Explosives Co., Pombrey, 
Secretary of ; Mr. S. K. Nanjlani, 
Chuta Udepur, India; New¬ 
castle-upon-Tyne, Corporation, 
Treasurer to the ; Northampton 
General Hospital, Secretary of; 
National Council for Combating 
Venereal Disease, Secretary of; 
Norwich Public Library, Libra¬ 
rian to the. 

P.—Dr. H. C. Pattin, Norwich; 
Portsmouth Lunatic Asylum, 
Clerk to the; P. D. D.; Poits- 
mouth Guardians, Clerk to the; 
Pi ice’s Patent Candle Co., Lond.; 
Messrs. W. Porteous and Co., 
Glasgow. 

R. — Dr. M. J. Ryan, Crumlin; 
Royal Mineral Water Hospital, 
Bat-h, Registrar of. 

S. —Dr. M. Sainy, Saida ; S medley's 
Hydropathic Co., Matlock : Dr. 

C. L. Smith, Stratford on Avon ; 
Southampton Free Bye Hos¬ 
pital, Secretary of; Sunderland 
Royal Infirmary, Secretary of; 
Messrs. Saward, Baker, and Co., 
Lond.; Sanitary Inapeetors Office, 
Victoria, B.C.; Sheffield Corpora¬ 
tion, Clerk to the. 

T. — Mr. J. Thin, Edinburgh ; 
Dr. Isaac Thompson, Oakworth ; 
Three Counties Asylum, Arlesey, 
Clerk to the; Tropical Diseases 
Bureau, Director of. 

V. —Messrs. J. W. Vickers and Co., 
Lond.; Victoria Children's Hos¬ 
pital, Hull, Secretary of. 

W. — Dr. A. J. Whiting, Lond ; 
Dr. R. Prosser White. Wigan; 
Dr. W. H. O. Woods, Wortben ; 
Mr. J. J. Waddelow, Whittlesea; 
Mr. A. Wilson, Lond. 
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Dfatr&ittkts 

ON 

FIFTY LAPAKOTOMIES 

PERFORMED FOR GUNSHOT WOUNDS OF THE 
ABDOMEN. 

By G. H. STEVENSON, M.B., J. J. M. SHAW, M.D., 

CAPTAINS, B.A.M.C. (S.R.) .* 

AND 

C. MACKENZIE, M.D., F.B.C.S., 

CAPTAIN, B.A.M.C. (T.C.). 


In the following article we give the results of 50 laparo¬ 
tomies ou gunshot wounds of the abdomen performed at a 
casualty clearing station. This clearing station is at present 
situated roughly about 5^ miles from our nearest front line 
trenches. The town is frequently bombed, but up to the 
present has escaped shelling, except on one isolated 
occasion. A building formerly used as a college for French 
boys has been adapted to meet the requirements of our 
patients. 

It will be seen from our list of cases that many of the 
patients were operated on within 5 or 6 hours of their being 
wounded, our record in this respect being 2j hours. Many 
others, however, did not reach us for 12 to 24 hours, and 
this may seem at a first glance to be a long period of time 
to cover a distance of 5; miles. It must, however, be 
remembered that many factors enter into the question of 
transit of wounded at the front. Thus, during the winter, 
the communication trenches may be quite impassable for 
stretcher parties. In such circumstances the wounded man is 
kept in the front line trench until darkness makes it possible 
for his conveyance over exposed ground. Again, the roads 
leading to this town from the various dressing stations are 
often heavily shelled, making the transport of wounded 
impossible for several hours, and long detours have frequently 
to be made to escape a certain segment of road. It will 
therefore be easily understood how the time in individual 
cases must vary enormously, according to the military 
circumstances prevailing at the moment, and the fact that 
cases have arrived here in the short periods mentioned must 
frequently have meant great devotion to duty on the part 
of the regimental medical officer and stretcher be.arers. As 
an example of what occurs the following case may be 
quoted. An officer was badly wounded in the abdomen 
while superintending a working party behind our trenches. 
In getting him to the first-aid post a bullet passed through 
one stretcher bearer, killing him at once, and lodged in the 
already badly wounded officer’s arm, fortunately doing him 
little additional harm. 

Expectant Treatment. 

As this unit came out to France with the original 
Expeditionary Force in August. 1914, it might perhaps be of 
interest to make in the first place a few comments on the 
treatment of abdominal wounds in the early days of the war, 
when expectant methods were the routine. Since then we 
have had considerable alteration in opinion regarding 
abdominal wounds, and the development of the clearing 
station, with its facilities for operation and nursing close to 
the firing line, has completely altered our outlook in such 
cases. 

Until the beginning of 1915 it was the custom that 
abdominal cases should be kept, as far as possible, near the 
spot where the patient received his wound. In practice this 
meant usually one or other portion of a field ambulance, 
although in one instance, so firmly had the lessons of the 
South African War taken hold, one officer hit in the 
abdomen refused to be removed from his dug-out, and in 
fact died there in two days time. This being the case, many 
of the most severe abdominal cases must of necessity have 
died before they reached the clearing station, and any 
figures we give must be inclined towards optimism, rather 
than pessimism, for the expectant methods of treatment. 

In the pre-operation days at this clearing station we had 
what we called an abdominal ward, where all cases 
suspected of intraperitoneal injury were placed to undergo 
the treatment of starvation and morphia. We have from our 
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admission and discharge books made an analysis of the 
figures for these cases with the following results :— 

Total cases . 355 

Transferred to the base . 201 

Deaths . 134 

This gives the low mortality of 40 per cent., which is 
undoubtedly fallacious in comparison with our operative 
statistics for the following reasons : 1. Many of the abdo¬ 
minal cases died at field ambulances, and the chief cases 
we treated here were those not considered to be intra¬ 
peritoneal when examined at the field ambulance. 2. Evidence 
is entirely lacking as to the number of real intraperitoneal 
cases. 3. We have no evidence of the future course of our 
(so-called) recoveries. If this mortality of 40 per cent, is 
more thoroughly investigated a much more valuable result 
i9 arrived at from the point of view of treatment. The 
following is the analysis of the total deaths with reference 
to the period of time the man mas able to survive his 
wound :— 

Total number of deaths . 134 

Died in 48 hours after admission . 84 

After 3 days . 50 

In the light of experience this means that 37 per cent, of 
the patients who died here were able to survive their injuries 
for over three days, and then died of peritonitis caused by 
leakage of intestinal contents, which might have been pre¬ 
vented if operative measures had been adopted on admission. 
It means, in fact, that of these 50 cases many lives would 
have been saved by operative interference and probably a 
certain number of the 84. Of the 201 cases transferred to 
the base, the majority were evacuated by us after two or 
three days, which proves, in onr opinion, that these were 
not intraperitoneal. 

Types of Abdominal Wounds. 

The following is a very arbitrary classification of the 
clinical type of abdominal wounds 

Class 1.—Those which are without doubt intraperitoneal .— 
This includes the large class of case with entrance wound in 
the anterior and exit wound in the posterior abdominal wall, 
or vice versa, which must of necessity be intraperitoneal and 
may injqre any viscus or structure contained in the abdo¬ 
minal cavity. 

Class 2.—Those wounds apparently intraperitoneal (from their 
entrance and exit) which are really retroperitoneal.—The com¬ 
monest variety of this class is the “ sido-to-side ” wound of 
the anterior abdominal wall. In such cases a bullet often 
follows the planes of the abdominal muscles and does 
not enter the peritoneum. Snch wounds may cause intra¬ 
peritoneal lesions without perforating the peritoneum (vide 
Case 28). 

Class 3.—Those which are doubtful, occurring in the flanks .— 
This is a very large class, nearly all the wounds of which 
require an examination under ah anaesthetic to investigate 
their course. Many wounds of this class injure the large 
bowel only and remain still extraperitoneal, the result being 
a ffecal fistula. Others cause a fracture of the pelvic bones, 
and others, again, may cause intraperitoneal lesions without 
actually perforating the peritoneum, as in Class 2. Those 
which involve the pelvic bones may often produce marked 
shock. 

Class 4.—Those wounds which are extraperitoneal but have 
their entrance in regions situated at a distance from the abdo¬ 
minal cavity. —These include wounds of the buttocks, chest, 
shoulder, Ac., and are very apt to be overlooked. In the 
region of the anus and fold of the nates it is especially easy 
to miss the entrance wound of a bullet, which in these 
regions often amounts to only a tiny slit in the skin. 

Class 5.—Those wounds involving the peritoneal cavity plus 
other important extraperitoneal structures —e.g., small intestine 

f ilus spine, small intestine plus bladder, stomach plus 
nng, Ac. 

Condition on Admission. 

The easy case from the diagnostic point of view is the 
severe one. The prostrate patient, pallid, anxious, and 
cold, with a bluish tinge on the lips which fades into the 
general grey pallor of the face without the usual line of 
colour demarcation; the low petulant cry for drinks; the 
cry of pain on movement of the body or extension of the 
lower limbs ; the site of the wound in abdomen, back, flanks, 
or buttocks ; the pulse rapid, small, and of very low tension ; 
the abdomen hard and moving only slightly on respiration, 
with dullness all over or in the flanks ; and a history of, or 
the presence of, vomiting—these form a group of signs an^ 
symptoms by which a diagnosis can often be marie ,, 
glance, and for a patient of this sort operation ? ^ ( | |0 
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earliest possible moment is the only treatment. Even 
though no pulse can be felt, an operation is not thereby 
contra-indicated, as it gives the last possible chance to the 
patient. In a few cases the imminence of death is apparent 
from the mode of respiration, and these are beyond the 
surgeon's aid. In such cases the abdomen may be quite 
soft. 

The more difficult cases are those in which the above 
conditions are absent or much modified. On account of the 
fact that severe intraperitoneal mischief may be caused by a 
bullet which does not actually enter the peritoneal cavity, 
the track of the missile is the least important point in 
decision between operation and observation, except in those 
obviously slight cases where the muscular and fascial strata 
are not involved. 

If the patient has a fairly strong pulse below 95, is not 
vomiting, does not show signs of haemorrhage, can hold his 
breath for over five seconds without severe pain, permits 
pressure on all parts of the abdomen except in the immediate 
vicinity of the wound, and can raise his head voluntarily 
from the pillow without much discomfort, such a patient is 
better observed for a few hours, with instructions to the 
nursing staff to give nothing by mouth, to take an hourly 
pulse, and to report at once should the patient vomit after 
being made warm and comfortable in bed. In all cases of 
doubt it is advisable to ansesthetise, to excise the wound, 
and to explore with the fingers. If doubt still remains an 
exploratory laparotomy should be performed. 

In a small number of cases the rigidity and tenderness 
may be localised to one side or one quadrant of the 
abdomen, ami if the appearance and pulse indicate a serious 
condition laparotomy should be performed, with the expec¬ 
tation of finding the missile lodged in a solid viscus, usually 
the liver, or in the neighbourhood of the uncovered portion 
of the posterior wall of the large bowel, with hmmorrhage 
between the layers of the mesentery. The urgency of such 
cases is not as great as in those in which infection and 
hemorrhage affect the general peritoneal cavity, but opera¬ 
tion is the path of greater safety. 

Technique of Operation. 

As regards the technique of operation here, this differs 
little from that in the similar operation of civil practice, but 
there are a few points which seem worthy of note. 

1. Preparation of patient. — {a) Asa general rule morphia 
and atropine are administered hypodermically before opera¬ 
tion. We do not usually give saline beforehand, relying on 
subcutaneous and intravenous injection during and after the 
operation. It is important to remember that large doses of 
morphia may have been given before admission .to a casualty 
clearing station. Any dose given by the month may be, for 
all practical purposes, neglected. ( b ) The "iodine ” method 
is used for the preparation of the skin, except in those cases 
where the wounds involve a large area, when, after ansasthe- 
tisation, the patients are prepared with some carbolic pre¬ 
paration, usually lysol. We invariably endeavour to excise 
completely both the entrance and exit wound, using, of 
course, a different set of instruments from those employed in 
the actual laparotomy. In many doubtful cases it is advis¬ 
able to explore the direction of the wound before proceeding 
to the operation ; this is especially the case in wounds of 
the flanks. It is impossible to do this thoroughly without 
an anaesthetic, as almost invariably the wounds of the 
different layers of the abdominal wall are not directly one 
above the other. Thus, the wound in the abdominal muscles 
may be an inch or more distant from the wound in the skin. 
The best exploratory instrument is undoubtedly the finger, 
as by gentle manipulation it is usually possible to trace the 
wound through the soft tissues with great ease. We usually 
do this exploration with the naked finger, prior to the final 
washing up and donning of rubber gloves. 

2. Aiuesthetio .—Warm ether is the anaesthetic we now use 
most frequently. To give this we employ an improvised 
apparatus made out of a thermos flask and a pair of ordinary 
kitchen bellows, which are worked by the anesthetist’s foot. 
This method was first introduced in No. 17 Casualty Clearing 
Station, and is excellent in every way. We do not employ 
a second bottle for ohloroform, as we do not think the 
complex apparatus gives any better results than merely 
dripping chloroform on the mask, if the patient does not 
readily go under with ether. It is interesting to note that 


while still working with an open acetylene flame and chloro¬ 
form those operating experienced most unpleasant immediate 
and remote symptoms, the immediate symptoms being 
coughing and vomiting, the remote being those of anjemia. 
This we afterwards discovered was due to the fact that 
“ ‘ phosgene ’ gas ” was generated by the combination of the 
two gases burning. Since the introduction of electric 
light to our casualty clearing station this difficulty has 
disappeared. 

3. Tine of operation. —Patients are operated on as quickly 
as possible ; this works out in actual practice at about half 
an hour after admission. In our opinion it is wrong to wait, 
no matter how bad the patient may appear, as so often in 
such cases haemorrhage and infection are certainly pro¬ 
gressing. Many patients have been admitted here with 
abdomen distended and dull all over; in such cases, on 
opening the abdomen, the blood spouts out as if the vena 
cava had been cut. In one such case, in which sub¬ 
sequently recovery took place, the iliac vein was actually 
severed. 

4. Incision. —In our experience it is usually better to open 
the abdomen either in or near the middle line. This incision 
undoubtedly gives much freer access to the abdomen than 
any other, and in abdominal wounds one must be prepared 
for injury to almost any organ contained in the cavity. In 
one case the wound was in the right lumbar region, and the 
only intraperitoneal injury found was a perforation of a loop 
of small intestine in the left iliac fossa, this being one 
example of many. In such cases it is remarkable how seldom 
the missile is found and how little harm seems to result from 
its being left in situ (vide Case 33). 

5. Intraperitoneal tech nii/ue. —The wounds in the gut are 
sewn up with fine thread in two layers ; while stitching up 
continuous tension on the mesentery should be carefully 
avoided. End-to-end anastomosis is the usual method 
employed when resection is necessary, except in those cases 
where several feet of gut have to be removed, when lateral 
anastomosis is employed, as this is undoubtedly stronger, 
and in these cases there is considerable tension at the site of 
anastomosis. Regarding the question of suture v. resection, 
many cases are obviously only suited for the latter, and this, 
of course, is quicker than the suture of, say, 10 or 12 per¬ 
forations. It must, however, be remembered that the area 
of gut surrounding the perforations seems to suffer little 
harm and is perfectly viable in the great majority of cases. 
This is more fully dealt with in the section of this article 
headed "Pathology.” Suture in the transverse axis is 
preferable to the longitudinal, as the latter will undoubtedly 
decrease the calibre of the 1 Kovel, but too much stress need 
not be laid upon this, as the gut has great powers of 
expansion, and speed in stitching seems much more import¬ 
ant. The above applies only to lesions of the small intestine. 
Those of the colon present rather a different picture, as in 
this case the tissues surrounding the injury are much more 
affected and show a distinct tendency towards secondary 
infection and sloughing. In many such cases it is possible 
to excise a wedge-shaped portion of gut and then suture; 
in others a colostomy would seem advisable, rather than the 
risk of a subsequent perforation. In many cases haemor¬ 
rhage is present to an enormous extent, and the mere 
evacuation of blood often leads to a great improvement in 
the symptoms. (This was most marked in Case 30.) In 
these cases the bleeding point is very seldom found, and the 
blood often wells through the wound in the parietal peri¬ 
toneum. This is especially the case in wounds having their 
entrance in the lumbar region posteriorly. Wounds of the 
liver are usually packed ; occasionally it is possible to suture 
them (vide Cases 12 and 28). Wcunds in the spleen are 
similarly dealt with. We have not met with many 
wonnds of the kidney ; in those cases where the kidney is 
badly pulped, complete removal is, of course, indicated ; in 
those where the wound is slight the kidney may apparently 
be left without much danger, and urinary fistulie usually 
heal up quite well. The gut is oarefully washed with saline 
while outside the abdominal wound, and all fsecal material 
and doubtful lymph gently sponged off. The abdominal 
cavity is also thoroughly washed ont with saline or eusol and 
mopped dry. Some cases seem to benefit from a quantity of 
saline being left in the peritoneal cavity. In grossly infected 
eases we have also tried the injection of ether into the 
peritoneal cavity. In our opinion the shock produced does 
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not warrant a continuance of this procedure, although it has 
given good results in our hands in cases where the infection 
has been loctlised. as in appendix cases. Large drainage- 
tubes are inserted into the pelvis, and the flanks as well if 
the cavity is badly infected. 

6. Closure of the mound .—The abdominal wound is stitched 
in layers, some silkworm-gut sutures being inserted through 
all coverings except the peritoneum. This we think better 
than complete through and-through suture, which we have 
also used. 

7. Miscellaneous .—Daring the operation continuous saline 
is given by means of Lane's bags, and frequently an intra¬ 
venous infusion is given in addition. We have also tried 
the citrate method of blood transfusion, but no satisfactory 
data have yet been obtained. The operating table, although 
made specially for use in the field, is capable of being used 
with the patient in the Trendelenburg position. 

After-treatment and Sequela:. 

The first and most important symptoms to treat after 
operation are those of collapse, and it is necessary in the 
great majority of cases to have the foot of the bed raised for 
several hours. When the pulse becomes stronger the head 
end is raised on two blocks for some time, and as the patient 
becomes more conscious the Fowler position is gradually 
assumed, in which he remains until all danger of sepsis has 
passed. Small salines per rectum (usually with brandy) are 
given four-honrly for the first 24 hours. There is no reason 
why small sips of water or milk and water should not be 
given by the mouth at once. 

Extreme restlessness is common for the first two or three 
days, and is often so bad as to call for repeated administra¬ 
tion of morphia. It usually increases if the patient is not 
going to get better, and is exceedingly distressing. 

In cases where several hours have elapsed between the 
time of being wounded and the operation, distension is fre¬ 
quently present on adinssion. and in such cases it is advisable 
to give pituitary extract hypodermically almost immediately 
after operation. In other cases distension is also common 
and requires treatment by turpentine enemata, or pituitary 
extract, followed in half-an-hour by glycerine enema, &c. In 
our opinion there is no doubt that pituitary extract is the 
most valuable drug in the after-treatment of abdominal 
cases. It frequently acts like a charm, a motion of the 
bowels occurring in from half-an-hour to an hour after 
injection. Other cases require a glycerine enema to give the 
desired result. Many patients complain of intense pain 
following on the administration of pituitary extract; this 
may often be avoided by giving 1/6 gr. of morphia with the 
injection ; the morphia seems to have little or no effect on 
the pituitary extract. We invariably use the extract with or 
without an enema as our first aperient, usually on the third 
day, this depending on the individual patient. In cases 
where the large bowel has been sutured, and it is undesirable 
to increase the bowel contents by aperients such as sulphate 
of magnesia, we have found a preparation of senna to 
answer very well. This seems to act by softening the 
fascil material without increasing the bulk. 

Bronchitis used to be common before the hot ether 
administration was introduced, and required the usual treat¬ 
ment. We give a mixture of carbonate of ammonia and 
iodide of potassium if bronchitis does occur. 

Vomiting and hiccough may require stomach lavage. Many 
such cases respond to treatment with bicarbonate of soda 
or small doses of tincture of Iodine. 

Among the later sequelae we have observed are pelric 
abscess and suppuration of the original mound and incision 
In grossly infected cases it would seem preferable to use 
catgut in place of threads, in the suture of the deeper 
layers of the abdominal wound, as thread, if infected, tends 
to prolonged suppuration. In cases where the wound is 
granulating well the skin epithelium may be stimulated by 
dressings of meat extract, such as Lemco. In Case 11 a 
large pelvic abscess was evacuated on the eighteenth day, 
after which the patient made a rapid recovery. In another 
case what might be called “traumatic insanity” was 
observed. This case is referred to more fully later. Hie 
large pelvic drainage-tube is usually removed at the end of 
48.hours, if no indications to the contrary are present. In 
several cases where the patients have suffered greatly from 
hunger or thirst, we have allowed “chewing gum'' with 
marked alleviation of distress. 


Notes on the Pathology of Wounds in the 
Hollow Viscera. 


Fig. 1. 




Generally speaking, the wounds seem to follow the rule 
that the exit is larger than the entrance. Thus In Fig. 1, if 
A be the entrance wound and 
B the exit, B will be con¬ 
siderably greater than a. This 
is the case in several post¬ 
mortem specimens in our pos¬ 
session. There is, however, a . 

great variation in the appear- n 

ance of the wounds in the 
different portions of the intes¬ 
tine, which seems worthy of 
note. 

Small intestine. —In the small 
intestine the most marked 
feature of the wound is the 
everted mucous membrane giving the characteristic rosette 
appearance. This is due to contraction of the mnscnlar 
ciats without a corresponding contraction of the mucous 
and submucous layers. (See Fig 2.) 

The above is the commonest type of perforation seen, but 
in many of our cases the bowel, instead of being merely 
perforated, was completely torn across in several places. 
This may occur without other lesion or combined with per¬ 
foration, and is just as often found in bullet as in shell 
wounds. The tear does not usually extend into the 
mesentery, but may do so for a fraction of an inch. The 
appearance is as in Fig. 3. 


Diagrammatic transverse section 
of Intestine. The exit wound 
it is considerably larger than 
the entrance wound a. 


Fig. 2. 


Fig. 3. 



Diagrammatic longitudinal section of 
intestine showing the everted Diagram showing the less 
mucous membrane giving the common condition of the 
characteristic rosette appearance. intestine torn across. 

The explanation of the above is not quite clear, and the 
following points are mentioned as possible factors in its 
production, (a) The bullet in traversing the abd'omen sets 
up lateral waves strong enough to rupture the bowel, the so- 
called “explosive” force. The fact that in several cases 
the bullet has caused complete rupture of the/bowel without 
entering the peritoneal cavity would seem to be in favour 
of this, as do also those cases where several complete splits 
occur in a few inches of gut. (A) If we consider that the 
small bowel Is lying in the abdomen anchored in arcs by 
the mesentery, it is possible that a bullet, hitting at or near 
the extreme convexity, may cause instead of a perforation 
an actual rupture, this effect being produced by the muscular 
action of the bowel plus the tension of the mesentery. 
Thus In Figs. 4 and 4a, if a bullet strikes the bowel at A it 



Diagrammatic trausverse section 
of intestine toshow'the different 
possible directions of the force 
applied. A bullet striking at a 
will cause perforation, at B a tear. 


Fig. 4a. 



The same showing the direc¬ 
tion of pull of the mesen¬ 
tery. 


will cause a perforation ; if, however, it strikes at or near B 
it Will cause a complete tear. This is exactly analogous to 
wounds elsewhere, and has been seen especially frequently 
in wounds of the external aspect of the thigh. This splitting 
does not seem to take place in the large intestine, so far as 
our observation goes, (e) Several observers state that the 
modern rifle bullet, owing to the extreme weight cf the base 
compared with the apex, may acquire a “ tumbling” motion, 
and may therefore strike the bowel at one place with its 
sharp point and at another with its full length, causing 
complete rupture. 
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The paralytic distension of the bowel, so often seen, 
occurs most frequently in resection cases. This is doubtless 
due to the fact that in such cases a complete rupture occurs 
in the continuity of the muscular coats, preventing or 
hindering the passage of peristalsis, and might be mentioned 
as a reason for suture rather than resection whenever 
possible. In many cases it would seem that in addition to 
the injury to the bowel we have a condition of what might 
be called “bowel concussion,” owing to the shock sustained 
by the sympathetic nervous system, and this may or may not 
be recoverable from. Operative measures have been suggested 
as a remedy for these cases, but in our opinion when dis¬ 
tension has occurred to any extent the patient is already in a 
hopeless condition. 

Miorosaopio appearance s. — Captain J. W. McNee, 
R.A.M.C. (S.R.), has made for us some sections through 
the everted edge of the perforation. Those show really 
remarkably little damage to the surrounding tissues, the 
epithelium being apparently undamaged almost at the 
extreme edge of the tear. This is in accordance with post¬ 
mortem findings, when the portions sutured are always firmly 
healed. 

Large intestine .—Wounds in the large intestine are 
frequently on the posterior and lateral aspects and are 
often extraperitoneal, their gravity depending on the ease 
with which the surrounding devitalised tissues become 
infected by faecal material, causing virulent spreading cellu¬ 
litis. The actual wounds have no marked features, and 
eversion of the mucous membrane is not usually present. 
The most marked feature observed by us in large intestinal 
injuries is the large amount of bruising produced, as 
evidenced by the collection of blood between the peritoneal 
and internal walls. There is much more tendency to 
sloughing than in lesions of the small intestine. 

Stomach .—There is nothing of special importance to note 
regarding wounds of the stomach, except that there seems a 
distinct tendency towards infiltration and sloughing of the 
surrounding tissues. In one of our cases the bullet had 
nicked a large vessel near the edge of the greater curvature, 
causing profuse hrematemesis. 

i Results. 

Our results give a recovery rate of 34 per cent. This is 
low in comparison with a recent splendid series of cases 
published! and may be accounted for by the fact that we 
have only\kept notes on two cases which showed no intra- 
peritoneal injury and have not' included the results of many 
exploratory laparotomies performed with negative results, 
which would nave completely altered our figures. It is 
probable, howe\ver, that over a larger number of cases of 
undoubted peritoneal injury the rate will be somewhat 
higher, as our Series undoubtedly contains an undue pro¬ 
portion of cases of very serious injury. This is borne out 
in an article by Colonel Cuthbert Wallace, C.M.G., and the 
real recovery ratje will probably be between 40 and 50 
per cent. In a recent article the writer states that it is 
not so usual in 'gunshot wounds of the bowel for the gut 
to be completely divided ; in our experience this is a com¬ 
paratively common occurrence. 

Regarding the question of whether a man will stand 
operation or not, we take the point of view that, if intra- 
peritoneal perforation of the gut is present he will almost 
certainly die if not operated on, and that it is right to give 
him a chance, even though the chance be 1 in 1000. Many 
of the cases were pulseless on admission ; in others the 
pulse was only felt as a flicker, and yet two at least of this 
type of case recovered. In the majority of cases it should 
be considered that we are dealing with young adult males 
whoso physical resistance is at a very high pitch. The cases 
on which we have considered it undesirable to operate 
number, so far as we can estimate, only four, and in these 
cases all the patients died shortly after admission. It must, 
however, be remembered that, unfortunately, such a point of 
view is only possible at times when the casualty clearing 
stations are not unduly pressed. In times of stress it will be 
obviously quite impossible to operate on every case which 
appears to have little chance of recovery, as this would mean 
time and labour spent which might be put to a better use in 
dealing with less seriously injured patients. 

A photograph of part of the operating theatre for abdo¬ 
minal, head, and “clean” cases is reproduced with this 
article (see illustration). A smaller theatre and a different 


set of instruments, mackintosh sheets, and aprons are 
employed for any patient exhibiting signs of gas gangrene. 

It would be difficult to estimate the improvement which 
has taken place in the equipment of a casualty clearing 
station from the operative and nursing points of view since 
the early days of the war, when a well-selected but very 

Fig. 5. 



small outfit sufficed for amputations and cleansing operations, 
but nothing more elaborate. 

Notes on Special Cases. 

Case 7.—Practically no abdominal discomfort was experi¬ 
enced by this patient after operation and his wound and 
j incision healed rapidly. On the second day he stated that he 
had tasted poison in the sips of water given to him. This 
] became a fixed delusion which persisted for five days, and he 
expressed gratitude each day to the medical officer who did 
his dressing, and thereby withdrew the poison which his 
enemies gave him by the mouth. 

Case 11.—This patient, an officer, was so ill on admission 
that it was open to question whether an operation should be 
performed at all. He, however, made an excellent recovery 
from his primary operation, but afterwards developed a large 
pelvic abscess on the left side which was opened and drained 
on the eighteenth day. It is interesting to note that before 
and after his being wounded he consumed quite a consider¬ 
able quantity of neat rum. The hole in the stomach was 
roughly the size of a two-shilling piece and the abdominal 
cavity contained a large quantity of stomach contents. 

Case 28.—The bullet in this case had not entered the 
peritoneal cavity; the track could be traced on the examina¬ 
tion of the parietal peritoneum as a line of bruising. So 
great, however, had the lateral force been that there was a 
crack in the anterior wall of the liver, almost severing a 
triangular portion of the organ, and there was also a rent in 
the gastro-colic omentum. 

Case 29.—This patient was kept at a clearing station for 
two mouths. During that period he did not show the 
slightest sign of partial obstruction or paresis of the bowel 
in spite of his serious operation. On the fourth day a large 
quantitv of streptococcal pus welled out of the wound in the 
left buttock. On the eighth day he developed pneumonia of 
the right lower lobe and was critically ill for 13 days. His 
temperature then fell to normal, where it remained for two 
days. It then rose suddenly to 103 F. and he complained of 
severe pain in the right buttock. On the third day after this 
rise a swelling of the right buttock became evident and 
under an anaesthetic 11 ounces of pure streptococcal pus 
were evacuated. The patient improved considerably, but 
the suppuration of the original wound of entrance con¬ 
tinued. A fortnight later this wound was explored under an 
anaesthetic and a few small fragments of the perforated 
I iliac bone were removed. An autogenous vaccine was 
then prepared and the temperature aud general condition 
j markedly improved. When he left his temperature was 
| steadily falling and he was eating, sleeping, and feeling well. 

Case 30.— This is an excellent example of pure intra- 
peritoueal haemorrhage. The patient on admission was 
extremely ill with a pulse of 120, which was scarcely 
palpable. He was vomiting continuously; the abdomen 
was greatly distended and dull almost all over. On opening 
the peritoneal cavity dark fluid blood spurted out, as if a 
large vessel had been opened by the scalpel. No bleeding 
point was found and no intestinal or other injury. After 
operation the pulse dropped in 12 hours to 80 and the patient 
was transferred to the base on the sixth day for thorough 



The Lancet,] CAPTS. STEVENSON, SHAW. AND MACKENZIE : FIFTY LAPAROTOMIES. [Jei,y 29,1916 177 


Synopsis of Cases. 


Description of wound and 
missile. 


1 , Multiple shrapnel wounds of 
anterior abdominal wall. 


2 Entrance wound through 

right ilium. Exit 2 in. below 
and to left of umbilicus. 

3 Entrance 1 in. below and to I 

right of umbilicus. No exit. 
Bullet. 

4 Entrance 2 in. to the right 

of and above umbilicus. 
Bullet. 


5 Entrance in left lumbar 

region. Exit wound in right 
iliac region. Protrusion of 
bowel from exit wound. 
Shell fragment. 

6 | Entrance left buttock. Exit 

wound just below umbilicus. 
Bullet. 

7 Entrance right buttock. Exit 
3 in. below to left of um¬ 
bilicus. Shell fragment. 


8 Entrance 1 in. above and to 

left of umbilicus. Exit right 
hip. Bullet. 

9 ! Entrance below and to right 
i of umbilicus. No exit. A 

loop of torn bowel pro¬ 
truding. Bullet. 

10 Entrance 1 in. below twelfth 
rib in right mid-axillary 
line. No exit. Bullet. 


11 | Missile had passed through 
I right upper arm into abdo- 
! men in right clavicular line 
I at level of eighth rib and 

lay under skin in left hypo¬ 
chondriac region. Shrapnel 
bullet. 

12 Transverse laceration in epi¬ 

gastric region. Protrusion 
of portion of stomach and 
transverse colon. Portion of 
high-explosive shell. 

13 TranBverse laceration of abdo¬ 

minal wall, 8 in. long, in epi¬ 
gastric region. Protrusion 
i of stomach, transverse colon, 
and large portion of great 
omentum. Portion of bigh- 
' explosive shell. 

14 Entrance below costal margin 

in the region of the gall¬ 
bladder. Exit right lumbar 
region just below twelfth 
rib. Exit wound Urge and 
(?) injury to vertebra*. 
Bullet. 


15 Entrance between fifth and 
sixth ribs 1 in. to right of 
1 sternum. No exit. Bullet. 

15 | Entrance anterior abdominal 
wall on level with umbilicus 
in mid-clavicular line. No 
exit. Shell fragment. 


17 Entrance upper portion hypo- 

I gastric region left side 
1 (large and lacerated). No 
exit. Shell fragment. 

18 Entrance over ninth rib in 

left posterior axillary line. 
No exit. Bullet. 


19 Entrance right co6tal margin 
| near mid-Poupart plane. 

Another wound (?) pene¬ 
trated apex of right lung. 
Shrapnel. 

20 Entrance left posterior 

lumbar region over eleventh 
rib; exit right hypo¬ 
chondriac region. Bullet. 



Lesions found. 


Abdomen full of blood and ] 
bowel contents. Two large 
perforations of small In¬ 
testine. j 

1. Abdomen full of blood and 
ficcal material. 2. Two per- , 
foratlonsof ciccum. 3. Several 
perforations of ileum. 

Two small psrforations of 
ileum. 

1. Abdomen full of blood. | 
2. Eight perforations of 
ileum and several perfora¬ 
tions of mesentery. 3. Two 
perforations of sigmoid 
flexure. 

1. Gut completely severed at 
ileo-cttcal junction. 2. Mul- I 
tlple perforations of ileum 
In 2 ft. immediately above 
ciccum. 

1. Three perforations of ileum. 
2. Perforation of bladder. 

Eight perforations in small 
intestine. One perforation 
in csecum ; iliac vein torn; 
large intraperitoneal haemor¬ 
rhage. 

Six perforations in small in¬ 
testine ; large retroperitoneal 
ha*morrhage. 

Five perforations of jejunum ; 

1 ft. of lower part of ileum 
blown to pieces ; perforation 
of bladder. 

Abdomen full of blood and 
faecal material; large tear in 
colon at hepatic flexure; 
extensive retroperitoneal j 
hsemorrhage. 

Rupture of liver ; large rent 
in anterior wall of stomach ; 
tear in gastro-colic omentum 
with bleeding vessels. 


Laceration of liver, a portion 
of the anterior border being 
almost completely severed. 

Largo portion of great | 
omentum ingrained with ! 
mud and portions of stone 
This was gangrenous. 


Abdomen full of blood. 
Localised peritonitis round 
large stellate rupture of 
under surface of liver. 


Ruptured liver; one perfora¬ 
tion transverse colon; one In 
jejunum; one in cwcum. 

Twenty perforations small 
intestine. Mesentery torn 
in two places. 


Numerous perforations and [ 
complete tears in small I 
intestine. Abdomen full of | 
blood. 

Abdomen full of blood. 
Laceration spleen and liver ; 
two tears in stomach and a 
long tear in transverse 
colon. 

Tip of gall-bladder cut off ; 
transverse colon bruised; 
one perforation of jejunum. 


Abdominal cavity full of | 
blood. Large stellate crack ! 
on under surface of liver ! 
bleeding freely. 


Treatment. 

A = result. 

B = time between 
wound and 
operation. 

Suture of perforation. 
Abdominal lavage and 
pelvic drainage. 

A. Died in 3 days. 

B. 5 hours. 

Suture of all perfora¬ 
tions. Large pelvic 
drainage tube. 

A. Died in 3 days. 

B. 8 hours. 

Suture of perforations. 
Drainage-tube in right 
flank. 

Resection of 3£ ft. of 
ileum (lateral anasto¬ 
mosis). Suture of sig¬ 
moid. Pelvic drainage. 

A. Recovery. 

B. 24 hours. 

A. Recovery. 

B. 4£ hours. 

Resection of 2 ft. of ileum. 
Suture of cifcum. Anas¬ 
tomosis of ileum and 
sigmoid. 

A. Died in 2 hours. 

B. 3 hours. 

Suture of perforation of 
intestine; suprapubic 
cystotomy. 

Resection and suture. 
Lateral anastomosis. 

A. Diod in 48 hours. 

B. 4 hours. 

A. Recovery. 

B. 74 hours. 

Suture of perforations. 

A. Died in 36 hours 

B. 3£ hours. 

Resection and suture. 

A. Died in 4 hours. 

B. 4 hours. 

Suture of tear in colon. 

A. Died in 36 hours. 

B. 3£ hours. 

1 i 

Suture of stomach. Liver 
packed. Bleediugvessels 
tied. 

A. Recovery after 

second opera¬ 

tion for pelvic 
abscess. 

B. 5 hours. 

Removal of loose portion 
of liver. Catgut suture 
of liver. Suture of ! 
wound. Abdominal 
drainage. 

Portion of lacerated 
omentum removed. 
Edges of the wound 
pared. Large drainage- 
tube inserted. 

A. Recovery. 

B. 6 hours. 

A. Recovery. 

B. 24 hours. 

Liver packed. Abdomen 
washed out and drained. 

A. Died in 10 hours. 

B. 30 hours. 

Suture of perforations. 
Liver packed. 

1 

A. Died in 6hours. 

B. 4£ hours. 

Suture of one perforation 
of ileum and one of pel vie 
colon. Double resection 
and one end-to-end , 
and one lateral anasto¬ 
mosis. 

Resection of 4 ft. of small | 
intestine. Lateral anas¬ 
tomosis. 

A. Died in 12 hours 

B. 6 hours. 

A. Died. 

B. 16 hours. 

Suture of tears In stomach 
and colon. Liver and 
spleen packed. 

A. Died in 6 hours, j 

B. 6£ hours. 

Gall-bladder sutured; also 
perforation in jejunum 
Bruised portion of colon 
invaginated. Chest 

wound examined and ' 
found penetrating. 

Liver picked. 

A. Died in 24 
hours after pro- 
fuse harmo 
ptysls. 

B. 5£ hours. 

A. Died a few 
hours after opera- , 
tion. 

B. 13 hours. 


Cause of death. 


G encral peritonitis- 
Necropsy. 


General peritonitis. 
Necropsy. 


Hemorrhage and shock. 
No necropsy. 


Ha-morrhage and shock. 
No necropsy. 


Shock and haemorrhage. 
No necropsy. 

Operation performed only 
because extruded bowel 
was being strangulated. 
Patient never rallied. 

Necropsy. Bullet found 
in twelfth dorsal vertebra 
with point actually in 
spinal canal. Fracture of 
twelfth rib. 


Necropsy. A very large 
retroperitoneal hirmor 
rhage. Large amount of 
blood clot in abdominal 
cavity. Fracture of 
twelfth rib and vertebra*. 
Patient had only one 
kidney (enormously en¬ 
larged). 

No necropsy. Death from 
shock and bwmorrhage. 

No necropsy. Shock and 
haemorrhage. 


Shock and ha* norrhage. 
No necropsy. 


Necropsy. Left pleural 
cavity full of blood. 
Bullet lying just below 
external surface of right 
lobe of liver. 

Principally lung condition. 


C h i e fl y haemorrhage. 
Bullet bad traversed the 
body of the dorsal 
vertebra. No necropsy. 
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Synopsis op Cases —( Continued). 


Description of wound and 
"°* missile. 


Lesions found. 


21 Entrance right hip. Bullet i Blood in urine on pvBsIng 

lay under the skin below catheter. Abdominal cavity 

left iliac crest. full of blood. Small loop of I 

intestine in pelvis blown to 
pieces. Several other perfo¬ 
rations. No injury to 
bladder found. 

22 Five wounds in left pos- I Five perforations small 

terior lumbar region ; shell intestines. Small portion , 

fragments. of shell embedded in bowel i 

wall. 

23 | Entrance left lumbar region, Four tears in transverse 

on level with umbilicus. colon ; two in jejunum ; one i 

I Exit low down right lumbar In cscura. 

region. Bullet. 

24 Entrance Inner side of left Large intraperltoneal h*mor- j 

i anterior superior spine. Exit rhage. No Intestinal injury 

i left buttock. Bullet. j found. 

25 Particulars of wound not ! Multiple complete tears of 

I kept. Bullet. small intestine. Several 1 

I isolated perforations. 

26 Ragged tear in right lumbar Abdomen full of blood. Ex* 

I reglou. Saell fragment. tensive bruising of colon at 

hepatic flexure. Spouting 
artery in mesentery. 

27 Ragged wound above right Some hemorrhage In abdo- 

| ibac crest. Partial paralysis initial cavity. Large retro- 

right leg. Bu let (ricochet;. peritoneal hemorrhage and 

extensive bruising of ca*cum. 


Five wounds in left pos¬ 
terior lumbar region ; shell 
fragments. 

I Entrance left lumbar region, 
I on level with umbilicus. 

! Exit low down right lumbar 
| region. Bullet. 

Entrance loner side of left 
! anterior superior spine. Exit 
i left buttock. Bullet, 
j Particulars of wound not 
I kept. Bullet. 


Resection -, end-to^end | 
anastomosis. 


Suture of perforations. 


Suture of perforations. 


Pelvic draiuage. 

Resection of 18 in. small 
intestine. Suture of 
perforations. 

Spouting vessel tied. 
Pelvic drainage. 

Abdomen washed out and 
stitched up. 


A — result. 

B — time between I 
wound and 
operation. 


I A. Died. 

B. 15 hours. 


A. Recovery. 

B. 18 hours. 


Cause of death. 


Shock and h;emorrhage. 


28 Entrance right epigastric 
i region. Exit left hypo¬ 
chondriac region. Bullet. 


29 Entrance left buttock. 

| Shrapnel bullet lying under 
I skin, above right anterior 
j to superior spine. Shrapnel 
j bullet. 

33 Entrance right posterior iliac 
! region. No exit. Shrapnel 
bullet. 

31 Entrance left buttock. Exit 

right hypogastric region. 
Knuckle of bowel protrud¬ 
ing. Bullet. 

32 Entrance right buttock. No 

exit. Large swelling in region 
of right inguinal canal. 
| Shell fragment. 


33 Entrance 2 in. below ninth 
costal cartilage. Bullet. 


34 Entrance high up in right 
I hypoebondriam. Bullet 
I lying under skin on right 
{ side between tenth and 

eleventh ribs behind. 

35 | Entrance anterior abdominal 

wall right hypochondrium. 
Exit posterior abdominal wall 
j close to leftsidethird lumbar 
vertebra. Rcvoiverbullet. 

36 Ehtranee right umbilical 

region. Exit right lumbar 
region. Bullet. 

37 Entrance right umbilical 

region. No exit. Shell 
fragment. 

38 Entrance McBurney’s point. 

Exit right buttock. Bullet. 


Split in. long anterior 
border of liver. Rent in 
gastro-c olic omentum. 
Several vessels spouting. 
Bullet had not entered peri¬ 
toneal cavity. 

19 perforations of small intes¬ 
tine. Generalised peritonitis. 
Large quantity of blood in 
a Women. Retroperitoneal 
h asm atom a. 

Peritoneum full of dark 
blood. No injury to hollow 
viscera found. 

Abdomen full of blood. 
Multiple perforations and 
ruptures of small intestines. 

Large fragment of shell in 
congenital hernia sac; six 
large perforations In ileum 
near junction with caecum; 
laceration of ccecura and 
appendix. 

Small perforation near edge of 
greater curvature of stomach; | 
Large vessel spouting. 

Small quantity of blood in 
peritoneum. Bullet passed 
through liver. 


Liver stitched. Bleeding 
vessels ligatured. 


Double resection and end- 
to-end anastomosis. 


Pelvic drainage. 


Double resection and 
suture. 


Resection, end-to-end 
anastomosis. Appendix 
removed. Caecum 
sutured. 


Purse-string suture round j 
stomach perforation, i 
Bullet afterwards re- ' 
moved from liver. 
Drainage of peritoneum. 


A. Recovery. 

B. 5 hours. 


A. Recovery. 

B. 6 hours. 

A. Recovery, but 
had a faecal 
fistula. 

B. ? 

A. Recovery, but 
had a fa'cal 
fistula. 

B. 6 hours. 

A. Died in 12 days. 

B. 5£ hours. 


A. Recovery. 

B. 4£ hours. 


Necropsy: Two large 
rents in posterior aspect 
of ascending colon. Ex¬ 
tensive cellulitis ; septic 
bronchopneumonia both 
lungs. Several lumbar 
nerves cut. 


A. To base. Sup- — 

pu ration of 

entrance wound 
persisting. 

B. 4) hours. 

A. Recovery. — 

B. 3 hours. 

A. Died in 2hours. Shock and haemorrhage. 

B. 7i hours. No necropsy. 


A. Died in 24 hours. Shook and haemorrhage. 

B. 6 hours. Iliac bone badly shattered. 


Two tears in transverse ' Sutureof all perforations, 
colon ; two perforations of 1 Pelvic drainage, 
duodenum. 


Entrance left buttock. Exit : 
left illko region. Shell | 
fragment. 

Entrance posterior abdominal ! 
wall over twelfth rib on left 
side. No exit. Shell frag'- 1 
ment. 

Entrance anterior abdominal 
wall lett lumbar region. I 
| MlSellC' lying below- twelfth 
1 rib'left«ide. Also wound of 1 
. chest< ? penetrating. Shell j 
fragments. 


Abdomen contained blood 1 
and intestinal conieuts; i 
two complete ruptures of 
small intestine. 

Small knuckle of intestine 
protruding; 14 perforations 
and ruptures of ileum. 

Severe bruising of caecum. | 
Large retroperitoneal hoemot 1 
rlmge. No intestinal per¬ 
forations found. 

Two large tears in sigmoid; I 
four routs small Intestine; | 
fracture of pelvis. 

Two large rents in descend- : 
ing colon; one rent in i 
jejunum ; large thell frag- 1 
merit lying on the aorta 
behind peritoneum. 

Protrusion of knuckle of 
bowel from entrance wound. 
Ileum torn in two places. 


Resection of 1 foot of I 
intestine; end-to-end ! 
anastomosis. 

Resection of 4 ft. of bowel; 
end-to-end anastomosis. 

Drainage of right iliac 
fossa. 


Resection of 2 feet of 
small intestine. Suture 
of sigmoid. Pelvic j 
drainage. 

Suture of jejunum. 
Colostomy. Pelvic 
drainage. 


Suture of perforations. 
Pelvic and flank drain¬ 
age. Missile excised. 


A. Recovery. 

B. 14 hours. 


A. Recovery. 

B. 3 hours. 


A. Died in 3 days. 

B. 2 hours. 


A. Died in 3 days. 

B. 10 hours. 


A. Died in 1£ hours. 

B. 4i hours. 

A. Died In 48 hours. 
I B. 5 hours. 


A. Died in 4 days, 
suddenly. 

B. 10 hours. 

A. Died in 5 days. 

B. 11 hours 


Necropsy : Localised peri¬ 
tonitis. Large retro¬ 
peritoneal hemorrhage. 

General peritonitis. 
Necropsy. 


Shock and hemorrhage. 
No necropsy. 

General peritonitis. 
Portion of caecum had 
sloughed, causing fascal 
fistula. Small ulcer in 
upper part of ileum. 

Necropsy ; Localised peri¬ 
tonitis. Heart dilated 
and flabby. Extensive 
mitral disease. 

General peritonitis. 
Necropsy. 


A. Died in 3 days. Necropsy. Slight loeal- 

B. 4 hours. ised peritonitis left iliac 

fossa. Portion of shell in 
right.lung., H'a'raOthpnax. 
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Synopsis of Cases —fContinued). 


No. 

Description of wound and 
missile. 

Lesions found. 

Treatment. 

A = result. 

B = time between 
wound and 
operation. 

Cause of death. 

42 

Entrance posterior abdominal 
wall, left lumbar region. 
Exit anterior abdominal wall 
left lumbar region. Also 
bullet wound of right arm. 

Abdomen full of blood; two 
large tears in sigmoid ; 
severe bruising round tears. 
Solid fecal matter lying free 
in pelvis. 

V-shaped resection of 
affected portion of 
sigmoid. 

A. Recovery. 

B. 5 hours. 


43 

Entrance posterior abdominal 
wall, right lumbar region. 
Shell fragment. 

Missile had penetrated back 
of hepatic flexure. Two per¬ 
forations of Ileum in a loop 
lying in left Iliac fossa. 

Perforation sutured. Left 
lilac fossa drained. 

A. Died in 8 days, 
having developed 
fiecal fistula and 
severe dlarrhcca. 

B. 28 hours. 

Necropsy. Slight adhesive 
peritonitis. Right lobar 
pneumonia. 

44 

Entrance costal margin, left 
epigastric area. Exit right 
loin. Bullet (shrapnel). 

Rupture of liver. Wound 
through right kidney. Ab¬ 
domen full of red blood. 

Liver and kidney packed 
with gauze. 

A. Died in 3 days, 
after removal of 
packing. 

B. 4 hours. 

Secondary hrrmorrhage. 
Necropsy. Abdomen con¬ 
tain ei large blood clots. 
Complete transverse 
splitting of right kidney. 

45 

Entrance right posterior 
lumbar region. Bullet lying 
under skin In left umbilical 
area. Shrapnel. 

One perforation of jejunum, 
three of Ileum snd three in 
c&cum, and two in trans¬ 
verse colon. 

All perforations Butured. 
Sb rapnel bullet removed. 

A. Died in 30hours. 

B. 54 hours 

Necropsy. General peri¬ 
tonitis. Large retro¬ 

peritoneal hiemorrhftge. 
Old adherent pericarditis. 

46 

Entrance right buttock. Exit 
left unjbillcal region. Bullet. 

Abdomen full of blood ; 11 
perforations and tears of 
ileum; one perforation of 
caecum. Ciecum badly 
bruised. Severe bruising of 
transverse colon. 

Resection of portion of 
small intestine. Suture 
of csecura. Pelvic 
drainage. 

A. Died in 24 hours. 

B. 5 hours. 

Necropsy. Large portion 
of anterior wall of trans¬ 
verse colon had sloughed. 
Abdomen full of fecal 
material. 

47 

Entrance left buttock. Exit 
left iliac region. Shell frag¬ 
ment. 

Large intraperitoneal haemor¬ 
rhage. Comminuted frac¬ 
ture of left iliac bone. 

Drainage. 

A. Died in 12 hours. 

B. ? 

Shook and haemorrhage. 
No necropsy. 

48 

Entrance posterior abdominal 
wall left lumbar region. 
No exit. Shell fragment. 
Multiple wounds of face, 
arms, and legs. 

Protrusion of small piece of 
omentum from wound. No 
intestinal injury. Mat ma- 
torna in mesentery. Omen¬ 
tum torn and bleeding. 

Vessels in omentum 
ligatured. 

A. Died in 36 hours. 

B. 5i hours. 

No necropsy. Shock ami 
haemorrhage. 

49 

Entrance posterior dorsal 
region, over tenth rib. No 
exit. Shell fragment. 

Abdomen full of blood. 
Missile had passed through 
liver and was lying in 
anterior abdominal wall. 

Liver packed with gauze. 

A. Died in 12 hours. 

B. 44 hours. 

No necropsy. Haemorrhage. 

50 

Entrance wound in umbilical 
area. No exit. Shell frag¬ 
ment. 

Abdomen full of blood and 
fa»cal matter. Large tear 
in transverse colon and 
c:ccum ; two tears in small 
intestine. Extensive brais¬ 
ing of caecum. 

Suture of transverse 
colon and small intestine. 
Artiticial anus atcwcum. 

A. Died in 31 hours. 

B. 54 hours. 

Shock and haemorrhage. 
No necropsy. 


X ray examination. He was then exceedingly well. A sub¬ 
sequent report from the base stated that the patient made an 
excellent recovery and that no further X ray examination 
was considered necessary. 

Case 33.—This patient was admitted with a small wound 
in the epigastric area which did not seem to perforate. In 
a few hours, however, he vomited a large quantity of bright 
red blood and became so ill that immediate operation was 
decided on. On- opening the abdominal cavity nothing at 
first was found until a thorough examination of the anterior 
wall of the stomach revealed a tiny puncture near the edge 
of the greater curvature, which just admitted the point of 
a probe. A large vessel was partially severed and was 
pumping its contents into the stomach. No bullet could 
be found. The patient did perfectly well; the bullet was 
afterwards located by X rays in the liver and removed by a 
surgeon at the base. 

The following analysis of the foregoing table has been 
made in order to emphasise oertain points of interest in the 
series of operations :— 

Site of the Lesion in the 17 Cates which Recovered. 

(а) Wounds of the small intestine alone —4 cases (3, 22, 25, 
and 29). 

Treattnent adopted.—Suture alone in 2 cases (3 and 22). 
Resection and suture in 1 case (25). Double resection in 
1 case (29). 

(б) Wounds of the small ami large intestine —3 cases (4, 7, 
and 23). 

Treatment.— Resection of small intestine, suture of large 
intestine (Case 4). Resection and snture (Case 7). Suture 
alone (Case 23). 

(c) Wounds of the large intestine alone —1 case (42). 

Treatment.— V shaped resection of the sigmoid. 

(d) Wounds of the stomach and liver —2 caBes (11 and 33). 

Treatment.— Suture of perforation in stomach, liver tear 

packed (Case 11). Suture of perforation in stomach (Case 33). 

(?) Wounds of the liver —3 cases (12, 28, aud 34). 

Treatment.—Rent in liver sutured in 2 cases (12 and 28). 
Drainage of peritoneum only (Case 34). 

(/) Intraperitoneal hrenwrrliage without injury to a hollow 
viseus —3 cases (24, 26, and 30). 

Treatment.— Bleeding point in mesentery ligated (Case 26). 
Drainage of peritoneum, bleeding point not located (Cases 
24 and 30). 

( g ) Wound and prolapse of omentum —1 case (13). 


Treatment .—Excision of the prolapsed portion and wound 
sutured. 


Summary. 


Cases that recovered. 17 

Parts involved : 

Small intestine alone . 4 

Small and large intestine . 3 

Large intestine alone . 1 

Stomaoh and liver. 2 

Liver . 3 

Htemorrliage without perforation of intestine 3 
Wound of omentum . 1 


Total . 17 

A bocal fistula occurred in 3 cases: (1) Small gut (Case 25), 
recovered ; (2) colon (Case 26), recovered ; (3) colon (Ca3e 43), 
died. Sloughing of the colon in 1 case (46); died. Secondary 
operation for localised abscess; 1 case (11); recovery. Per¬ 
foration of the bladder with wouDds of the intestine: 2 cases 
(6 and 9); both fatal. 

Site of the Lesions of the 33 Fatal Cases. 

1. Wounds of the small gut alone— 10 cases. In 6 of these 
extensive intraperitoneal hemorrhage was present. 

2. Wounds of the small and large intestine —9 cases as 
follows: Small gut and cseeum, 2; small gut, cecum, and 
transverse colon, 3 ; small gut and sigmoid, 1; small gut and 
transverse colon, 1; small gut and descending colon, 1; and 
small gut aud hepatic flexure, 1. In 6 free hemorrhages had 
occurred. 

3. Wounds of the large intestine alone— 3 cases : hepatic 
flexure, ascending colon, and cecum. 

4. Wounds of the bladder and small intestine —2 cases. 

5. Wounds of the liver alone— 3 cases. 

6. Wounds of the liver associated with other viscera. —4 oases : 
Liver plus small plus large intestine, 1; liver, spleen, 
stomach, and transverse colon, 1; liver, transverse colon, 
aud jejunum, 1; liver and kidney, 1. 

One case of injury to the omentum and one of fracture of 
the pelvis with intraperitoneal bmmorrhage bring the total 
of fatal cases to 33. 

The cause of death in the 33 fatal cases was found to be as 
follows : 1 General peritonitis—10 cases. The average time 
of survival after operation was 3J days. 2. Hcemorrhage 
aud shock—19 cases. Time of survival varied from 2 to 48 
hours after the operation. 3. Lung conditions—2 coses: 
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(a) hosmoptysis, and ih) broncho-pneumonia and cellulitis. 
4. Secondary hiemorrhage (kidney)—1 case. 5. Sloughing of 
the gut—1 case. 


In conclusion, we wish to express our indebtedness to 
Surgeon-General Sir Anthony Bowlby, K.C.M.G., K.C.V.O., 
A.M.S., consulting surgeon, for valuable help and encourage¬ 
ment, and to Lieutenant-Colonel J. W. Leake, C.M.G., 
R.A.M.C., for permission to publish this article. 


ON THE ADVANTAGE OF USING A 
BROTH CONTAINING TRYPSIN IN 
MAKING BLOOD CULTURES. 

By S. R. DOUGLAS, M.R.C.S., L.R.C.P. Loud., 

CAPTAIN, I.M.S. (RETIRED) ; FIRST ASSISTANT, BACTERIOLOGICAL 
DEPARTMENT, MEDICAL RESEARCH COMMITTEE, 

NATIONAL INSURANCE ACT ; 

AND 

L. COLEBROOK, M.B., B.S.LOND., 

CAPTAIN, B.A.M.C. (T.); ASSISTANT, BACTEBIOLOQICAL DEPARTMENT, 
MEDICAL BE3EABCH COMMITTEE. 

(From the Inoculation Department, St. Mary's Hospital, IK.) 


It is now generally recognised that at times very impor¬ 
tant information may be gained by making cultures from a 
sample of blood drawn from a vein, for by this simple pro¬ 
cedure it is often possible to make a definite diagnosis, 
especially in cases of obscure fevers. There is little donbt 
that this method of investigation would be much more 
frequently adopted if positive results could be obtained in a 
larger percentage of cases, and if the presence or absence of 
growth could be more rapidly determined. Even if living 
microbes are present in the sample of blood obtained from 
the vein it is quite possible that no growth will be detected 
in the cultures made from it, or the growth will be so delayed 
that for several days it will be unrecognised either by direct 
examination or by subculture. 

The following factors are certainly of importance as causes 
of some of the failure and much of the delay. 

1. When blood is added to broth clotting soon takes place 
and the fibrin meshwork formed catches up any microbes— 
as has been demonstrated by Jousset—together with the 
cellular elements of the blood. The fibrin contracting, a 
firm mass is formed which usually sinks to the bottom of the 
tube. If, as is generally the case, only very few micro¬ 
organisms are present it is more than probable that, even if 
these organisms multiply in the clot, growth would appear 
in the surrounding broth only after a considerable interval. 

2. Wright's recent researches have shown that the leuco¬ 
cytes are capable of wandering through the fibrin meshwork 
forming the clot and are frequently attracted towards any 
microbes present, which they attack and often kill; so that 
there is present in such clots a condition favourable to 
killing off any microbes that may be present. 

3. Again it is very generally recognised that the blood 
fluids are antibacterial, thus, in respect of certain organisms 
the serum has very considerable bactericidal properties, and 
almost every organism is affected by the opsonic properties 
of the serum and rendered by it more easily taken up by the 
leucocytes. These properties of the blood fluids may play 
an important role in preventing the rapid growth of 
organisms in blood cultures. 

4. Another property which belongs to the blood fluids is 
that of inhibiting the growth of microbes, although they may 
not be actually bactericidal. This property largely depends 
on the concentration of the serum and differs markedly in 
individuals, being often very marked in the infected. 

From time to time recommendations have been made to 
improve the technique of blood cultures, it having been 
stated that by this or that procedure a larger percentage of 
successes, or quicker results, were obtained. When these 
methods have proved successful it is always found that the 
three factors mentioned above—namely, the formation of a 
firm clot, the bactericidal action of the blood, or the 
inhibitory action of the serum—have to some degree been 
modified. For instance, it has been recommended that a 
large quantity of broth should be used, and that only a 
small quantity of blood should be added to each flask, and 
this simple device, by lessening the antibacterial action of 


the blood, is certainly attended with considerable success. 
Again, special media have been advocated—for instance, 
the employment of bile as a medium in making the blood 
cultures for the diagnosis of typhoid fever and allied 
infections. By this method it has become possible to be 
certain of obtaining a positive result within 36 or 48 hours 
in all cases in which the blood culture is made during the 
early stages of the disease. Let it be here noted that the 
bile prevents the blood from clotting and completely abolishes 
all the bacteriotropic actions of the serum. Bile as a medium 
is only of use, however, when the organisms to be cultivated 
beloDg to the typhoid-coli group, which flourish on its con¬ 
stituents ; it is strongly antagonistic to the growth, or even 
the life, of most other organisms. 

Considering these various facts, it appeared that before 
discovering an ideal medium in which to make blood 
cultures it was necessary to find some substance which 
(1) prevented the clotting of the blood ; (2) destroyed the 
bactericidal action .of the serum and the activities of the 
leucocytes ; (3) destroyed the inhibitory power of the blood 
fluids with regard to the growth of the organisms ; and (4) 
which favoured, or at any rate did not hinder, the growth 
of the pathogenic organisms. The possibility that trypsin 
was such a substance was suggested by certain experi¬ 
ments recently reported and which are here outlined. While 
making researches on the treatment of suppurating wounds 
Wright found that when the antitryptic power of the serum 
present in the wound was neutralised by the trypsin set free 
by the breaking down of the leucocytes of the pus, many 
organises grew luxuriantly which were quite incapable of 
multiplying when the wound contained a serum rich in anti¬ 
tryptic power. 1 Emery, continuing these investigations, 
showed that by neutralising the antitryptic power of the 
serum with trypsin the bactericidal action and other 
bacteriotropic properties of the serum were destroyed. From 
the same laboratory came the fact that svhen sufficient 
trypsin was added to the blood to neutralise the antitryptic 
power of the blood fluids no clotting took place. 

It was therefore determined to carry out a series of experi¬ 
ments in order to confirm these results and at the same time 
to plan the experiments in such a way that the results 
obtained would show if a broth containing trypsin would be 
suitable for use in making blcod cultures. The trypsin used 
throughout these experiments was the compound solution of 
trypsin of Messrs. Allen and Hanburys,- as it has been found 
that this solution is very constant in strength. Farther, in 
respect of its sterility, this preparation may generally be 
relied upon, although it is advisable to test samples from 
time to time. One contaminated batch has been met with 
in the course of these experiments, but careful testing of 
more than ten other batches,both aerobically and anaerobic¬ 
ally has given no growth of organisms. By means of a series 
of experiments it was shown that a volume of this trypsin 
diluted 1 in 30 was capable of preventing an equal volume of 
bloed from clotting, and also completely destroyed the bacteri¬ 
cidal action of the blood. The details of one of these experi¬ 
ments are here given to demonstrate the method used and 
the results obtained, which were very constant. 

A typhoid broth culture 24 hours old was diluted 1 in 
1 million times, and 10 c.mm. of this dilution were planted 
out on to the surface of agar slopes. Tubes 1 and 2 gave 
7 colonies and 11 colonies respectively, which gives an 
average of 9 colonies in 10 c.mm. of 1 in 1 million dilution 
of the culture. 

10 c.mm. of 1 in 1 million dilution of the culture were then 
mixed with 10 c.mm. of blood on a sterile slide, and after a 
few seconds 10 c.mm. of a dilution of trypsin were added and 
the whole thoroughly mixed. This mixture was then drawn 
up into the capillary portion of a Wright’s bactericidal tube, 
the reservoir of which had been previously filled with sterile 
broth. After the tube had been incubated for four hours at 
37 J C. the contents of the capillary portion were drawn up 
into the broth-filled reservoir, a uote being made as to 
whether clotting had occurred in the mixture. The tubes 
were again incubated for 24 hours and then examined for 
preseuce of growth. (Table I.) 

Further experiments were carried out to find the effect of 
various dilutions of trypsin on the clotting time of the blood. 
The result obtained was that a dilution of trypsin of about 
1 in 30 completely inhibited the clotting power, whereas 


1 Tiie Lancet, Oct. 30tb. 1915. p. 959. 
2 Not “ Liquor Trypsin Co.” 
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weaker dilutions had the effect of making the blood clot 
very much more rapidly. 

Table I. 


No of 
tube. 

Dilution of 
trypsin. 

Keault as regards 
clotting. 

Result as rf gards 
growth. 

1 

1 In 5 

No clot. 

Growth. 

2 

1 

. 10 

,, 

,, 

3 

1 

, 20 

,, 

,, 

4 

1 

, 30 

„ 

,, 

5 

1 

, 40 

Clot. 

No growth. 

6 

1 

, 50 

,, 

„ 

7 

1 

, 75 

,, 

,, 

8 

1 , 

, 100 

,, 

,, 

Broth 

control. 

None. 

" 

” 


The method used to demonstrate these facts was to fill in a 
series of capillary tubes with equal volumes of blood and the 
dilution of trypsin solution, controls with salt solution in 
place of trypsin being also put up. When drawing up these 
mixtures into the tubes a few bubbles small enough to move 
freely in the bore were introduced. By tilting the tube the 
moment of clotting could be easily ascertained from the 
fixation of these air bubbles, and this conclnsion was then 
confirmed by blowing out the contents of the tube into a 
vessel of water. The experiments were carried out at room 
temperature. An example is given in Table II. 

Table II. 


Contents of tube. Time of clotting. 


1 vol. blood and 1 vol. salt solution. 4 minutes 50 seconds. 


, 


1 

, 1 in 200 dilution of trypsin 

3 

„ 25 

, 


1 

. 1 

150 

2 

„ 0 



1 

1 , 

100 

2 

.. 25 

, 


1 

1 , 

40 

3 

„ 30 

• 


1 

, 1 

20 

Clotting completely 
inhibited. 


The next point to be investigated was the effect of trypsin 
on the opsonic power of the serum, and it was again found 
from experiments similar to that given in detail below that 
strengths of about 1 in 30 were necessary to inhibit this 
bacteriotropic property of an equal quantity of serum. 

The method used was as follows. A series of tubes were 
filled in with a mixture made by taking I volume of washed 
corpuscles, 1 volume of serum, 1 volume of staphylococcus 
emulsion, and 1 volume of trvpsin solution, or, in the case 
of the control, I volume of salt solution. These tubes were 
then incubated for 15 minutes, after which films were made, 
stained with carbol-thionin, and the average number of 
staphylococci per leucocyte estimated. The results obtained 
in one such experiment are given in Table III. 

Table III. 


Tube 1.—Control: 1 vol. corpuscles, 1 vol. serum. 

1 vol. staphylococcus emulsion, and 


1 vol. normal salt solution ... 
,, 2. — 1 vol. 1 in 200 trypsin solution 

. = 3‘03 cocci per cell. 

. = 3‘80 ,, ,, 

„ 3.-1 

„ 1 , 

. ICO „ 

. =3-40 

.. 4.—1 

.. 1 

,60 

. = 4-00 „ 

„ 5.-1 

1 , 

40 

. — 3‘30 ,i ii 

.. 6.-1 

,, 1 , 

V 30 M II 

. = 1‘85 „ 

„ 7.—1 

.. 1 

,20 

. = o-io „ 


It may be here noted that the antitryptic power of normal 
serum is just neutralised, or very nearly neutralised, by an 
equal volume of a 1 in 30 dilution of the trypsin used. 

Further experiments were carried out to ascertain whether 
solutions of trypsin destroyed the power of the serum to 
inhibit the growth of organisms, and it was found that in 
sufficient strength trypsin totally removed this property of 
the serum. 

The method used to demonstrate this was to take, in the 
one case, a quantity of fresh, warmed serum, and in the 
other a similar quantity of warm serum to which 5 per cent, 
of a trypsin solution had been added, implant each of these 
with a small (and equal) number of streptococci, and then 
add sufficient concentrated agar solution to convert the 
mixture into a jelly on cooling. After this mixture had set it 
was incubated at 37° C., and the number of colonies were 
counted at intervals. The details of one such experiment 
are here given. 

Tube 1.—700 c.mm. of fresh serum were mixed with 
10 c.mm. of 1 in 100,000 dilution of a 24-hour-old broth 


culture of streptococcus pyogenes, and warmed to about 
45°C. in a water bath. 

Tube 2.—35 c.mm. of trypsin solution were added to 
665 c.mm. of fresh serum, and with this were mixed 10 c.mm. 
of 1 in 100,000 dilution of the streptococcus used in Tube 1, 
this mixture being also warmed to 45° C. 

Tube 3.—700 c.mm. of broth were mixed with 10 c.mm. of 
the streptococcus culture. 

To each of these tubes were then added 100 c.mm. of a 
4 per cent, solution of agar in normal saline which had been 
melted and cooled to 47° C. The tubes were now rapidly 
cooled to make their contents set, and afterwards incubated 
at 37° C. (Table IV.) 

Table IV. 

Number of colonies Number of colonies 


after 14 hours. after 22 hours. 

Tube 1. Serum only. 2* ... 19 

Tube 2. Serum and trypsin 28 . 30 

Tube 3. Broth . 22 . 22 

* Very minute. 


The result of all these experiments, which confirmed and 
amplified the findings of Wright and his fellow-workers, 
strongly suggested that a broth to which sufficient trypsin 
had been added to make sure that the antitryptic power of 
the blood was neutralised would be a pre-eminently suitable 
medium to use for making blood cultures. Taking into con¬ 
sideration the fact that the antitryptic power of the serum 
is generally very much increased in the infected, it was 
decided that the proportion of trypsin in the broth should 
be not less than 5 per cent. Tubes containing 5 c.c. of such 
a broth could be relied upon always to neutralise the 
antitryptic power of 1 c.c. of blood. Before passing on 
to make blood cultures it was ascertained that all the 
ordinary organisms grew readily in this medium. Staphylo¬ 
coccus, streptococcus (several strains), pneumococcus. 
B. typhosus. B. paratyphosus A and B, B. pyocyaneus, 
vibrio cholera;, micrococcus melitensis, B. perfringens, and 
B. anthracis, all gave abundant and rapid growths when 
planted in 5 per cent, of trypsin broth. 

The first series of blood cultures were made from animals. 
The animals used in these experiments were rabbits which 
had been infected by intravenous inoculations of staphylo¬ 
coccus or streptococcus. Samples of blood were drawn off 
from the heart at varying intervals after infection and dis¬ 
tributed into a series of tubes, some of which contained 
5 per cent, trypsin broth, the others simple broth. The 
details of these experiments are given in tabular form. 
(Table V.) 

Table V. —Showing the Result of Blood Cultures made from 
Babbits. 

Rabbit!. Inoculated with 0-8 c.c. of a 24-liour old broth 
culture of staphylococcus into the aural vein. 5 c.c. of 
blood drawn off from the heart 4 days after the inoculation. 
0-5 c.c. of blood added to each tube of medium, 4 tubes of 
trypsin broth, and 4 tubes of simple broth (3 c.c.). These 
tubes were incubated at 37° C. and examined at varying 
intervals. 


Trypsin broth. j 

Simple broth. 

Incubation. 

Tube.i 

Incubation. 

Tuoe. - 

11 hours. 1 dBy. 

2 daj s. 

* 11 hours. 1 day. 

2 days. 

i + + 

+ 

1 

— + 

+ 

2 — + 

+ 

2 

— + 

4- 

3 - + 

4- 

3 

— — 

— 

4 — — 

— 

4 

— — 

— 


Sole .—The sign — indicates that no growth could be detected either 
by the examination of films or by subculture ; the sign + indicates 
that growth bad occurred 


Same rabbit. Blood drawn off at the same time, but only 
0 05c.c. of blood added to each tube of broth (3c.c.). 


Trypsin broth. 

Simple broth. 

Tube. 1 day. 

2 dayB. 

6 days. 

Tube. 

1 day. 

2 days. 

6 days. 

1 + 

+ 

+ 

1 

+ 

4- 

4- 

2 + 

+ 

+ 

2 

+ 

4- 

4- 

3 4- 

4- 

+ 

3 

— 

- 

— 

4 

— 

— 

4 

— 


— 


E 2 
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Rabbit 2. Inoculated intravenously with 0 2 c.c. of the 
same staphylococcic broth culture. Blood drawn off from 
the heart 4 days after inoculation. 0'5 c.c. of blood 
added to each tube of broth (2 c.c.). 


Trypsin broth. 

Simple broth. 

Tube.j 

16 

hours j 

| 40 
hours 

3 

days 

4 

. days 

Tube. I 

16 

hours 

' 40 
hours 

3 

days 

4 ! 
days 

5 

days 

1 

4- 

4- 

4- 

4- 

1 

— 

4- 

4- 

4- 

4- 

2 | 

4- j 

4- 

4- 

4- 

2 

— 

4- 

4- 

1 4- 

4- 

3 | 

4- 

4- | 

+ 

4- 

3 ! 

— 

— 

— 

— 

- 

4 

4- j 

4- 

4- 

+ 

4 

— 

— 

- 

— 

— 

5 i 

4- 

4- 

4- 

4- 

5 | 

. — 

— 

— 

— 

— 

6 1 

4- 

4- ; 

4- 

4- 

6 






7 

i 

— 1 


— 

^ j 







Rabbit 3. Inoculated intravenously with 0*5 c.c. of a 24-hour 
old broth culture of streptococcus pyogenes. 5 c.c. of blood 
drawn off from the heart 16 hours after the inoculation. 
0 5 c.c. of blood added to each tube of broth (3 c.c.). 


Trypsin broth. 

Simple broth. 

Tube. 11 hours. 1 day. 

2 days. 

Tube. 

11 hours. 

1 .lay. 

2 days. 

1 4- 4- 

4- 

1 

4- 

+ 

+ 

2 4- 4- 

4- 

2 

— 

4- 

4- 

3 4- 4- 

4- 

3 i 

— 

+ 

4- 

4 + ' + 

4- 


— 

4- 

4- 

6 + + 

4- 

5 ! 

1 

— 

— 

4- 


Same rabbit. Blood drawn off from the heart 3 days after 
the inoculation. 0 05 c.c. of blood added to each tube of 
broth (4 c.c.). 


Trypsin broth. 

Simple broth. 

Tube. 

26 hours. 

2 days. 

Tube.j 26 hours. | 

2 days. 4 days. ] 

6 days. 

1 

4-* 

+ 

i | 

4- 4- 

4- 

2 

4- 

4- 

2 + 

4- 4- 

4- 

3 

4- 

4- 

3 1 4- 

4- -1- 

4- 

4 

4- 

4- 

4 — 

— — 

- 

5 

4- 

4- 

5 

I 

— — 

— 


Same rabbit. 0‘5 c.c. of blood drawn off from the heart 
40 hours after the inoculation. 0-05 c.c. of blood added to 
each tube of broth (4 c.c.). 


Trypsin broth. 

Simple broth. 

Tube. 7 hours 

1 day 2 days 5 daj-s 

Tube.| 7 hours 1 day|2daysj 

5 days 

i | + 

4-4-4- 

i 

- 

2 - 

3 - 

4 1 — 

5 1 — 

t j + ' + 

i 

: ! : _ 
i 

2 , - - j — 

3 - - - 

4 , - - ; - 

5 | — — ■ — 

- 


These results demonstrate that the use of trypsin broth 
was of distinct advantage in each case. Growth was 
detected earlier in almost every experiment, and also in 
most cases occurred in a larger percentage of the tubes. In 
one experiment growth was detected after incubation for 
24 hours in two out of five of the trypsin tubes, but in a 
similar number of cultures made in simple broth no growth 
was detected even after the lapse of five days. 

Table YI. shows the results obtained in a series of blood 
cultures made on patients. The usual technique was 
employed—blood beina drawn off from a vein at the bend of 
the elbow and planted into a series of tubes. 

Table VI. 

Patient 1. Soldier from Gallipoli with dysentery. 10 c.c. 
of blood drawn off from a vein at the bend of the elbow. 
1 c.c. of blood planted into each tube, and examined after 
varying intervals. 


i 

B 24 
hours 

Trypsin broth. 


Simple broth. 

Incubation. 


© 

Incubation. 


2 1 3 i 4 

days days j days 

5 

days 

t i 24 ; 

[hours 

2 | 3 4 

days j days days 

5 

days 

i + 

4- 4- | 4- 

4- 

i - 

- + 1 + 

4- 

2 - 

+ + + 

+ 

2 1 - 

— I — — 

4- 

3 - 

+ 1 + + 

4- 

3 1 - 

— | — — 

— 

4 ~ 

— _ _ 

— 

4 — 

— ! — i — 

— 

5 ; — 


— 

5 j — 

i_ 

— 


Organism isolated proved to be B. paratyphosus A. 


* Abundant growth. 


.^Rabbit 4. Inoculated intravenously with 0*1 c.c. of the 
same streptococcus culture, 5 c.c. of "blood drawn off from 
the heart 16 hours after the inoculation, 0 5 c.c. of blood 
added to each tube of broth (3 c.c.). 


Trypsin broth. 

Simple broth. 

Tube.' 

11 hours, 

1 day 

2 days 

Tube. 

11 hours 

[ 1 day j 2 days 

6 days 

1 

4- 

4- 

4- 

1 

4- 

4- 1 4- 

4- 

2 

4- 

4- 

4- 

2 

4- 

4- 4- 

4- 

3 

4- 

4- 

+ 

3 

4- 

4- 4- 

4- 

4 

4- ! 

i 4- 

+ 

4 

— 

4 1 4 

4- 

5 

+ 

+ 

4- 

5 

— 1 


4- 


Same rabbit. Blood drawn off from heart 3 days after 
inoculation. 0*1 c.c. of blood added to each tube of broth 
(4 c.c.). 


Trypsin broth. 

Simple broth. 

Tube. 

26 hours Incubation. 

Tube. 

26 hours incubation. 

1 

4- abundant growth. 

1 

4- slight growth. 

2 

4- 

2 

-) 

3 

4- ,, •• 

3 

— [Not examined sub- 

4 

4- t, •• 

4 

r sequently. 

5 

4- «* I, 

5 

- 


Same patient. Blood culture performed 2 days later than 
the above. 10 c.c. of blood drawn off; 1 c.c. planted into 
each tube of broth. 


Trypsin broth. 


Tube. 

24 hours j 

2 days 

3 days 

7 days 

1 

4- 

4- 

4- 

+ 

2 

7 

4- I 

4- 

1 - 

4- 

1 4- 

•J 

4 


- 

- 

- 


1 Simple broth. 

Tube. 

24 hours 

2 days 

3 daysj 

7 days 

1 

2 

— 

_ 

+ 

+ 

3 

4 


- 

- 

- 


Organism isolated proved to be B. paratyphosus A. 


Patient 2. Soldier invalided from Gallipoli with dysentery. 
10 c.c. of blood drawn off from a vein at the end of elbow. 
1 c.c. of blood planted into each tube. 


Trypsin broth. 

Simple broth. 

Tube. 

24 hours.; 

2 days. 

3 days. 

Tube. 

24 hours. 2 days. , 

3 days. 

1 

4- 

-1- ] 

-f 

1 

-1-1 

4- 

2 

4- 

4- 

4- 

2 

— — | 

4- 

3 

- 

4- 

4- 

3 


4- 

4 

- 

— 

4- 

4 

— — | 

4- 

5 

— 

- 

+ 

5 


— 


Organism isolated proved to be B. paratyphosus A. 










The Lancet,] DR. H, H. DALE: TREATMENT OF CARRIERS OF AMOEBIC DYSENTERY. [.July 29,1916 183 


Patient 3. A case of severe pneumonia. 10 c.c. of blood 
drawn off from the vein. 


Trypsin broth. 

Simple broth. 

Tube. 

24 hours. 

Tube. 

24 hours. 

5 days. 

] 

-t- 

1 

_ 

— 

2 

+ 

2 

— 

— 

3 

+ ’ 

3 

— 

— 

4 

+ 

4 

— 

— 

5 

4 - 

5 

— 

— 


Organism isolated proved to be a streptococcus. 

Here again the results obtained in every case show- 
advantages in using trypsin broth, either in respect of the 
number of tubes in which growth was found or as regards 
the time taken for growth to appear. In one case, for the 
details of which we have to thank Dr. H. M. Woodward, no 
growth appeared at all in the tubes containing ordinary 
broth, whereas abundant growth was present in every 
trypsin broth tube at the end of 24 hours. It is also to be 
noted that three of the blood cultures here quoted as demon¬ 
strating the value of trypsin yielded a grow-th of paratyphoid 
bacilli (B. paratyphosus A), and in every case within 
24 hours. Such a result is similar to that which would have 
been obtained by using bile as the medium for blood culture. 
Further, the fact that paratyphoid bacilli as well as staphylo¬ 
cocci and streptococci were all recovered more easily by the 
use of trypsin lends support to the idea that this procedure, 
depending, as has been shown, upon elimination of the anti¬ 
bacterial properties of the blood, has a wide application in 
the investigation of disease and is not especially advantageous 
for any one group of pathogenic organisms. 

Having from these results satisfied ourselves that the use 
of trypsin broth in making blood cultures was of a very 
distinct advantage, it became an important practical point 
to ascertain if such a broth retained its properties on 
keeping. The following experiments were therefore carried 
out. 

Five per cent, of trypsin solution was added to broth on 
April 8th and kept for several weeks at laboratory tempera¬ 
ture. Its trvptic power was determined on April 8th, and at 
intervals subsequently, by making from it a series of dilu¬ 
tions and mixing one volume of each of these with one 
volume of milk to which 1 per cent, of calcium chloride 
(cryst.) had been added. After incubation for 15 minutes 
at 50° C. these mixtures were thrown into water to ascertain 
if clotting had taken place. 

Table VII. 

Dilutions of trypsin broth. 


Date of experiment. 

1 in 50. 

1 in ICO. 

1 in 150. 

1 in 200. 

April 8th . Clot. 

Clot. 

Clot. 

Not done. 

„ 15th ... ?!. 

,, 

Loose clot. 

No clot. 

„ 25th . „ 


It M 

,, 

May 25th . „ 


• • M 

,, 

July 1st . ,, 


No clot. 

- 


Another series of experiments was made with the trypsin 
broth made up on April 8th to determine roughly whether 
it would retain its power to prevent the clotting of blood. 
A volume of the broth was mixed with varying quantities of 
blood, and the formation or non-formation of a clot noted. 

Table VIII. 


Date of experiment. 

2 vols. of broth. 

1 vol. of blood. 

1 vol. of broth. 

1 vol. of blood. 

April 8th . 

No clot. 

No clot. 

15th . 


„ 

May 10th . 

,, 

,, 

„ 25th . 

,, 

Clot. 

July 1st . 

Clot. 

•• 


From these experiments it is seen that for at least seven 
weeks the broth may be kept at room temperature without 
serious loss of its tryptic power or of its power to prevent the 
clotting of blood, but that after that period its deterioration 
becomes more evident. 


Conchttiant. —The authors’ experiments have confirmed 
the findings of Wright and his fellow workers, which showed 
that when, by mixture with trypsin, the antitryptic power 
of blood is neutralised, the blood loses its power of clotting 
and also its antibacterial properties These are precisely 
the changes which it is desirable to bring about when 
attempting to cultivate pathogenic micro-organisms from 
the circulating blood. A series of blood cultures performed 
in duplicate with trypsin broth and simple broth has shown 
that the employment of trypsin in that procedure is clearly 
advantageous—the organisms having been in some cases 
recovered only in the trypsin tubes, while in the other cases 
they were recovered earlier and more frequently in these 
than in the control tubes. It is probable that this method 
favours the cultivation of any microbe that may bo present 
in the blood, and not especially one particular organism or 
group of organisms, as is the case with bile media ; staphylo¬ 
cocci, streptococci, paratyphoid bacilli, and in one experi¬ 
ment not quoted, anthrax bacilli, were readily isolated from 
blood by the use of trypsin broth. 

In order to be sure of neutralising the antitryptic power of 
the inoculated blood it is recommended to employ broth 
containing not less than 5 per cent, of trypsin solution (com¬ 
pound solution of trypsin, Allen and Hanburys) and to add 
not more than lc.c. of blood to each 5 c.c. tube of such a 
broth. When a supply of broth is not at hand, or the blood 
has to be sent by post to a laboratory, undiluted trypsin 
solution may conveniently be mixed with the blood specimen 
immediately on its withdrawal from the vein, say in the 
proportion of 1 of trypsin to 4 of blood. Subsequently this 
unclotted blood should be planted into broth tubes for 
incubation—or where this cannot be done, the blood may be 
incubated without dilution and the growth of organisms 
sought for in the plasma. 


TREATMENT OF CARRIERS OF 
AMCEBIC DYSENTERY. 

NOTE ON THE USE OF THE DOUBLE IODIDE OF EMETINE 
AND BISMUTH. 

By H. H. DALE, M.D., F.R.S. 

(From the Department of Biochemistry and Pharmacology, 
Medical Research Committee.') 


The treatment of entamcebiasis in this country during 
the past year has been largely concerned with the problem 
of freeing the chronic “carriers” from their infection. 
Experience in Egypt in dealing with patients who continue 
to pass cysts after the dysentery has completely cleared up 
seems to have led to the conclusion that a full course of 10 
or 12 grains of emetine hydrochloride, given hypodermically, 
will practically always eradicate the infection. The experi¬ 
ence in this country, to judge from hospital records which I 
have had the privilege of seeing, does not altogether tally 
with this ; for there seems to have been a not inconsiderable 
proportion of cases in which snch a course of emetine has led 
only to a temporary absence of cysts from the faeces, 
followed by an early recurrence. These cases, relapsing 
into cyst-passing again and again after successive courses 
of emetine, have presented a difficult problem to the medical 
officers in charge of them. Their frequent occurrence among 
the cases treated in England was to be expected, for these 
consisted largely of cases which had undergone relapse into 
chronic “carrying,” after apparently successful treatment 
of their acute infection with emetine; others had probably 
never been freed, by repeated dosage with emetine, before 
their return to this country; while others, again, were 
apparently “ contact carriers,” with no history of previous 
dysentery or treatment. It was clearly a matter of impor¬ 
tance that these men should be freed from the danger to 
themselves and to others entailed by the persistent focus of 
infection. 

The pathology of the chronic carrier of entamccba histo¬ 
lytica seems to be still imperfect in that it has not been 
definitely ascertained whether the cyst-producing entamoeba; 
are living freely in the intestinal contents, like entamccba 
coli, or are localised in a partly healed pocket or sinus. 
The occurrence of liver abscess without acute dysentery 
seems to favour the latter supposition. In either case the 
relative failure of hypodermic treatment with emetine in 
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this condition could be explained by the entamoeba being 
more or less completely shut off from the circulation and 
tissue fluids of the patient. The alleged superior efficacy in 
these cases of the older treatment with ipecacuanha by the 
mouth is in line with such a conception. By these con¬ 
siderations I was led to suggests trial, in cases refractory to 
hypodermic emetine, of oral administration of this alkaloid 
in a form which gave promise of combining the advantages 
of the ipecacuanha treatment with freedom from its notorious 
difficulties and drawbacks. The results have been so far 
promising that it seems worth while, in the interests of a 
wider trial, to make mention of them at their present stage 
of incompleteness. 

The compound which has been used is a double iodide of 
emetine and bismuth which was described last year by 
Du Mez, who suggested it as suitable for oral administration 
of emetine. It has the useful property, from this point of 
view, of being practically insoluble in dilute acids, but 
soluble with comparative ease in weak alkali. It might be 
expected therefore to pass the stomach unaltered, and then, 
being dissolved in the alkaline juices of the duodenum, to 
undergo gradual decomposition as it passed along the bowel, 
with liberation of emetine and precipitation of bismuth 
sulphide. Du Mez obtained promising, but rather irregular, 
results on dogs to which he gave the compound. So far as 
I have been able to ascertain it has not hitherto been tried 
clinically. 

My colleague, Dr. Barger, prepared me a sample of this 
double iodide, and I tested it, in the first place, on cats. I 
found that large cats, weighing upwards of 3 kilogrammes, 
could take repeated doses of 40 milligrammes without vomit¬ 
ing, the only effect being some looseness of the bowel. 
60 milligrammes (containing about 20 milligrammes of 
emetine) produced vomiting, but the fact that this occurred 
some 5 hours after the administration, while purgation 
occurred about 1-h hours after the drug had been given, 
indicated that the vomiting was not due to direct irritation 
of the stomach, but was secondary to liberation and absorp¬ 
tion of emetine in the bowel, and therefore comparable to 
the vomiting which follows a large hypodermic dose. If 
treatment with these larger doses was continued, the 
symptoms of chronic emetine poisoning, which I have pre¬ 
viously described, made their appearance, as with hypodermic 
administration. 

Messrs. Burroughs Wellcome and Co. kindly placed at my 
disposal a quantity of the compound for preliminary clinical 
trial, and further quantities were made to the order of the 
Medical Research Committee. The first trial was made at 
the GrayliDgwell Military Hospital, Chichester, by kind 
cooperation of Lieutenant-Colonel H. A. Kidd, R.A.M.C., of 
Major J. L. Maxwell, R.A.M.C., and the other medical 
officers in direct charge of the patients, and of Mr. Geoffrey 
Paget and Mr. W. O. Redman King, who made the proto- 
zoological examinations. Mr. King has furnished me with a 
rfisumfi of the results on ten patients, all of whom had 
rdfeatedly shown early recurrence of cyst-passing after 
courses of hypodermic emetine. Of these patients six have 
already been discharged as cured, having failed to show any 
histolytica cysts, with stringent daily examination of the 
feces, during six weeks, as result of a full course of the double 
iodide by the mouth. Two of these cases have not much 
evidential value, since the double iodide treatment was 
started while cysts were still absent, as the immediate 
result of a hypodermic course. The other four are open to 
no such criticism. A seventh case relapsed after a full 
course of the double iodide, but, after a second course, has 
been free from cysts for four weeks, so that a permanent 
cure is probable. The eighth case has been unable to stand a 
full course owing to nausea, but cysts have been absent for 
some time, with administration on alternate days, so that 
the result is hopeful. There remain one case in which 
relapse has occurred after two full courses and one in 
which the treatment could not be continued owing to the 
vomiting and diarrhoea which it caused. 

Bearing in mind the fact that the cure of these patients 
had been practically given up as hopeless with the ordinary 
hypodermic emetine treatment, and that the standard of 
cure demanded—six weeks' absence of cysts, with daily 
examination—was a very high one, the results must be 
considered promising. Trouble occurred in some cases from 
vomiting, but this was overcome in most instances. Adminis¬ 
tration during or just after a full meal seems to have been 


the best method for avoiding vomiting, probably owing to 
the acidity of the stomach contents at this time. Some 
patients who were reported as vomiting with the first doses 
seemed to acquire a tolerance subsequently. The fact that 
the vomiting is delayed probably means that most of the 
dose is in the intestine before it occurs, so that the comfort 
of the patient is affected more than the efficacy of the 
treatment. 30 to 36 grains, equivalent to about 10 to 
12 grains of emetine hydrochloride, has been regarded 
as a full course, and the daily dose has varied from 2 
to 4 grains, given in capsules. 3 grains, representing 
1 grain of emetine hydrochloride, seems to be a good average 
daily dose, and 12 such doses may be given in succession, 
unless giddiness, depression, or diarrhoea become severe. 
The frequency of vomiting is in no way comparable to that 
seen with the ipecacuanha treatment, and there is no need, 
as a rule, to restrict diet, to keep the patient recumbent, 
or to adopt the precautionary measures which the ipecacuanha 
treatment entails. The daily dose suggested of 3 grains of 
double iodide is equivalent in emetine to some 60 grains of 
ipecacuanha. 

Several other cases, privately treated, are still under 
observation, but the results, which Dr. G. C. Low and others 
have kindly communicated to me, are similarly promising. 
A further trial is in progress at another military hospital, 
through the kind interest of the commanding officer and of 
Mr. 0. C. Dobell, who is responsible in this instance for the 
protozoological findings. One fresh case of acute dysentery 
has been treated by Dr. Low with daily doses of 3 grains 
of the double iodide, with results apparently as good as 
those of the hypodermic emetine treatment. If it be 
a fact that the residual infection, with healing ulceration, 
is more accessible to the emetine given by the mouth, 
it may be worth while to consider whether the later 
doses of the usual course of emetine, given in an acute 
case, would not with advantage be given as the double 
iodide. It seems possible that the risk of subsequent 
“ cyst-carrying ” might thus be diminished. The possibility 
of using the emetine-bismuthous-iodide prophylactically 
seems to me also well worthy of consideration. I believe 
that most men could take a grain or so every few days 
without any notable effect on health, comfort, or efficiency. 
I am having some tablets prepared, keratin-coated, as an 
additional safeguard against vomiting, and will try them on 
some normal subjects in the first instance. Experience 
would have to show how small and infrequent a dose would 
give protection to those exposed to the chance of being 
infected. A drawback to the wide use of the compound as 
a wholesale prophylactic would, under present conditions, 
be the expense entailed. The ordinary emetine salts are 
expensive enough, and the extra trouble of making the 
double iodide will presumably make the latter, dose for dose, 
even more costly, though the difference should not be very 
large. 

My best thanks are due to the gentlemen above men¬ 
tioned, who have interested themselves in the trials recorded, 
and to others who are giving their cooperation in those still 
in progress. 

Reference .—Du Mez: Philippine Jour, of Sci. (B) X., p. 73,1915. 


Dr. T. G. Moorhead, F.R.C.P. Irel.,Captain,R.A.M.C. 
(at present on foreign service), visiting physician to the 
Royal City of Dublin Hospital, has been elected professor 
of practice of medicine in the School of the Royal College of 
Surgeons in Ireland, in room of Sir John Moore, retired. 

An Examination fob Maternity and Child 
Welfare Workers. —In order to assist local authorities in 
the selection of suitable child welfare workers the Royal 
Sanitary Institute have just established an examination in 
sequence with the present examination for health visitors, 
but requiring a wider experience and a more developed 
knowledge of the subjects cognate to child welfare, including 
ante natal conditions and the various laws and regulations 
relating thereto. The examination will be supplemental to 
the health visitors’ examination, the certificate for which is 
one of the qualifications named in the General Order of the 
Local Government Board (1909) relating to the office of 
health visitor and school nurse. It is proposed to hold the 
first examination in London on Dec. 8th and 9th. A syllabus 
has been issued and can be obtained from the Secretary of 
the Royal Sanitary Institute, 90, Buckingham Palace-road, 
London, S.W. 
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A NOTE ON 

THE NECESSITY FOR PROLONGED 
TREATMENT IN CASES OF 
INFANTILE PARALYSIS. 

By FRANCIS HERNAMAN-JOHNSON, M.D. Aberd., 

CAPTAIN (TEMPORARY), R.A.M.O. ; CONSULTING RADIOLOGIST, 
ALDERSHOT COMMAND, ETC. 


Much of our treatment of the weakness and deformity 
which may result from an attack of poliomyelitis fails owing 
to lack of proper “following up.” I am fortunately able to 
illustrate the good effects of perseverance by giving notes 
and illustrations of the present-day condition of a child 
whose case I reported in The Lancet of June 24th, 1911 
(p. 1700). The following is a quotation from that part of my 
article which described what was found in that case. 

“ The patient, a girl aged 5 years, suffered from infantile 
paralysis of the right lower limb. The attack had occurred 
at the age of 18 months. The child was wearing an 
appliance weighing 61b., the main feature of which was a 
heavy steel running up the leg from ankle, to waist and 
secured round the latter by a metal band. The patient pro- 

f jressed by a curious hopping motion, dragging the affected 
imb behind her, with the foot everted almost to a right 
angle. The limb had shown no improvement for two years. 

“ On examination I found all the muscles below the knee to 
be completely paralysed, so that the condition known as 
* flail-ankle ’ obtained. The thigh and buttock muscles were 
small and weakly, but they responded fairly well to faradic 
stimulation. Partial subluxation of the knee-joint was also 
present, partly due to the lack of tone in the biceps and 
quadriceps femoris, but chiefly depending on the complete 
failure of the gastrocnemius. The whole limb was shrunken, 
and showed 2i inches of relative shortening. It was, more¬ 
over, cold and clammy to the touch, with a temperature 2°F. 
below that of its fellow, a condition which I judged to 
be in part due to the weight and rigidity of its supporting 
apparatus. (Fig. 1 shows the diseased limb.) As is fre¬ 
quently the case in such limbs, sensibility to pain and 
changes of temperature was greatly diminished, although 
tactile sensation remained unaffected. A careful electrical 
investigation led me to conclude that the leg muscles were 
probably hopeless, but I nevertheless made bold to tell the 
parents that I would enable the child to do without external 
irons and that she need wear no support of any kind above 
the middle of the thigh.” 


A special boot was constructed (weighing only 21b.), in 
which light steel supports were concealed. (Fig. 2.) Under 
treatment by electrical stimulation a very rapid increase in 
size and power occurred in the buttock and thigh muscles. 
At the end of two months—when the treatment was 
suspended—there was not, however, any sign of improvement 
below the knee. 

The child has been seen twice yearly until recently and has 
had about a month’s electrical treatment on each occasion. 
At the end of two years I was surprised to find that power 
was beginning to return in the calf muscles, and the ‘ 1 relative 
shortening ” had decreased from 2\ to inches. I took 
away some of the support from the knee, and a year later 
removed it all. Early in 1915, four years after the patient 

Fig. 1. Fig. 2. Fig. 3. 



Fig. 1.—1911. Shows backward displacement of kneo and atrophy of 
calf muscles. 

Fig. 2.—1911. Specially devised boot; no external irons, weight 2 lb. 
Artificially padded calf. 

Fig. 3.—1915. The curve of the leg has become normal, tone having 
been restored in the hamstring and calf muscles. 

was first examined, some amount of control on the ankle- 
joint had been regained, and the affected limb is now only 
one inch shorter than its fellow. The child now wears an 
ordinary boot with a little leather stiffening, and an internal 
raised sole. 

Fig. 3 is unfortunately not so good a photograph as Fig. 1. 
It shows nevertheless that the curve of the leg has become 

normal—a result due to the 
restoration of tone in the 
hamstring and calf muscles. 

Figs. 4 and 5 demonstrate 
that pari passu with the visible 
improvement, the size and 
density of the bones have 
increased. 

The above is an example of 
a case properly dealt with over 
a period of years. There is a 
converse to such a picture—I 
have seen cases apparently 
much less severe go completely 
to the bad for want of constant 
attention. 

Any apparatus which may 
be necessary needs frequent 
modification. Support must 
not be abruptly withdrawn 
from a recovering muscle, or 
it will relapse. On the other 
hand, if more aid is given than 
is necessary, progress will be 
retarded. In a favourable 
case the relative shortening of 
a limb should grow less year 
by year, and therefore any 
boot extension mnst be altered 
accordingly. 

The above is the mechanical 
side of the question. The 
physiological aspect is equally 
important. As to prognosis, 
the case here illustrated shows 
that an unfavourable opinion 
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is not always borne out by subsequent events, even though 
based on careful investigations. In most cases the prognosis 
is inseparably bound up with the treatment. The effect of 
electrical stimulation" on nerves and muscles which still 
retain some power of response is rapid and marked. A 
surprising difference may be brought about in six or eight 
weeks, and the general growth of the limb is accelerated for 
some months afterwards. So long, however, as the child 
is growing, there is a chronic tendency for the affected limb 
to lag behind its fellow, and there is thus need in young 
children for a short course of treatment at least twice 
yearly. 

The therapeutic lessons which have been learned in con¬ 
nexion with infantile paralysis are of special interest at the 
present time, as the rules to be followed are for the most 
part equally applicable in dealing with war injuries to nerves 
and muscles. The three following, at least, should always 
be kept in mind :— 

1. A muscle which is chronically overstretched cannot 
recover. It must be relaxed by means of a suitable splint. 
This principle was insisted on by Robert Jones many years 
ago, and its importance cannot be over-emphasised. 

2. When such a muscle responds moderately well to 
faradism—or, in more modern terms, to the small or 
medium capacities of the Lewis Jones instrument—its 
recovery will be greatly hastened (and in some cases even 
determined) by daily rhythmical electrical stimulation. The 
relaxed position must, however, be maintained throughout. 

3. Exercise, whether voluntary or electrically provoked, 
must never be carried to the point of fatigue. The con¬ 
traction of a muscle should be not less vigorous—with the 
same stimulus—at the end of a sitting than at its com¬ 
mencement. It is better that recovery should be delayed by 
over-caution than that it should be made impossible by 
excess of zeal. 

Cavendish-square, W. 


SIX CASES OF WOUNDS OF THE BUTTOCK 
WITH PERFORATION OF THE 
INTESTINE. 

By R. B. BLAIR, M.B. Edin., F.R.C.S. Edin., 

CAPTAIN, R.A.M.C, 


This short series illustrates the grave results which may 
accompany wounds inflicted by rifle or shrapnel bullets or pieces 
of shell in the region of the buttocks. I have learnt by per¬ 
sonal experience that these wounds frequently penetrate the 
peritoneal cavity and cause injury to the viscera, and that 
they should therefore be subjected to the most careful in¬ 
vestigation. During the last four months six cases of 
buttock wounds have been admitted into a ward under 
my charge at a clearing station. Some of these on first 
examination were thought to be slight, but subsequently 
proved to be of vital importance. If the wound is probed 
and the track does not appear to pass towards the peritoneal 
cavity, one may be led to infer that the abdominal viscera 
have escaped injury. The first of these reported cases shows 
that this test may be fallacious, and that further investigation 
is necessary. 

It is frequently far from easy to be certain that penetration 
of the abdominal cavity has occurred. The signs and sym¬ 
ptoms of such a lesion may be self-evident, or, on the other 
hand, so anomalous as to give rise to great uncertainty. In 
those cases easy of diagnosis the general appearance of the 
patient is typical. The abdominal facies, pallor, sunken 
eyes, and anxious expression, the legs drawn up, and respira¬ 
tions rapid and thoracic in type, present an unmistakable 
picture. The abdomen is rigid and tender, vomiting is 
present, and the pulse is rapid and wiry. 

Difficulties in diagnosis arise when such symptoms are 
slight in degree. The facial appearance may not assume 
an abdominal character, but generally a look of distress 
is present. Vomiting may be a delayed symptom, 
although nausea is often complained of. Abdominal pain 
may be slight and only elicited on pressure. Rigidity of the 
abdominal wall may be absent, and tenderness may be 
limited to one localised part. The character of the pulse 
is perhaps the most important sign—its rate is invariably 


increased, it becomes small in volume, thready, and may 
be irregular. 

The most important guides, then, are the pulse and facial 
appearance. As one famous consultant remarked on seeing 
one of these cases, “Yes, he looks more ill than a buttock 
case should.” If the wound be probed, the track may or 
may not pass in the direction of the abdominal cavity. In 
all cases of doubt it is necessary to enlarge the wound 
and explore it thoroughly. 

The first of these cases is a striking illustration of many of 
the points to which I wish to draw attention. 

Case 1.—Shell wound of left buttock. History. —Wounded 

at 10 a.m. on April 18th; arrived at V- at 10 p.m. same 

day, when he had cocoa to drink and vomited soonyafter- 
wards. He reached the clearing station at 1.30 a.m. on 
April 19th. He walked into the ward, said he was slightly 
wounded, asked for some cocoa, and said he wanted to sleep. 
He slept well, had a breakfast of tea and bread-and-butter at 
7.30 a.m., and was sick once at 9 a.m. At 1 p.m. he passed a 
small, loose, dark motion, and said he felt much better. He 
complained of some abdominal pain, which he referred to 
the concussion of the shell. 

On examination the patient did not look seriously ill; he 
showed no pallor, but there was an expression of distress. 
The pulse was rapid (110 to 120) and small in volume. The 
abdomen moved well on respiration, and rigidity was not 
present. There was Blight tenderness on palpation over the 
brim of the pelvis on the right side; percussion gave a 
resonant note. The entrance wound, 1 inch above the left 
tuber ischii, had an inward and slightly upward direction 
towards the natal cleft. Vomited matter, dark-brown in 
colour, not stercoraceous, and small in quantity. When the 
patient was first seen by Colonel H. M. Rigby he was 
standing upright, quite unconscious of his serious condition. 

Operation at 4p.m., April 19th. —The buttock wound was 
laid open and the track was found to pass towards the 
coccyx, which was fractured. On this discovery it was 
decided to explore the abdomen. This was done by a 
median incision between the umbilicus and the pubes. On 
opening the peritoneal cavity no free blood was found. 
There was evidence of peritonitis in widespread patches 
of lymph along the lower coils of the small bowel. The 
lowest portion of the ileum was found adherent in the right 
iliac fossa, where free fluid like small bowel content was 
present. Free fluid was also present in the pelvis. An 
oblique tear 1 inch in length was found in the wall of the 
bowel about 18 inches from the ileo-ca^cal junction. Just 
inside the intestinal lesion there wa9 a ragged piece of 
shrapnel about the size of the terminal phalanx of the 
thumb, within the lumen of the bowel. It was thought 
Decessary to resect the damaged portion, and about 2 inches 
were removed. An end-to-end anastomosis was done with 
sutures of linen thread. The free fluid was mopped up with 
dry gauze ; no other lesion was found. A rubber dram was 
introduced into the pouch of Douglas, and the abdominal 
wall closed in layers with catgut. During the operation the 
patient had two pints of saline given subcutaneously. 

Recovery was uninterrupted. The drain was removed on 
the fourth day, and secondary sutures were introduced into 
the buttock wound on the fifth day. The bowels were moved 
on the fourth day. On the tenth day after the operation 
the patient was evacuated to the base. 

There are many points of interest in this case, but the 
most striking was the almost complete absence of symptoms 
indicating a severe abdominal injury. The patient was able 
to walk into the ward 13j hours after being wounded, and 
was able to stand up 15 hours later. He had delayed 
vomiting in 12 hours after he received his wound, although 
he had had fluids to drink. The severity of the lesion was 
obscured by the absence of definite physical signs, the 
extraordinarily good condition of the patient, and the mis¬ 
leading direction of the track of the missile. 

The following are brief notes of the five remaining cases, 
to which slight reference has been made. 

Case 2.— Shell wound of right buttock. Wounded 10 a.m., 
Dec. 19th, 1915. Admitted 8 a.m., Dec. 20bh. Entry wound 
situated 2 inches below and behind the anterior superior 
spine on the right side. No wound of exit. Vomiting took 
place on the evening of the 19th and once again after 
admission. No complaint of abdominal pain, but tenderness 
was present in the right iliac fossa on palpation. Pulse- 
rate 108. 

Operation. —Laparotomy, right rectus. A small quantity 
of blood was present in the abdominal cavity. A perforation 
was found in the right wall of the ciecum and sutured with 
linen thread. Pelvic drain. Result. —Died at 3 p.m. on 
Dec. 21sfc. Extensive gas gangrene was found in the wall of 
the ciucuni and surrounding tissues. 

Remarks. —The patient did not look like an abdominal case. 
The pulse-rate was increased, and there was tenderness in 
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the right iliac fossa, hut it was only after exploration of 
the wound that it was decided to open'the abdomen. 

Case 3. Shrapnel wounds of buttocks. Wounded at 10 a.m., 
Feb. 13th, 1916. Admitted at 8 A.M., Feb. 15th. Entrance 
wounds one in each buttock. No wounds of exit. Patient in 
bad condition. Repeated vomiting of dark-brown sterco- 
raceous fluid. Pulse 130, thready. 

Operation. —Median laparotomy. A small quantity of free 
blood was found in the peritoneal cavity. Two perforations 
were found in the upper part of the ileum, with a tear in the 
mesentery. Four inches of gut were resected, and an end- 
to-eDd anastomosis was made. One perforation in the rectum 
was sutured. Pelvic drain, Result. —Died four hours later. 

Remarks. —The signs and symptoms of a severe abdominal 
lesion were obvious. The patient bad to remain in a “ dug- 
out " for nearly 48 hours on account of shell-fire before being 
brought to hospital. 

Case 4. —Gunshot wound of left buttock. Wounded 4 A.M., 
March 27th, 1916. Admitted 6 r.M. on same day. Entry 
wound J inch below the natal fold in the middle line of the 
posterior surface of the left thigh. No exit wound. Abdo¬ 
minal pain was felt one hour after the wound was received. 
He felt sick after admission, and vomited once before the 
operation. On palpation tenderness was present in the left 
iliac fossa. Pulse 80, of good quality. 

Operation 10 p.m.— Laparotomy, left rectus. The peritoneal 
cavity contained a considerable quantity of free blood. Two 
small perforations were found in an upper loop of the ileum, 
and were sutured with linen thread. No other lesions 
were found. The bullet was not found. Suprapubic drain 
inserted. Result. —Good recovery. 

Remarks. —The general condition and pulse were good. The 
history of abdominal pain after the wound was received was 
definite. The wound of entrance was below the buttock, but 
when shot the patient was in a stooping attitude. 

Case 5.—Shrapnel wound of left buttock. Wounded 4 r.M., 
March 27th, 1916. Admitted 6 a.M., March 28th. Wound of 
entry in the left buttock. No exit wound. Abdominal pain 
aud rigidity were present ; vomiting took place on the even¬ 
ing of March 27th, and was repeated during the night. 
Pulse 120, feeble. 

Operation.— A catheter passed produced bright blood. The 
wound in the buttock was explored, and found to have 
fractured the coccyx. Median laparotomy. Multiple wounds 
were found in the small gut, and a tear 2 inches in length 
was found in the superior wall of the bladder. A double 
resection of 18 inches and 4 inches, with end-to-end anasto¬ 
mosis was done, three other perforations were sutured, and 
the tear in the wall of the bladder was closed by suture. A 
fragment of shrapnel was found lying in a fold of mesentery. 
Pelvic drain. Result. —Died on completion of the operation. 

Remarks.— The condition of this case was desperate; he 
looked pinched and collapsed and the pulse was of very 
poor quality. 

Ca»se 6.—Shell wound of left buttock. Wounded 12 p.m., 
April 6th, 1916. Admitted 6 a.m., April 7th. Wound of entry 
in the left buttock ; no exit wound. Tenderness on palpation 
was present in the right iliac fossa and the right lumbar 
region. The patient vomited twice after admission and 
during the night. Pulse 120. 

Operation. —Median laparotomy. A quantity of foul¬ 
smelling fluid was present in the peritoneal cavity, but no 
blood. Peritonitis was generalised. Two perforations were 
found in the ileum, 12 inches from the ileo-ctecal junction ; 
they were sutured with linen thread. No fragment of 
metal was found. A pelvic drain was inserted. Result. —A 
ftecal fistula developed on the fourth day after the operation. 
The patient was evacuated to the base on the eleventh day 
after the operation. The discharge was then less, the pulse 
was 96, temperature 99'S 1 F., and the general condition was 
good. 

Remarks.— The patient looked ill, the pulse was rapid, 
there was vomiting, and the direction of the wound was 
towards the abdomen. 

I wish to express my indebtedness to Lieutenant-Colonel 
J. W. Langstaif for his kind permission to publish these cases. 


Sir Robert Woods, ex-President, Royal College of 
Surgeons in Ireland, has been appointed honorary professor 
of larjmgology in the University of Dublin. 

Donations and Bequests. —The Chelsea Hospital 
for Women has received from the Public Trustee a grant of 
£1600 from the Geldart Estate, £50 from the Goldsmiths’ 
Company, and £250from the Rev. Perceval Laurence towards 
the cost of the rebuilding of the hospital.—An anonymous 
gift of £10,000 3$ per cent. War Loan has been received by 
the governors of the Sheffield Royal Hospital.—By will the 
late Rev. George Birkett Latreille, Brownswood Park, 
Finsbury Park, bequeathed 1000 guineas to the Great 
Northern Hospital, Holloway, for the endowment of a 
“ George and Philos Bed.” 


Clinical Holts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


A CASE OF DOUBLE CERVICAL RIB. 

By Harold F. Renton, M.D., B.S. Lond., M.R.C.S., 
L.R.C.P. Lond. 

Cases of cervical rib are by no means uncommon, but the 
history of a case that came recently under my notice would 
seem to make it of sufficient interest to justify its 
publication. 

The patient, a man aged 42, had been under treatment for 
a considerable period for what he called "dyspepsia.'' This 
consisted of pain whicli passed in girdle fashion along the 
left ribs from the axilla towards the breast and backwards 
towards the scapula. The pain had no relation to food, how¬ 
ever, and nothing gave him relief. He came to see me on 
May 14th of this year complaining that he had injured his 
neck. He had been lifting a heavy sack of Hour and had 
slipped in some manner, so throwing the whole weight of 
the sack against the side of his neck. Since the accident he 
had been troubled with persistent pain on the left side of the 
neck and a dull, aching pain down the left arm. The pain in 
the arm followed the inner aspect of the limb and passed 
downwards to the third and fourth fingers and the inner side 
of the ring finger. There was, moreover, a feeling of 
numbness on the inner and back aspect of the upper arm. 
The patient complained that his three inner fingers seemed 
to be asleep, and that the pain in the arm iyas worse when 
the limb was allowed to bang loose, vertically downwards, 
and when he rested his head on his pillow at night. 

Examination .—There was no superficial bruising or dis¬ 
colouration. The muscles of the left side of the neck 
appeared to be very highly developed, more so than those of 
the right, which was strange considering that the patient 


Radiogram taken from behind showing cervical ribs. A, left; B, right. 

The tirst and second dorsal ribs on each side are marked 1. and 11. 

was a right-handed man, and there was a large swelling com¬ 
pletely filling the left supraclavicular fossa. The swelling 
was hard and immovable, and pressure upon it caused acute 
pain. The subclavian artery could be felt passing outwards 
across its surface and was proved to have no connexion with 
it. The movement of the arm was free in all directions, and 
the patient only complained of pain when the limb was 
pulled vertically downwards. There was no amesthesia of 
the arm, though sensation along its inner aspect as far as the 
fingers was somewhat impaired. The power in the left hand 
was good. There was no delay in the radial pulse as com¬ 
pared with the right side, aud the hand was warm aud of 
good colour, proving that there was no interference with 
the circulation. A diagnosis of left cervical rib was made. 
The patient was subjected to X ray examination and the 
diagnosis was confirmed. Moreover, the presence of a small 
cervical rib upon the right side was revealed. 

The photograph of which the accompanying illustration 
is a reproduction was taken in the following manner. The 
patient was placed upon his back upon a couch, the head 
being allowed to hang just over the edge. This position 
served to separate the ribs and throw the lower jaw away 
from the region of the neck. The plate was placed behind 
the patient, the exposure allowed being 45 seconds. A 
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mammoth tube was employed, the “ rays ” passing vertically 
from a distance of 20 inches. 

The interest of the case would seem to be centred in the 
following points. 1. The absence of symptoms, with the 
exception of the girdle pain, until the day of his accident. 
In a young individual symptoms are rare at first, but when 
the sufferer has reached the age of the patient under dis¬ 
cussion pressure symptoms are commonly present. 2, The 
possibility that the accident had resulted in partial dis¬ 
location of the cervical rib, so inducing an acute onset of 
the typical symptoms. 3. The great length of the cervical 
rib as shown in the X ray photograph. 4. The explanation 
of the distribution of the pain. 

The pain down the inner side of the arm and affecting the 
inner fingers, as described above, was due to pressure upon 
the lower nerve trunk of the brachial plexus, resulting in 
sensory disturbance in the areas of skin supplied by the 
lesser internal cutaneous, internal cutaneous, and ulnar 
nerves. The pain spreading in girdle fashion round the 
left ribs, which had been attributed to dyspepsia, was 
probably reflex in origin, passing from the lesser internal 
cutaneous to the second intercostal nerve by way of the 
intercosto-humeral nerve which communicates with both. 

Oldham. 

A CASE OF OMENTAL FIBROMA. 

By E. Mansel Sympson, M.D. Cantab., M.R.C.S., 

HONORARY SURGEOIf, LINCOLN COUNTY HOSPITAL; LIEUTENANT-COLONEL, 
R.4.K.C. (T.F.), 4TH NORTHERN GENERAL HOSPITAL. 


As peritoneal or omental fibromata are not very common it 
seems worth while placing the following on record. 

The patient, a married woman aged 37, was sent to 
me by Mr. H. H. Ballachey, of Heckington, and admitted 
to the Lincoln County Hospital on May 9th suffering 
from an abdominal tumour. She had had four children 
(three now living), one miscarriage 11 years ago, the last 
child having been born seven years ago. For eight 
years past she had noticed a “lump” growing in the 
left iliac fossa. In September, 1915, this suddenly in¬ 
creased in size and became more centrally placed in the 
abdomen. She complained of a good deal of abdominal pain 
(rather vague, dragging and referred to the epigastrium), 
and had had several attacks of vomiting. Neither of these 
had borne any time relation to food. The bowels generally 
were rather confined, and there had been some loss of weight. 
She was amemic and emaciated. A plainly visible tumour 
occupied the entire umbilical, lower partof the epigastricand 
the major part of the left iliac fossa, moving with respiration. 
It was very freely movable within the abdomen, attended 
with little discomfort to the patient. It appeared to consist 
of a hard central portion, surrounded by a very soft but not 
exactly fluid peripheral part. No pulsation was felt in the 
tumour. The percussion note over the whole tumour was 
dull, otherwise the abdomen was normal. Examination per 
vaginam ; Uterus normal in size, freely movable irrespective 
of the tumour. Right ovary felt to be normal; left one could 
not be felt owing to the left fornix being occupied by the new 
growth. As she was menstruating operation was delayed until 
May 15th. A central incision about 6 inches long was made 
with its centre at the umbilicus. The tumour presented itself 
at the wound directly the peritoneal cavity was opened. It 
was possible to lift the tumour bodily out of the abdominal 
cavity, when it was found to be attached to the great omentum, 
which covered it entirely, by a flattened pedicle about 1 inch 
wide and several inches in length (joined on to a piece of 
small intestine), which carried two large arteries and two 
large veins which were continuous with the vessels of the 
great omentum. This pedicle was ligatured, cut, and the 
tumour, which weighed 6$ lb., removed. Beyond a clot of 
coagulated lymph in the pouch of Douglas and'some engorge¬ 
ment of the omental vessels, the contents of the abdominal 
cavity seemed quite healthy ; the uterus, ovaries, and uterine 
ligaments certainly were so. The wound was closed, the peri¬ 
toneum being sewn up with continuous catgut sutures and 
the skin wound with intermittent silkworm gut sutures. The 
operation lasted 25 minutes. Open ether was administered 
as the amesthetic. The patient made a speedy convalescence 
and was discharged one month after the operation, having 
gained 1 st. in weight. 

The tumour was sharply divided, apparently into two 
entirely separate zones. The outer cortical one had 
obviously undergone complete colloidal degeneration, and 
was soft and gelatinous in consistence. The inner part 
or medulla of the tumour was hard, white in colour, 
and friable in parts. The entire tumour was distinctly non- 
vascular, except for the vessels at and in the pedicle. The 
Clinical Research Association reported on it microscopically 


as follows: “ The tumour is composed of a connective 
tissue stroma with cell elements varying in different parts. 
The general structure is that of a fibroma, undergoing 
degenerative changes, with large areas of necrosis. There 
is no evidence that it is a malignant growth.” 

For the notes and for kind and skilful assistance at the 
operation I have much pleasure in thanking our resident 
medical officer, Mr. W. F. Stiell. 

Lincoln. 


CASE OF FOUR DAYS’ STRANGULATED HERNIA 
IN A CHILD 15 DAYS OLD; RECOVERY. 

By Ida M. Guillaume, L.R.C.P. & S. Edin., 
L.R.F.P.S.Glasg., 

SENIOB HOUSE SURGEON, CLATTO.N HOSPITAL. WAKEFIELD. 


A male child aged 15 days, very emaciated and apparently 
dying, was admitted to Clayton Hospital under the care 
of Captain J. W. Walker, R.A.M.C. (T.), senior honorary 
surgeon. 

The history obtained was that for four days the child 
had vomited everything given, had seemed in great pain, 
and had had no motion for that period in spite of 
aperients. On admission, the vomiting was frequent 
and fiecal, and a left irreducible inguinal hernia was 
found. Captain Walker operated immediately on the child. 
Under chloroform the sac, which was tightly strangulated, 
was found to contain large bowel in just good enough con¬ 
dition to be returned to the abdomen. The testicle was found 
to be gangrenous, probably from pressure, and was removed. 
The child made an uninterrupted recovery. The interest¬ 
ing points of the case are: The extreme youth of the patient; 
his moribund condition on admission ; the length of time 
during which, judging by the symptoms, the hernia had 
been strangulated and the fact that the vomiting was 
fieeal ; and the necessary removal of the testicle. In the 
circumstances the recovery was very satisfactory. 

I am indebted to Captain Walker for permission to publish 
the case. 

Wakefield. 
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Physiological Chemistry: A Text-book and Manual 
for Students. 

By Albert P. Mathews, Ph.D., Professor of Physiological 

Chemistry, the University of Chicago. Illustrated. 

London : Baillifre, Tindall, and Cox. 1916. Pp. X.-1040. 

Price 2D. net. 

The author expresses the view that his book may raise in 
the minds of those who read it more questions than it 
answers. The remark is not inappropriate, as biochemistry 
is so recent a subject that to few of its fundamental ques¬ 
tions can we give an answer. A feature of the work is the 
citation of definite experiments rather than conclusions only, 
so that the reader may judge the evidence for himself. 

The text of this well-planned volume is divided into three 
parts. Part I. deals with the chemistry of “ Protoplasm and 
the Cell ” (pp. 1-265) ; Part II. with the “ Mammalian Body 
Considered as a Machine : Its Growth, Maintenance, Energy 
Transformation, and Waste Substances" (pp. 266-847); and 
Part III. with “ Practical Work and Methods ”(pp. 848-1012), 
which gives an account of the course in physiological 
chemistry at the University of Chicago. The scheme and 
details are much on the lines practised in the chemical 
departments of physiological laboratories in this country. 
At the end of each chapter will be found a short list of 
papers—most of them of recent date—bearing on the 
subject dealt with in that chapter. A commendable feature 
is the introduction of the derivation of the scientific words 
used and their meanings. In Part I. the chemistry of 
the carbohydrates, fats, and proteins, and the physical 
chemistry of the cell are longer than is usual. Under the 
term “ Lipins ” are included fats, oils, waxes, phosphatidea, 
and stereols—a heterogeneous group, both physiologically 
and chemically—the group designated “Lipoids” in this 
country. Part II. opens with a short chapter on animal 
heat, in which ample justice is done to Lavoisier and other 
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early French observers. In the references we miss the 
well-known work of Charles Richet, “ La Chaleur Animale,” 
which contains a large number of original observations, 
as well as matters of historical interest. The account 
of the raw materials of food is short, but perhaps 
sufficient. Three chapters are given to digestion and a 
short one to absorption. In the account of the blood 
—the circulating tissue—the author adopts the view of 
Wooldridge, and considers the whole blood, the more liquid 
portions, together with the corpuscles, both red and white, 
the platelets, and the cells lining the blood-vessels, as con¬ 
sisting of a great mass of living protoplasm. Indeed, the 
author goes so far as to state that “ we shall probably not 
go far wrong if we consider the blood plasma as a very 
dilute protoplasm. The processes which occur in it are 
probably the mirror of the processes which occur in all forms 
of living matter.” In the chapter on the brain and nervous 
system the author eulogises the work of Thudichum, “a 
man of extraordinary care, accuracy, insight, and industry, 
whose abilities were much underrated during his life. There 
is now, however, no question that he was far in advance 
of all others in this difficult field.” The absence of 
reserve carbohydrate food in the brain and the entire 
absence of neutral fat are noted as striking and interest¬ 
ing facts, while the medullary sheath of the nerves 
may be a reserve food and a nutritive material. In his 
speculations regarding memory the author suggests “memory 
hormones.” Indeed, “ in the spontaneous oxidation of lino- 
linic acid phenomena closely paralleling memory and learn¬ 
ing occur.” Muscle and connective tissues are dealt with on 
the usual lines, and a somewhat full account is given of the 
“ cryptorrhetic tissues ”—i.e., endocrine glands. A chapter 
is given to the excretions and one to metabolism of the 
body considered as a whole, one to protein metabolism, and 
another to metabolism under various conditions, respira¬ 
tion, and vitamines. 

The book as a whole is excellent in matter and 
agreeably written, with here and there quaint suggestions 
and comparisons, which help to illuminate the text and 
suggest new ideas to the reader. Many facts not recorded 
in Parts I. and II. will be found in Part III., so that in this 
way an overlapping is avoided. The work should prove most 
useful to all interested in physiological chemistry. 


JOURNALS. 

The Philippine Journal of Science. Vol. X. Section 15: 
Tropical Medicine. No. 6.—The opening paper of this 
number deals with certain observations made on the treat¬ 
ment of the skin lesions of leprosy with basic fuchsin by 
Dr. Oswald E. Denney, of the Cullion leper colony, 
Philippine Islands. He treated 132 cases with various 
external leprotic lesions, including ulcers, gangrene, &c., 
by means of cotton pledgets soaked in 1 in 1000 aqueous 
solution of basic fuchsin packed into the lesions, and kept 
in place by gauze bandages. A stronger solution—e.g., 
1 in 500—caused a burning sensation, and its use was not 
continued. The result of the treatment was that of the 132 
cases the skin lesions were healed in 67, improved in 46, no 
improvement was shown in 14, and 5 died. In this series of 
cases basic fuchsin as an antiseptic proved most satisfactory ; 
as an epithelial and granulation tissue stimulant it brought 
about repair in many instances which had resisted several 
other forms of medication. Apart from the slight burn¬ 
ing sensation caused by the use of the stronger solutions, 
neither discomfort nor toxic effects were noted in any case. 
In consequence of these observations we learn that several 
hundreds of lepers are now being treated with this remedy 
daily in the Philippines, and with equally good results. 
This paper is illustrated by three plates.—Another con¬ 
tribution deals also with the subject of leprosy, and is 
furnished by Dr. John A. Johnston, of the Bacteriological 
Laboratory, Bureau of Science, Manila. The writer gives 
a general account of the history, etiology, and prevention of 
the disease. lie believes that leprosy was imported from 
Japan to the Philippines. The first leper hospital in Manila 
was established by the Franciscan Order in 1633. At the 
present time about 3000 Filipino lepers are interned on 
the island of Cullion. The author defines leprosy as “an 
extremely chronic, practically incurable disease.”—Dr. 
Fernando Calderon writes on tropical obstetrical problems, 
and gives some account of the many superstitions prevalent 
among the native Filipino population concerning pregnancy 


and childbirth. When an obstetrical department was estab¬ 
lished at Manila in 1907 great difficulty was experi¬ 
enced in inducing mothers to come to the institution 
to be confined, most of them preferring to be delivered 
in their own dirty and insanitary homes. But gradually 
the people's confidence has been obtained, and from 
1907 to 1914 some 3707 women have been attended in 
childbirth by the medical officers of the department, with a 
total of 157 deaths, or 4 per cent. There were 171 abortions. 
A number of the deaths occurred in the earlier years when 
many of the cases sent in had been unsuccessfully treated by 
native methods, and arrived at the institution suffering from 
injuries already inflicted or in a state of exhaustion which 
gravely affected their chances of recovery.—Dr. J. S. 
Coulter contributes a study of the pathology of the gall¬ 
bladder and biliary passages in cholera. This observer during 
1913 and 1914 examined post mortem 305 cases, 13 of which 
showed signs of inflammation of the gall-bladder, or about 
4 per cent. This percentage is practically the same as that 
recorded by Major E. D. W. Greig, I.M.S., in his reports 
upon the subject. This number completes Volume X. of the 
Journal, and accordingly a full index is appended. 

The Indian Journal of Medical Research. Vol. III., No. 4.— 
This number contains 15 articles all of scientific or practical 
value. The first is by Captain J. Morison, I.M.S., on the 
Dose of Alum for the Clarification of Water by Precipitation, 
and gives the results of some experiments with the Poona 
water-supply, which, it appears, is liable to considerable 
pollution after every rainfall in the catchment area. The 
best dose of alum for the perfect clarification of a soft water 
is obtained, it seems, by adding half the equivalent weight 
of alum necessary to react completely with the alkalinity 
calculated as calcium carbonate. For a hard water the same 
rule holds, but an equally good clarification can be obtained 
by the use of a smaller dose and a mechanical filter. 
Captain Morison has devised a method of making a colori¬ 
metric estimation of, and hence a check upon, the dose of 
alum actually used. In this method he employs a solution 
of logwood, and with doses in excess or in defect he 
gets a gradation of shades of colour. The clarification 
obtained by adding the optimum dose of alum is not 
affected by the turbidity of the water within the wide 
limits of turbidity found in the Poona water-supply. The 
paper is illustrated by a coloured plate.—Captain Morison, 
in conjunction with Captain W. D. Keyworth, I.M S., also 
contributes an article on Flies and their Relation to Epidemic 
Diarrhoea in Poona, and in it the conclusion is arrived at 
that flies, whatever may happen elsewhere, in spite of their 
number do not contribute appreciably, if at all, to the mor¬ 
tality in the native city of Poona or to the annual epidemic 
of gastro intestinal disease in the Poona cantonment. —Mr. 
R. S. Cree Brown, professor of engineering in the Poona 
College of Science, describes an apparatus for the purifica¬ 
tion of water for troops, illustrated by diagrams, and to this 
Captain Morison adds a note.—In further continuation of his 
special studies of cholera, to which he has already devoted 
so much attention, Major E. D. W. Greig, I.M.S., gives an 
account of some serological investigations and classification 
of cholera-like vibrios isolated from the water of tanks, 
wells, ponds, and river at Calcutta. —Major S. R. Christophers, 
I.M.S., and Sub-Assistant Surgeon Rai Sahib Khazan Chand 
(of the Central Malaria Bureau,Kasauli) describe a tree-hole¬ 
breeding anopheles from Southern India, A. (ccelodiazesis) 
culiciformis, Cogill, with an illustrative plate.—Major W. F. 
Harvey, I.M.S., director of the Central Research Institute, 
Kasauli, writes on the Measurement of the Degree of Agglu¬ 
tination of Bacteria. He is of opinion that the degree of agglu¬ 
tination produced by a serum can be satisfactorily measured by 
using a suspension which has been standardised by weighing 
the bacterial substance and suspending it in unit volume of 
fluid. The degree of agglutination is most delicately deter¬ 
mined by using time as a measure instead of dilution of 
serum. The test is greatly refined by using a heavy suspen¬ 
sion, with distilled water as menstruum and diluent, and by 
separation of the stages of occurrence of agglutination. 
The modified test is said to be rapid, simple, delicate, and 
definite.—Major Harvey also contributes two other articles— 
namely, a note on vaccination, and some remarks on the 
investigation of an epidemic.—In a highly technical paper 
Major A. McKendrick, I.M.S., director of the Pasteur 
Institute of India, discusses the Applications of the Kinetic 
Theory of Gases to Vital Phenomena. This paper, which is 





190 The Lancet,] 


NATIONAL INSURANCE ACT. 


[July 29,1916 


illustrated by diagrams, was read before the Physical Section 
of the Indian Science Congress at Lucknow.—A contribution 
to the study of kala-azar is furnished by Lieutenant-Colonel 
J. W. Cornwall, I.M.S., in association with Military 
Assistant Surgeon H. M. La Frenais, illustrated by several 
plates. These experts found that Leishmania flagellates 
can survive in the bug for at least 29 days, and they suggest 
the possibility that a hitherto undescribed phase of the 
parasite of kala-azar may occur in the bug’s stomach. They 
found, however, little to support the view that this disease 
is transmitted directly by the bug to man, but the subject is 
being further investigated.—Colonel Cornwall, in conjunc¬ 
tion with Sub-Assistant Surgeon S. Ramasamy Aiyar, of the 
Pasteur Institute of Southern India, discusses the subject of 
Arneth's index in laboratory rabies—Dr. Vishnu T. Korke 
writes on a nosema (Nosema pulicis, N.S.) parasitic in the 
dog-flea (Ctenocephalus fells), illustrated by a plate.—A 
contribution to the study of hremoprotozoa in Portuguese 
India is supplied jointly by Captain Froilano de Mello, 
professor at the Medical College of Nova Goa, and Dr. L. J. 
Braz de Sa, assistant in the bacteriological laboratory at 
Nova Goa, This paper is illustrated by a coloured plate.— 
A report is published from the Kitchener Indian Hospital 
at Brighton on Pyorrhoea Alveolaris and Associated Con¬ 
ditions among Indians and Europeans. In it an interesting 
account is given of the inquiry carried out by a committee 
of five members, four of whom were officers of the Indian 
Medical Service, with whom was associated Mr. H. L. 
Dorrell, dental surgeon to the hospital.—The last con¬ 
tribution is furnished by two civil assistant surgeons— 
namely, M. Kesava Pai, M.D., and S. Rama Krishnan, 
L.M.S.—on the Differentiation of Dysentery Bacilli by their 
Agglutination Reactions.—This number completes the third 
volume of the Journal , and accordingly an index of 
authors and another of subjects is appended. 


NATIONAL INSURANCE ACT. 


A Panel Practitioner and Service Outside hit Area. 

A successful claim for fees was made in the Liverpool 
county court recently in somewhat unusual circumstances. 
Mr. M. R. Maher sued the widow and administratrix of the 
late Mr. S. J. Bland for £13 3 1 . 6 d., on account of 
medical attendance upon her in 1913. The services claimed 
for were rendered before the husband died, and the debt was 
disputed on the ground that as Mr. Maher was Mrs. Bland’s 
panel doctor he could not charge for attending her. It 
was also denied that any special arrangement for his 
attendance, as alleged by him, had ever been made. 
The plaintiff's case, however, was that after he had been 
in attendance on Mrs. Bland it was found that a serious 
operation was necessary, and she was removed to a nursing 
home for that purpose, the proposal that she should go into 
a public hospital at Liverpool being rejected. In these 
circumstances Mr. Maher was specially requested by the 
husband to attend her at the nursing home, and he 
accordingly did so, three operations being performed on 
different dates. The nursing home was at Waterloo, at 
some distance from the plaintiff's residence and practice, 
and he was particularly told by the husband to spare no 
expense. This, as has been stated above, was denied by 
witnesses on behalf of the defendant. His honour Judge 
Thomas, however, held that it was unreasonable to suppose 
that Mr. Maher would undertake to attend Mrs. Bland at 
Waterloo unless he were to be paid for going so far from 
home. He considered that the plaintiff was entitled to 
charge for his visits to Waterloo but not for attendance 
before the patient went there, and that he was not entitled 
to charge attendance fees at Waterloo as well as fees for 
the operations. He gave judgment for the plaintiff for 
£9 Os. 6 d. with costs. 

Panel Practitioners and the Military Sendee Act in .Lotidon. 

At a meeting of the Local Medical and Panel Committees 
for London held on July 18th a report was considered from 
the committee appointed to confer with the Insurance Com¬ 
mittee on the position of panel practitioners under the provi¬ 
sions of the Military Service Act, 1916. The attention of the 
Committee had been specially directed to the list of practi¬ 
tioners liable to be selected for commissions in the Royal 
Army Medical Corps on August 7th. The majority of these, 


it was found, would be able to make satisfactory arrange¬ 
ments for their patients if it should become necessary for them 
to do so, but in other instances, reduced eventually to 36 
names, considerable difficulty would be experienced. These 
36 names, together with the reasons why they should be 
retained in civil practice, have accordingly been forwarded 
to the Commissioners, who will make the necessary repre¬ 
sentations to the military authorities. The chief point to 
which the Committee directed its attention was the difficulty, 
varying according to the district, of obtaining full-time 
deputies or of securing the whole-hearted cooperation of 
non-panel practitioners in undertaking the obligations of 
panel practitioners called up for service. Special con¬ 
sideration should, the Committee thinks, be given to areas 
in which in normal times all or most of the practitioners 
are on the panel, these being as a rule densely populated 
districts. A substantial number of practitioners from such 
areas are already serving, and further depletion of the ranks 
of panel practitioners must seriously affect the efficiency 
of the medical service provided. 

Panel Practitioners and the Report of the Royal Commission 
on Venereal Diseases. 

The report of the special subcommittee appointed to deal 
with the above report was also in the agenda of the recent 
meeting of the Local Medical and Panel Committees for 
London. Many of the points which engaged the sub¬ 
committee’s consideration naturally affect other practitioners 
equally with those engaged in panel practice, and the 
importance of the subject dealt with claims the atten¬ 
tion of all. The difficulties to which the report in 
question draws particular attention are those arising out 
of the Commission’s recommendation (9) that institu¬ 
tional treatment should, as far as possible, be provided at 
general hospitals. It is feared that patients will select 
a hospital for treatment in preference to going to their 
own medical attendants or to private practitioners, in 
order to secure themselves from the observation of their 
friends. Recommendation (10) runs: "Treatment in any 
institution included in a local authority’s scheme should be 
free to all. There should be no refusal to treat a patient 
who is unwilling to go to his own doctor.” In this connexion 
it is pointed out in the subcommittee’s report that two 
points will have to be weighed carefully. First, the ethical 
question of how far a practitioner, whether on the staff of 
an institution (and so not pecuniarily interested) or not, 
should undertake the treatment of another practitioner’s 
patient before such patient has given notice to his original 
attendant. Secondly, the question of how far the treatment 
of a patient in a hospital, and without payment, is to be 
justified when the patient can secure for himself adequate 
treatment from a private practitioner. Recommendation (12) 
again arises out of the desire that patients suffering from 
venereal diseases should be able to obtain treatment in 
hospitals, with the apparent implication that venereal 
diseases are to be placed upon a different basis from other 
illness. This recommendation runs: “Special arrange¬ 
ments, such as evening clinics, should be made for the 
treatment of- out-patients at hours convenient to the 
working classes.” It is pointed out here that evening clinics 
at general hospitals cannot fail to be regarded with anxiety 
by private practitioners in the neighbourhood. These clinics 
also, if open only to venereal cases, will mark out as such 
those who seek treatment at them, and surreptitious 
attendance will be necessary on the part of patients who 
wish their friends not to know of their condition. If, on 
the other hand, evening clinics are opened to include all 
kinds of disease, the competition with practitioners in 
the neighbourhood will become even more severe, and 
the abuse of hospital treatment more frequent. The report 
suggests that the chief value of special hospital clinics 
will be in the provision of opportunities for medical practi¬ 
tioners to bring or send difficult cases for consultative advice, 
and that in fixing the time there should be consideration 
for the convenience of the practitioner should he desire to 
attend. 


Free Training to Belgian Doctors.— We tinder- 
stand from the Dean of the University of Liverpool that 
instruction in tropical medicine is being offered free of 
charge to Belgian doctors in this country by the Liverpool 
School of Tropical Medicine. 
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THE MEDICAL TREATMENT of CANCER 


Revue Moderne do Medeclne etde Chirurgie. 

As a result of over ten years’ research work on Cancer Dr. 
Ganbe du Gers produced a new Colloidal Copper Hydroxide 
which has given remarkable results in arresting the 
progress of the disease, loss of pain, and great improve¬ 
ment in the general condition of the patient. Locally, these 
results are manifested by a transformation of the lesions, 
leading to their cicatrisation, in a greater or less period, to 
the diminution in their size, and finally to the disappearance 
of the diseased glands. Dr. Gatibe du Gers’ Cuprase is 
employed in subcutaneous injections made very slowly in the 
gluteal region, with a needle of about 0 03 cm. at the rate of 
an ampoule every four days, which should be continued in 
the same manner as long as necessary. These punctures 
are not generally painful and do not produce any local 
reaction. Cuprase is not toxic. 

Dr. Clerici has published a rfisumfi of over sixty clinical 
histories from various Italian doctors and concludes as 
follows: “To sum up, Cuprase has given positive results in 
about 94 % of the cases in which it has been employed for a 
sufficiently long periol, and some brilliant results in about 
20% of these cases. Henceforth, it may be affirmed that 
among the internal remedies for cancer Cuprase is the one 
which has produced the most successful results, and can 
under certain circumstances compete with surgical methods, 
even so far as the rapidity of their results are concerned.’’ 
It should be remarked that all , or nearly all, the observatwns 
refer to inoperable cases in which the prognosis was unfavour¬ 
able at an early date. Dr. Mancini Paul, physician to the 
hospitals at Rome, says: “In the present state of anti- 
cancerous chemotherapy, there is no product, both from the 
theoretical point of view and from that of positive results, 
which is superior to Cuprase. ” 

Extract from Proceedings of the Royal 

Society of Medicine, February, 1913: — 

Dr. George Herschell : During the last year a con¬ 
siderable amount of work has been done in the treatment of 
cancer by colloid copper, and I do not think it should be 
passed over in this discussion without careful consideration. 
I am able to find histories of fifty-three cases reported in the 
French Medical Press, in which a cure was claimed in fourteen 
cases (26 7%) and improvement in thirty-six cases (57 9%). 
In three cases no good appears to have resulted. Making 
every reservation for unreported cases in which success was 
not obtained, I think that we must admit that some good 
results have followed the use of colloid copper in cancer 
unless we are prepared to assert that all the medical men 
who have reported these cases are engaged in a gigantic con¬ 
spiracy for their own ends to delude the medical public of 
all nations. In some of the reported cases the diagnosis is, 
I admit, open to question. For instance, one case, in which 
a cure followed the treatment, was obviously one of duodenal 
ulcer and not cancer of the stomach. But in others, in 
which equally good results have been reported, the diagnosis 
was confirmed by men of the very highest standing. 

There are two kinds of colloid copper. The electrically 
prepared colloid which is manufactured by passing an electric 
arc through copper plates immersed in water, and the 
chemical colloid which results from the slow reduction of 
copper in the presence of albumosic acid. Theoretically, the 
electric colloid should prove most efficacious, as the particles 
of copper are reduced to the finest state of subdivision. 
Clinically, however, the chemical colloid appears to give 
the best results. In the following cases chemically prepared 
colloid was used. Experimentally, it has been proved: 
(1) That particles of colloid copper can be demonstrated in the 
granulations of cancerous growths after two or three injec¬ 
tions of the colloid ; and clinically (2) There is invariably 
great relief from pain ; (3) Appetite and strength return 
and the patient puts on flesh ; (4) There is in many cases 
a diminution in the size of the tumour ; (5) The injections 
are absolutely non-toxic, although in many cases an 
inflammatory reaction is manifested in the cancerous growths. 


As regards my own personal experience in the use of this 
method of treatment in addition to my own cases, I have 
had an opportunity of observing the effects in the practice 
of some of my medical friends, and in nearly all cases the 
progress of the disease appeared to be arrested. 


OBSERVATIONS. 

SUPERFICIAL CANCERS. 

Skin, Lips, Mouth, Pharynx, Tonsils, Tongue. 

Rodent Epithelioma of the External Canthus of the Left Eye 
with Destruction of the Eyelid. Dr. Arnaldo Taparelli, 
Assistant at the Royal Clinic for Skin Diseases, Modena. 

Cancer of the Lachrymal Sac, Relapsed. Dr. Nicolo 
Lavagrinese, Cisternino (Bari). 

Ulcerous Cancroid of the Leg. Dr. Raymond Laroche, 
liccncie 6s lettres, ex-House Surgeon of the Hopital de 
Dijon, Ohateau-Landon (Seine-et-Marne). 

Cancer of the Floor of the Mouth and Right Tonsil. Dr. 
Colliere, Saint Amans-des-C6ts (Aveyron). 

Inoperable Glandular 8arcoma of the Tonsil, successfully 
treated by Cuprase and X Rays. Drs. Wolze and 
Alexander Pagenstecher of Brunswick (in Miinohener 
Mediiinisehe Woohensohrift , No. 19, May, 1913). 

Tonsillar Neoplasm treated by Cuprase. Dr. Caillebar, 
Sandemagnan (Gers). 

Epithelioma of the Larynx and Mouth. Dr. Constant 
Ferrand, Paris. 

Inoperable Epithelioma of the Pharynx and Fauces. Drs. 
Garbarimi of Parma and A. Tomasinelli of Rocabrana. 

Cancer of the Tongue and Fauces. Dr. Bonetti Giacomo, 
Physician at the Sanitary Department, Nnvolera-Brescia. 

CANCERS OF THE DIGESTIVE TRACT. 

Stomach, Intestines, Rectum. 

Cancer of the Stomach treated by Dr. Gaube’s Cnprase. Dr. 
B. Caillebar, Sandemagnan (Gers). 

Cancer of the Stomach. Dr. Amselle, formerly House 
Surgeon, Hupitaux de Nancy, Epernay. 

Cancer of the Stomach : Disappearance of the Gastric 
Tumour. Dr. George Herschell, M.D. Loud., Professor- 
Fellow, Royal Society of Medicine ; Chief Physician, the 
London Hospitals. (Extract from the Proceedings of the 
lloyal Society of Medicine , London, January, 1913.) 

Cancer of the Stomach. Dr. George Herschell, M.D. Lond. 
(see preceding paragraph). 

Cancer of the Stomach. Dr. George Herschell, M.D. Lond. 
(see above). 

Cancer of the Stomach. Dr. George Herschell, M.D. Lond. 
(see above). 

Cancer of the Pylorus. Dr. Rocher, Chief Physician, Hopital 
de Gabarret (Landes). 

Ulcer of the Stomach with Neoplastic Evolution. Dr. 
Jacques Besson, Chalon-sur-Sadne. 

Neoplasm of the Pyloric Region. Dr. Milanof, Charn- 
pignelles (Yonne). 

Cancer of the Stomach. Dr. Antonio R. Gomez, Los Angeles 
(California). 

Cancer of the Stomach. I)r. Antonio R. Gomez, Los Angeles 
(California) 

Cancer of the Stomach. Dr. G. Bossis, Nantes. 

Cancer of the Stomach. Dr. G. Vivien, Issigeac (Dordogne). 

Epithelioma of the Intestine. Dr. G. Bossis, Nantes. 

Tumour of the Ileocmcal Region. Cure. Dr. Chevassu- 
Perigny, Orsennes (Indre). 

Generalised Abdominal Neoplasm of Intestinal Origin. Dr. 
Jacques Besson, Chalon-sur-Saone. 

Cancer of the Rectum. Dr. Cesare Valisi, Rimini. 

Cancer of the Rectum. Dr. Butruille, Mouvaux. 

Colloid Cancer of the Ampulla and Rectum. Dr. G. I.ebarbier, 
formerly Assistant Chief of Laboratory at the Faculty of 
Medicine, Falaise. 

Cancer of the Rectum. Dr. H. at B. (Pas de Calais). 

[Continued on p. 24. 
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OBSERVA TION S—(continued) 

CANCERS OF THE BREAST. 

Recurrence of Cancer of the Breast after Operation ; Treat¬ 
ment by Cuprase ; Cure. Dr. Chevaasu-Perigny, 
Orsenncs (Imlre). 

Cancer of the Breast. Dr. Haring, Toulouse. 

Epithelioma of the Left Breast. Dr. Nicolo Lagravinese, 
Cisternino (Bari). 

Double Scirrhus of the Breasts and Neoplasm of the Ovary 
with Ascites. Dr. P. Vignard, Surgeon of the Hopitaux 
de Lyon, llospice de la Charitf. 

Cancer of the Breast; Diffuse Cancerous Disease. Dr. 
Costanzo Visetti, Physician, Hospice Mauriziano, Aoste. 

Cancer of the Right Breast. Dr. Dieudonn6, Lif'ge (Belgique). 

Epithelioma of the Breast. Dr. Jos£ Giminez of Guillena, 
Province of 8eville (Spain). 

Cancer of the Breast; Two Relapses. Dr. S. of S. 

Cancer of the Breast; Two Operations; Relapse. Dr. 
Marcelin, Faverney (Haute-SaOne). 

Cancer of the Left Breast with Ulceration, Tumour ; Cure. 
Dr. Timmerman, Paris-Plage. 

Ulcerated Cancer of the Breast. Dr. Usquin, Douzy (Nievre). 

CANCERS OF THE UTERUS. 

Ulcerated Cancer of the Cervix Uteri. Dr. Coutouzis, 
Smyrna (Asia Minor). 

Cancer of the Uterus. Dr. Jacques Besson, Chalon-sur-Saone. 

Cancer of the Uterus. Dr. Groc, Saint-Symphorien. 

Cancer of the Cervix Uteri ; Cure. Dr. Enrico Guicciardi, 
Modena. 

Cancer of the Uterus. Dr. Antonio R. Gomez, Los Angeles, 
California (U.S.A.) 

Cancer of the Uterus. Dr. Antonio R. Gomez, Los Angeles, 
California (U.S.A.) 

Ulcerated Epithelioma of the Cervix with Infiltration of the 
Uterus ; Cure. Dr. Giuseppe Cortese-Nicosia. 

Cancer of the Prostate Extending to the Bladder, treated by 
Dr. Gaube's Cuprase. Dr. Henri Maringer, formerly 
Assistant to the Clinic for Urinary Diseases at Hdpital 
Necker. 

Cancer of the Upper Biliary Ducts with Bilio-Septic Fever, 
treated by Cuprase ; Cure. Dr. G. Chevassu-Pferigny, 
Orsennes (Indre). 


CONCLUSIONS. 

The action of Cuprase is manifested by looal and general 
•phenomena. 

A. —Local Phenomena. 

(a) The ulcers are cleansed, become roseate and pointed, 
lose their bad odour, dry up, are healed from the circum¬ 
ference towards the centre. The cicatrix is white, supple, 
and painless. 

( h ) The affected glands cease to enlarge and remain in the 
same state or retrogress until they completely disappear. 

( 0 ) The tumours become painful at first under the 
influence of the remedy (characteristic of specificity) ; this 
pain is special, characteristic, unusual, remarkable in nearly 
all the patients. Afterwards, either they no longer increase 
in size, and then present the characteristics of benign 
tumours, or else they begin to retrogress, retrogression of 
possibly the third, the half, two-thirds, or even the whole. 
In the last condition nothing remains to show that the 
organism has ever been diseased. 

B.— General Phenomena. 

The following facts may be considered as being practically 
established ;— 

(a) The return of the appetite , which may be insatiable, 
and the steady increase in weight, often very great. 


( 1 b ) The return of the colour and strength, the capacity for 
life's occupations : the patients “obtain a new lease of life." 

( 0 ) The disappearance of the pain. Cuprase exerts a 
powerful analgesic action and under its influence the violent 
pains, which had resisted the effect of large doses of 
morphine or which the morphine had only relieved in a very 
imperfect manner, have rapidly disappeared, never again to 
return. 

( d ) Return of sleep. This as a consequence of the dis¬ 
appearance of the pain. 

12. I Icenw static action. This action mostly rapid and 
manifesting itself from the first injection, even when the 
classical methods have failed 

13. Action upon the blood. Under the influence of Cuprase 

the number of red corpuscles is greatly increased, as well 
as their richness in haemoglobin. rr . ^ 


CUPRASE 

Cuprase is a colloidal copper hydroxide, which is 
obtained chemically, by the reduction of salts of copper in 
the presence of aibumosic acid. 

The colloidal copper should be kept in yellow glass 
ampoules, sheltered from the light; the ampoules which we 
use have a capacity of 5c.c. ; each ampoule contains 121 
hundredths of a milligramme—viz., 000121 gin. of pure 
copper. The colloidal copper can be directly injected, it is 
not toxic; the injections are made subcutaneously or intra¬ 
muscularly in the lumbar region or lower. They are painless ; 
but on account of the viscosity of the liquid should be per¬ 
formed slowly. They are not generally followed by any 
reaction, either local or general; sometimes when a drop of 
blood appears on the skin after the needle is withdrawn ; in 
the 24 hours following the injection a painless erythema 
followed by slight itching is observed above and around the 
puncture ; this accident, which is insignificant, mayeasily be 
avoided by puncturing with the needle only before injection ; 
if no blood appears on the needle socket the injection may be 
proceeded with safely. The injections are renewed every four 
days at the commencement of the treatment; the intervals 
can afterwards be increased or continued in the same 
manner, according to the tolerance of the patient, or even 
doubled if the condition of the patient requires it, but not 
more than one ampoule shoujd be injected in the same place. 

The curative action of the coUoid would seem to be slower 
on the operable and recurrent cancers than on the inoperable. 
Nevertheless, the curative action of the colloid is as marked 1 
on the recurrent cancers, hut is slower on account of the- 
extent of the disease, which is greater in surface and in 
depth. Every cancer left to itself ends in a rodent ulcer. 
Under the influence of the colloid this ulcer gradually shrinks 
from its circumference towards the centre in proportion as 
the cancerous tissue surrounding the ulcer disappears ; the 
ulcer dries up in the centre, but it is not healed until the 
peri-cancerous and cancerous tissue itself has disappeared. 
The secondary infections which so often accompany the 
cancerous ulcers are not affected, or very little so, by the 
colloid, but I have observed that from the commencement of 
the treatment of the ulcerated cancer by the colloid the cases 
of secondary infections became more and more rare. 

The intensity of the destructive action of the colloidal 
copper on non-ulcerated cancer appears to be in direct 
proportion to the rapidity of its development—that is to say, 
the colloidal copper is more effective in its action upon 
cancers with rapid development than upon those of slow 
development, or rather, acute cancers heal more quickly than 
chronic ones, if one may so express it. 

CUPRASE is put up in boxes containing 
8 ampoules of 5 c.c. each. 


Further Literature on application to — 

THE ANGLO-FRENCH DRUG CO., Ltd. (late M. Bresillon & Co.), Gam age Buildings, Holborn, London, E.O. 
Telegrams: “ Ampsalvas, Loudon." Telephone: Holborn 1311, 
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Science and the Drink Question. 

The neglect of science by the State is one of the 
commonplaces of current thought. It is said, and 
in too many instances no doubt with perfect truth, 
that in this country the governing classes, or at all 
events our legislators and politicians, fail very 
generally to recognise the importance of science 
in modern life, and that they are unable or un¬ 
willing to appreciate at its proper value the 
assistance which the scientifically trained intelli¬ 
gence can give in the organisation of society and in 
the solution of social problems. Though in the 
main this indictment is quite true, it is certain that 
the blame lies not wholly with those to whom such 
censures are usually addressed, but that, on the 
contrary, some part of the responsibility should be 
imputed to the indifference of scientific critics to 
many questions of practical social interest—an in¬ 
difference which prevents them from furnishing, as 
it should be their privilege and duty to furnish, the 
positive data needed for the passing of adequate 
measures of reform. That this has been the case 
in the particular instance of the drink problem 
would appear to be the moral enforced in the 
extremely interesting address recently delivered 
before the Society for the Study of Inebriety by 
the chairman of the Central Control Board (Liquor 
Traffic). 

Lord D’Abernon, in commenting on the rela¬ 
tively small results that have hitherto attended 
the efforts of legislators and reformers to abate the 
social evils of alcoholism, indicated as one of the 
chief causes of failure the absence of exact data 
regarding the fundamental factors of the problems 
of inebriety. As he pointed out, certain aspects 
of the physiological action of alcohol have been the 
object of most careful and exhaustive investiga¬ 
tion. The problem of its food value has been 
settled, so far, at all events, as it can be settled in 
the present state of physiological knowledge. Much 
valuable work has been done with regard to the 
effect of alcoholic beverages on the activity of 
the digestive ferments, and numerous and im¬ 
portant researches have been carried out to 
determine the influence of alcohol on the 
output of muscular energy. But when we come 
to consider its inebriating action and to inquire 
into the conditions which underlie the exces¬ 
sive use of alcohol and create the social evils 
of intemperance—we pass in a depressing way out 
of the region of scientific evidence. To illustrate 
this point Lord D’Abernon cited a formidable 
list of lacunsB in our knowledge, many of these 
lacunee referring, it may be noted, to matters 
which are of obvious practical importance in the 


devising of measures for the arrest of intemperance. 
Thus, he observed, we have no reliable test of 
drunkenness; we have no positive data as to 
the effect of alcohol at various strengths and 
various degrees of dilution; we have no evidence 
regarding differences in the inebriating action 
of the several alcoholic beverages; no evidence 
as to whether alcoholic excess may not be related 
in certain cases to an abnormal need of fluid, quite 
irrespective of its alcoholic content. It was Lord 
D’Abernon’s complaint that on these and many 
other points his demands for information remained 
unanswered; there were statements of opinion, and 
very positive and dogmatic statements at that, but 
there were no data that could possibly be regarded 
as scientifically sound. At first sight this seems 
a startling and even an improbable assertion, bub 
further scrutiny of the facts compels the admission, 
humiliating though it is, that the complaint is 
completely justified. The scientific literature of 
“the drink question,” or, to speak more accurately, 
the literature which purports to be scientific, has 
unfortunately taken little account of such matters 
as we have referred to; for the most part it 
does not concern itself at all with facts of 
observation or experiment, and its spirit and 
method are rarely the spirit and method of posi¬ 
tive science. The inebriety which it discusses, 
and discusses assuredly with much dialectical 
skill and ingenuity, is not the inebriety of common 
everyday experience—it is a product of deduction 
working on the hypothesis, assumed as axiomatically 
true, that the habit of alcoholic excess is always 
and everywhere the result of an innate specific 
craving for the sensations of drunkenness. To the 
practical inquirer, seeking for definite evidence on 
which to base effective remedial measures, this 
a priori speculation can obviously be of little use 
and, as the results of legislative experiments in 
this matter should warn us, the attempt to apply 
conclusions, based on these very insecure premises,, 
to the solution of the problems of alcoholism in any 
of its aspects, is not likely to be attended by con¬ 
spicuous success. Fortunately we may feel certain 
that errors of this sort will not be repeated; the 
spirit which has been shown in the policy of the 
Central Control Board under the enlightened 
administration of Lord D’Abernon gives full 
assurance that future legislation with regard 
to this question will be guided by principles of 
a less speculative nature and by knowledge more 
nearly connected with the real facts of the 
general issues. We have, indeed, already concrete 
evidence of the influence of this new spirit in the 
cautious and reasoned measures adopted by the 
Control Board with a view to decreasing chronic 
alcoholism. As Lord D’Abernon points out, it has 
been established on definite evidence that the 
chronic poisoning, to which the more serious evils 
of intemperance are mainly due, is largely the 
result of the use of alcohol at frequent intervals 
throughout the working day, and it has, therefore, 
been one of the cardinal principles of the Control 
Board’s policy to frame its restriction orders so as 
to break down this habit and tradition of industrial 
drinking. How has this policy worked ? For 
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statistical purposes the most definite and reliable 
index of chronic alcoholism which we possess is 
the incidence of delirium tremens, and, since 
a large and stable proportion of all cases of 
the disease were under treatment in Poor-law 
infirmaries and prisons, the records obtainable 
from these two classes of institutions should 
give clear evidence of the results of the re¬ 
striction orders as regards the prevalence of 
chronic intoxication. And the evidence, on the 
figures quoted by Lord D'Abernon, is certainly 
impressive. As a typical instance he takes the 
East London and Woolwich area; in this district 
the number of cases of delirium tremens treated in 
the infirmaries during the five months following 
the introduction of restriction orders amounted to 
59, as compared with 109 in the corresponding 
period of 1915 and with 87 in 1914—and this 
reduction was even more marked and more regular 
in the females than in males, a strong suggestion 
that it is not to be attributed to the withdrawal 
from the civil population of men of military age. 
This result, and it is paralleled in other districts, 
is a very striking illustration of the degree in 
which alcoholism can be influenced by legislative 
measures, if only these measures are based on a 
foundation of real knowledge. 

With such encouraging omens as we may find in 
the spirit and in the matter of Lord D’Abernon’s 
address, we may reasonably hope that the biological 
factors which are fundamental in the problems of 
alcoholism will be the object of more serious and 
thorough observation than has been devoted to 
them in the past. In regard to this question in a 
very special degree the war has had an excellent 
educative effect on public opinion, and it may 
safely be asserted that there is at the present 
moment a general readiness, such as has never 
prevailed before, to acquiesce in any reasonable 
Bcheme for thorough and effective treatment. If 
this opportunity is to be fully utilised, and if the 
energy and goodwill that are now available for the 
work of reform are not to be frittered away in 
confused and futile effort, it is vitally necessary 
that the way for successful action shall be imme¬ 
diately prepared by a scientific and impartial study 
of the root facts. 


Heat-Stroke. 

The European in the tropics, especially if newly 
arrived there, is liable to suffer in two ways from 
the climatic conditions of the hot season. In the 
one case, heat-stroke, the temperature of the body 
rises and there are signs of congestion and nervous 
irritation; in the other, heat exhaustion, there are 
pallor, fainting, and collapse. Heat-stroke is the 
commoner form. Although sometimes caused by 
the direct rays of the sun, especially where the 
new-comer is unsuitably clad, it is much more 
frequently produced by the combination of high 
temperature and excessive moisture in a con¬ 
fined space. The risk is not great in the 
ordinary circumstances of life in the tropics, for 
most people are careful to protect themselves when 
out of doors and to adopt special arrangements for 


cooling and keeping in motion the air of their 
dwellings, and this motion is a potent factor in 
removing heat from the body. The liability to 
heat-stroke is very much greater in those who are 
in an exhausted state, whether due to overwork, 
fatigue, or illness, and such subjects are readily 
affected by a short exposure to unfavourable con¬ 
ditions. Even strong and healthy people succumb 
if subjected for a considerable time to air which 
is both hot and stagnant, especially if it is also 
impure and moist. The conditions met with in 
the engine-rooms of vessels passing through the 
Hed Sea at certain seasons of the year exactly 
exemplify the most dangerous air, and these condi¬ 
tions require the most careful attention to venti¬ 
lation and to the escape of steam if tragedy is to 
be avoided. It has been experimentally shown by 
Dr. J. S. Haldane that if the wet-bulb temperature 
exceeds 89 F. in still air the body temperature 
begins to rise, and that the same effect is produced 
in moving air when the wet-bulb reading approaches 
the body temperature. 

Attention has been called to these conditions by 
the lamentable death, attributed to heat-stroke, of 
Sir Victor Horsley in Mesopotamia, and by the 
disaster to a trainload of soldiers in India. It 
appears from the official account that some 
Territorial drafts, amounting to 1013 men with 
13 officers, arrived at Karachi in the first week of 
June and were there entrained for Lahore and 
Rawal Pindi in third-class carriages. The train 
carried three medical officers, had two second-class 
carriages fitted up as hospitals with fans, and was 
supplied with a coffee-shop and ‘ a good quantity 
of ice. Thirty men were seated in carriages 
designed to accommodate 36, and 60 men in 
others which had a normal capacity of 72. Not¬ 
withstanding these arrangements, there occurred 
on the journey 136 cases of heat-stroke, with 
15 deaths. It is not stated whether the medical 
officers, like the soldiers they were accompanying, 
were new to the country, and had_ no special 
experience of the climatic conditions to which the 
men under their charge were likely to be subjected. 
Fortunately, at Lahore and llawal Pindi a large 
number of medical men were available experienced 
in this tropical affection, and it may probably be 
attributed to this cause, and to the fact that 
ice had been provided on the way at different 
stations, that out of the 104 cases in the later 
stages of the journey there were only 3 deaths, 
against 32 cases with 12 deaths in the earlier. 
Certain incidents connected with the unfortunate 
journey are difficult to understand. Anyone 
familiar with the railway journey across the plains 
of India in May or June knows the distressing 
conditions under which it is made, even in first- 
class carriages, accommodating only four persons 
in each, supplied with ample quantities of ice and 
iced water, and having additional cooling and fresh¬ 
ening of the air provided by fans and tatties. Even 
so the ordeal may be grave for a European. 
In moving European troops at this season 
special precautions ought to be taken to pro¬ 
tect the roofs of carriages from the effects of 
direct heat of the sun, and to avoid overcrowding. 
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Science and experience can suggest much to lessen 
the heat inside the carriages themselves. Such 
would be the normal preparation in India for the 
transport of troops under the supervision of men 
familiar with the conditions to be incurred. In 
cool weather 30 occupants to a third-class carriage 
might not give rise to discomfort; but under con¬ 
ditions in which every soldier is giving off aqueous 
vapour at a rate of some 20 cubic feet per hour, 
while the air is stagnant, the wet-bulb thermometer 
would easily rise to a dangerous point. The natives 
of India, who normally travel in third-class carriages, 
are accustomed to the heat and wear fewer and 
lighter clothes; the fact that natives might with 
impunity have made the arduous transit cannot 
be used as an argument when we are considering 
the case of British soldiers in uniform. The unusual 
circumstances of this journey have been marked by 
the fact that on July 7th a senior officer from Army 
Headquarters, in company with Lieutenant-Colonel 
W. Molesworth, I.M.S., left Simla for Karachi with 
instructions to visit all the stations along the line 
where fatalities had occurred, and to submit a full 
report after their return to Simla. 

The amount of the mischief done may not be 
measured by the deaths alone, inasmuch as many 
of the soldiers attacked will be likely to suffer 
from a more or less permanent disability. It is 
clear that the circumstances should be made known 
without reserve. We are glad to learn that Mr. 
Austen Chamberlain, Secretary of State for India, 
has directed the Government of India, that having 
fixed the responsibility for the tragedy, they are to 
hold the person or persons responsible to strict 
account. 


"Ne quid nimia.” 


SIR WILLIAM RAMSAY. 

Physical as well as chemical science has sus¬ 
tained a great loss in the death of Sir William 
Ramsay, which took place on July 23rd, in his 64th 
year. His career in the field of research was 
brilliant ; if he is remembered mostly for his 
extraordinary attention to details and for a refine¬ 
ment of manipulative skill and attack which led to 
his important discoveries, it will also be seen that 
those discoveries were of vast significance. All along 
the conviction that there was value in ascertaining 
the nature of traces or residues was his guiding prin¬ 
ciple, and it led him aright. When we reflect that 
Sir William Ramsay with Lord Rayleigh made the 
simple observation independently that the nitrogen 
of the air was slightly heavier than the nitrogen 
obtained by chemical means, which ultimately led 
to the discovery of argon and its congeners 
krypton, neon, and xenon, we must agree as 
to the importance of examining comparatively 
minute quantities. In reality these investi¬ 
gators were but pursuing the sequence of the 
classic experiment of Cavendish, who found that 
when air was sparked there was always a small 
residue of gas which refused to disappear in the 
electric discharge in the presence of oxygen— 
refused, in fact, to be burnt. This residue 


contained the inert gases which Sir William Ramsay 
separated and identified. The importance of 
the infinitesimal was being exemplified at the 
same time by the discovery of radium in pitch¬ 
blende by Madame Curie. She worked on tons of 
material in order to recover a grain or two of the 
substance radium, the isolation of which has com¬ 
pletely revolutionised our ideas of energy and matter. 
These investigations were being conducted simul¬ 
taneously and their concurrence led to very remark¬ 
able developments. Sir William Ramsay was not 
long in realising that the study of radium and its 
behaviour was likely to lead to further light being 
thrown on the nature of things, and to him largely 
we owe the conception of the degradation of 
elements. He demonstrated how radium’s insta¬ 
bility meant that it was constantly disappearing as 
such and appearing again in new elemental form. 
He mapped out the series of elements which 
succeeded the degradation of radium, and amongst 
others he proved the formation of helium. This was 
curious, as Sir William Ramsay was the discoverer 
of terrestrial helium. He had found it amongst the 
gases given off from a mineral called cleveite, and 
he showed that it exhibited the same powerful 
yellow line in the spectrum corresponding exactly 
with the line hitherto only known to exist 
in the solar spectrum. Sir William Ramsay now 
became absorbed in the study of disintegration, and 
many of his colleagues think that the intense 
enthusiasm which he manifested towards this 
work undermined his physical strength. He may 
well be forgiven for his ardent attachment to 
these questions, for their investigation gave 
promise of establishing once and for all that 
the elements were merely modifications of one 
great family substance, and that, given the means, 
one element could be transmuted into another. As 
a matter of fact, the degradation of radium itself 
had already made out a case, but Sir William Ramsay 
evinced a great desire to show that the same 
phenomenon could be demonstrated with more 
familiar things. He reported once that in working 
with a copper salt under the stimulus of radium 
traces of lithium had appeared. The matter was 
never cleared up and no further contribution by 
way of confirmation or disproof was forthcoming, 
but in 1913 an announcement was made by 
two investigators, who were working quite 
independently of each other, that they had 
achieved clearly and definitely an example of the 
transmutation of elements. Hydrogen gas was 
introduced in small quantity into an X ray bulb and 
a rapid and continuous discharge was allowed to 
pass when both helium and neon, it was stated, 
made their appearance. The result, though again 
not since confirmed, was received with the greatest 
interest by Sir William Ramsay, who expressed 
his gratification that the theory of transmu¬ 
tation no longer rested for support on his word. 
His work on radio-activity received a medical 
application. He undertook an-exhaustive investi¬ 
gation into the properties of Bath waters, 
and successfully demonstrated that the one 
thing which distinguished these waters in par¬ 
ticular was their remarkable radio-active power. 
He could attach no therapeutic significance to the 
mere mineral constituents of the waters, which were 
much the same in kind and degree as those found 
in the London drinking-supply. Later he pointed out 
in a paper contributed to our columns that the appli¬ 
cation of radium for therapeutic purposes was more 
effective in the shape of emanation or of niton than 
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as a salt of radium, on the ground that in the latter 
case there is considerable risk of loss of the precious 
radium. He described in this paper the introduction 
of niton into appropriate forms of apparatus—e.g., 
tubes, bulbs, and hollow flat discs—suitable for 
application. We have said enough to show Sir 
William Ramsay's great endowments and wide 
range of scientific equipment. He possessed a 
charming personality, and was extremely popular at 
University College, London, where he occupied the 
chair of chemistry from 1887 until 1913, and those 
■who attended his lectures will ever remember his 
wonderfully lucid treatment of his subject. He had 
remarkable attainments in other directions, for he 
could deliver a lecture to either a German or 
French audience fluently in their own tongue, he 
was a gifted exponent of music and played both the 
piano and violin in delightful style. His death, at 
a comparatively early age, is a great loss both 
to science and society. 


THE WAR AND ITS EFFECT UPON THE YOUNG. 

A circular letter sent by the Home Office to the 
clerks to the justices throughout the country draws 
attention to a substantial increase in juvenile 
crime as shown by the police statistics of 17 of 
our largest towns. In the areas selected the total 
number of children and young persons charged 
with punishable offences in the three months 
December-February, 1914-15, was 2686, and in the 
same period, 1915-16, was 3596, an increase being 
noted in all the towns consulted. Moreover, and 
this is perhaps the most serious feature of the 
case, although there have been more charges 
of assault, malicious damage, gaming, and offences 
against the Education Act, the increased number 
of juvenile offenders is mainly caused by a rise of 
nearly 50 per cent, in charges of larceny. It would 
indeed be deplorable if the standard of honesty 
among the young were to be seriously and per¬ 
manently lowered at a time when their fathers 
and their brothers, many of the latter being 
little older than the culprits, are setting an 
example of bravery, self-denial, and self-sacrifice 
on the field of battle. In the circumstances, 
the Home Office rightly urges magistrates to 
do what they can to prevent adding to the 
criminal classes any who can be saved by the 
exercise of the powers of the bench under the 
Probation of Offenders Act, and reminds those who 
sit in judgment upon the young that parents may 
be made pecuniarily liable unless it is clear 
that no neglect on their part has conduced to the 
commission of the offence. Other matters of detail 
are also touched upon, such as the powers of 
magistrates to fine for carrying a gun without a 
licence boys who play with air-guns, and to check 
the use of automatic gaming machines. Observa¬ 
tions are also made as to the influence of cinema 
shows—indeed, the whole question of these enter¬ 
tainments is under consideration. It is clear that 
the loss of the restraining influence of parents who 
are fighting for their country or closely engaged 
in factories producing munitions is being felt to an 
appreciable extent in populous centres, so that in 
various respects we must hold the war responsible 
for lack of discipline among the younger members 
of the community. This is a position which it will 
require much energy and tact to combat. The 
circular letter of the Home Office suggests the 
employment of an increased number of female pro¬ 
bation officers, but a doubt may be expressed as to 


whether women experienced in social work and ready 
to undertake new functions may not at the present 
juncture be almost as difficult to discover as men. 
Again, reference is made to the breaking up of boyB’ 
clubs through the lack of managing staffs as being re¬ 
sponsible for much mischief. Here again women and 
others, more or less new to the work, might help if 
they could be found disengaged. It will not be easy 
to obtain them, but our readers will do the country 
a service if they can recruit unoccupied persons of 
the right sort. It is too much to say that all of 
those whose energy, goodwill, and opportunity 
enable them to “ do something ” for their country's 
sake are doing it already. There are unoccupied 
hands and brains among us, and the time for which 
their work will be needed is short. For in the near 
future we pin our faith upon the young soldiers who 
will return to set an example and to take up the 
good work. They will find their influence doubled 
by the hero-worship with which they will be 
regarded, and their increased knowledge of the 
benefits derived from honourable discipline will 
stand them in good stead. 


AN IDEAL MECHANICAL HAND. 

We learn from the Societe Nationale de Chirurgie 
de Paris that an anonymous donor has offered to the 
society a prize of 50,000 francs, to be handed over 
to the maker of the mechanical apparatus which best 
supplies the place of the hand. The conditions laid 
down are as follows : “ All competitors must belong 
to allied or neutral nations. They are to present 
to the society mutilated men who have been using 
their apparatus for at least six months. The Societe 
de Chirurgie will experiment with each apparatus 
on mutilated men for the length of time it thinks fit. 
The apparatus rewarded is to remain the property 
of its inventor. The competition will be closed 
two years after the end of the war.” MM. Faure, 
Kirmisson, Quenu, Rieffel, and Rochard form 
the committee selected by the Bociety to deal with 
the competition, and those wishing to compete 
should send the apparatus and description to the 
Secretary-General of the Societe Nationale de 
Chirurgie, 12, Rue de Seine, Paris. 


ANTHRAX AND POSSIBLE PRECAUTIONS. 

At a recent inquest held by Dr. F. J. Waldo, coroner 
of Southwark, upon the body of a waterside labourer 
it was proved that the man had died of cutaneous 
anthrax contracted in the course of his work in a 
warehouse where wool from Persia and China was 
handled. The evidence also showed that on the 
wool-floor where the deceased worked, as at the 
wharf with which the warehouse was connected, 
there was general ignorance among those employed 
both with regard to the possibility of infection with 
anthrax from the wool and to the nature of the 
disease. Dr. Waldo, with invariable readiness to 
seize the opportunity for making a useful recom¬ 
mendation, explained the matter to the jury, with 
the aid of the facts before them and of the explana¬ 
tions given by the expert witnesses called. As a 
result the following rider was appended to the 
verdict:— 

We (the jury) think that the provisions of the Factory and 
Workshop Acts should be extended—or enlarged—so as to 
apply to the wharves and warehouses and other places where 
foreign or suspect wool, hides, skins, horse and goat hair, 
pigs’ bristles, and other material liable to be infected with 
anthrax are handled and dealt with ; and that the excellent 
preventive regulations, including placards in picture form- 
issued by the Home Office—should be compulsorily exhibited 
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and enforced for the information and well-being of workers 
in such wharves and warehouses. 

Nearly two years ago, in December, 1914, an inquest 
was held at Southwark by Dr. Waldo on the body of 
a butcher who had died from cutaneous anthrax in 
Guy's Hospital, when the jury added the following 
rider to their verdict:— 

We (the jury) recommend that anthrax should be uni¬ 
versally (not only in London, but at Croydon, Mitcham, and 
many other districts throughout the country, including 
Bradford and the West Riding of Yorkshire—the chief seat 
of the wool trade) placed on the list of dangerous infectious 
diseases compulsorily notifiable by medical men in attend¬ 
ance on such cases, to the medical officer of health of the 
district in which the patient was under treatment; 
and, secondly, that all deaths from anthrax should be 
reported compulsorily to the coroner in whose district the 
body lies. 

Dr. T. M.Legge, chief medical inspector of factories, 
stated in his evidence at the more recent inquest 
that his work was confined to factories and work¬ 
shops, but that the reporting of cases of anthrax 
occurring in warehouses could only be “encour¬ 
aged.” He said: “ Their medical officer is obliged 
to report to me only if the disease is contracted in a 
factory or workshop, but not in warehouses, except 
in the County of London. The occupier also has to 
report to the district inspector of factories and to 
the certifying surgeon of factories and workshops, 
but not warehouses, which may escape altogether.” 
He further expressed the opinion that it would be 
most useful to hold inquests upon deaths by 
anthrax as an effective way of calling attention to 
the danger and as a means of prevention. Dr. 
Legge bore witness also to the usefulness of illus¬ 
trated warnings, hung where workmen constantly 
have them before their eyes, in order to secure 
prompt recognition of pimples likely to be those 
associated with the disease. Recently the atten¬ 
tion of the Home Office has been called to the 
opinions expressed by the juries in the two 
cases above referred to, and the matter is not 
likely to be overlooked. A Departmental Com¬ 
mittee is considering the subject of anthrax in 
connexion with the wool industry, and its recom¬ 
mendations will, no doubt, take into account the 
state of affairs which the two inquests held by 
Dr. Waldo have shown to exist. The number 
of workmen who suffer in the course of the year 
from anthrax poisoning may not be large, but it 
is right and reasonable that the fullest possible 
protection should be given to all likely to be 
exposed to so deadly a disease. Prevention and 
the earliest possible notification to all concerned 
are the objects aimed at by the Factory and Work¬ 
shop Acts, and it is desirable that they should be 
hampered as little as possible by technical limita¬ 
tions as to the precise buildings or industries 
governed by them. Meanwhile, the duties of 
medical practitioners who may find themselves 
in attendance upon cases of anthrax contracted in 
a factory or workshop are laid down in Section 73 
of the Factory and Workshop Act, 1901. 


CHILD WELFARE. 

The effect of the war in diminishing the per¬ 
sonnel of the school medical services may become 
serious. We learn from a statement by Mr. Arthur 
Henderson the President of the Board of Educa¬ 
tion, that down to March, 1915, there were 850 
school medical officers, of whom no less than 
300 have now joined the military services. This 
being the case, it is more important than ever 
that the work dealing with maternity and infant 


care in general should be so perfectly coordinated 
as not to result in overlapping or the waste of 
public money. In this connexion attention may 
be called to an article by Miss Annie E. Barnes, 1 
secretary of the Child Welfare Enquiry Office, 
in which it is urged that the time has come 
for the adoption by all local health authorities 
of a definite scheme for infant welfare, and that 
this scheme should include under one efficient 
controlling force all the efforts for the promotion 
of the well-being of mothers and young children. 
Miss Barnes points out that at present it is possible 
for half the efforts in these directions to be pro¬ 
vided by the health authority of the district and to 
receive their grants from the Local Government 
Board, while the remainder may be provided by 
voluntary means and receive their grants from the 
Board of Education. Mr. Henderson stated that 
the school medical services included not only 
medical inspection of school children, but the treat¬ 
ment of certain affections of the throat, eyes, ears, 
and skin, and that there were now in existence 
350 school clinics. We agree with Miss Barnes that 
the institutions which are an integral part of the 
general work of reducing infant mortality should 
be under the supervision of the health rather than 
the education authority, and so be brought into the 
general plan of campaign. 


PAYMENT FOR CERTIFICATION IN IRELAND. 

When an agreement was arrived at between the 
medical profession and the Irish Insurance Com¬ 
missioners last December as to a scheme for the 
certification of insured persons one point was left 
over for discussion when some experience of the 
scheme would have been gained. A conference 
was held recently to deal with this reserved 
question—namely, the method of distribution of 
the Treasury grant—and the Irish Medical Com¬ 
mittee decided to accept the proposal of the 
Commissioners. Each insurance area is to have its 
own pool of funds which are to be divided among 
the several medical men certifying according to 
the work done by each. The method of calculating 
the w T ork done is ingenious, if a little complicated. 
The unit will be a certificate, but each initial and 
each final certificate will count as one and a half ; 
certain other special certificates will count as two. 
Before proceeding to distribute the pool the Com¬ 
missioners will count the average number of 
certificates per case issued by each certifier, and 
a deduction will be made from the number of each 
certifier who has issued more than what is found 
to be the average number of certificates per case 
for the particular area. 


A NATIONAL SCHEME OF PHYSICAL TRAINING. 

A course of lectures on a national scheme for 
physical training has recently been delivered in 
Manchester. The scheme includes the protection 
of infant life by the institution of day nurseries. 
Major R. Tait McKenzie, R.A.M.C., professor of 
physical education in the University of Pennsyl¬ 
vania, spoke on the necessity for a national 
scheme of physical education. He urged that 
the physique of most of the recruits whom he 
saw in training for the Army during the summer 
had been allowed to take care of itself. If 
they had entered upon training with a soundly 
developed body, their chances of survival in the 

1 Englishwoman, July, 1916. 
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field would have been greatly increased. That they 
had risen to the emergency as well as they did was 
a tribute to their spirit and courage, but it took 
more than moral stamina to endure the long 
march with a heavy pack, to hold the rifle 
with a steady arm, and to discharge their other 
militant duties. Major McKenzie contended 
that it was simply committing national suicide 
to neglect the complete education of every 
child’s physical powers at the present time. Dr. 
Barbara Tschaikowsky, in an address on infant 
welfare, made a strong appeal on behalf of infant 
life, based on the obvious lessons taught by the war. 
At a later meeting promoted by the Manchester and 
Salford Council for Day Nurseries and Nursery 
Schools it was stated that the council was con¬ 
sidering two schemes—one, in which the coopera¬ 
tion of employers will be sought, for temporary day 
nurseries or “ war nurseries,” situated near works 
where numbers of married women are employed, 
and another for the establishment of permanent 
day nurseries, to be combined, whenever possible, 
with nursing schools. 


THE COCAINE HABIT. 

Until the war there does not appear to have been 
any substantial increase in the addiction to cocaine 
in this country, and the recent introduction of the 
habit among our troops is probably correctly attri¬ 
buted to the Canadians, whose example has been 
followed at first out of mere curiosity. In the 
ranks cocaine is usually taken in the form of snuff, 
known as “ snow,” and the hypodermic method is 
not often used. The victims of the habit allege 
that cocaine is taken to replace alcohol when that 
is unobtainable in sufficient quantities, or, if taken 
in the desired amount, would lead to punish¬ 
ment. It is well known that drug habitues ring 
the changes for various causes between alcohol, 
morphia, opium, and cocaine, sometimes doubtless 
in the hope of breaking a habit, at other times 
because the particular poiBon desired is unobtain¬ 
able. The cocaine habit is largely prevalent in 
various parts of America, and has more recently 
invaded India. Now that the practice has been 
introduced among our young men there is a grave 
risk that the habit will spread, especially if the 
sale of liquor continues to be restricted, unless 
there are stringent precautions taken to stop the 
sale of the drug. _ 

The medical profession has sustained a severe 
loss in the death at sea on July 17th, of Dr. 
Arthur Hugh Lister, C.M.G., physician to the 
Aberdeen Boyal Infirmary. Lieutenant-Colonel 
Lister was returning from Alexandria where he 
was in medical charge of the 19th General Hospital. 


The death from wounds was announced last 
week of Mr. B. W. Michell, Captain, R.A.M.C. (T.), 
M.D. Cantab., F.R.C.S. Eng. He was equally well 
known in scientific and athletic circles, and his 
death will cause a sense of personal loss to a very 
large circle of Cambridge friends. 


The death is announced, in his 82nd year, of Mr. 
Thomas James Walker, M.D. Lond., F.R.C.S. Eng., 
V.D., consulting surgeon to the Peterborough 
Infirmary, and one of the most widely known 
practitioners in the provinces. 


A SERIOUS DEFECT IN SOME OF THE 
REGISTERED HOSPITALS FOR 
THE INSANE. 

By Henry Rayneb, M.D. Aberd. 


The registered hospitals for the insane rank amongst the 
finest of English charitable institntions. Their admirable 
and successful management is vouched for by the favourable 
reports of the Commissioners in Lunacy for many years past, 
and it would be difficult to praise too highly the medical 
treatment of tho patients committed to their care. In one 
point only do they appear to fall short of the work which 
they were intended to fulfil, but that is one of a most 
serious and vital character, to which the attention of the 
public and of the boards of management of these institn¬ 
tions should be promptly given if they are to be prevented 
from departing still further from the object for which they 
were primarily founded—viz., the charitable assistance of 
persons of the educated class suffering from mental disorder. 

The Commissioners in Lunacy have on more than one 
occasion drawn attention to the small amount of charitable 
assistance afforded by these institutions, and in the first 
report of the Board of Control (for the year 1914), recently 
issued, there are the following paragraphs : — 

The registered hospitals still continue to be conducted on good lines 
and in an enlightened manner, and, as heretofore, they form a very 

important feature in the lunacy administration of the country. 

It is, however, necessary to repeat the admonition that as these insti¬ 
tutions were originally founded upon a charitable basis, as large a 
proportion of cases, upon unremunerative terms, should be received as 
Is consistent with the reasonable financial stability of the hospitals, and 
that the latter should not degenerate into luxurious homes for w-ealthy 
patients, only or principally for them. 

In the entries made by the members of the Board of 
Control at their visits to ten of the principal registered hos¬ 
pitals there is a record of the percentage of patients received 
in each : (1) free of all payment ; (2) on weekly payments of 
less than 10*.; (3) of from 10*. to 21*. ; (4) from 21*. to 42*. ; 
and (5) from 42*. upwards. 

From the data thus given it appears that in the six more 
costly asylums whose weekly rates ranged from £3 7*. 7 d. 
to £1 18*. 3t/., having an income from patients’ payments of 
over £286,000, a total of less than 14 patients were received 
without payment, 58 1 under 10*. per week, and 149-96 at 
from 10*. to 21*. out of a total of 1622 patients, whilst in 
the four hospitals whose rates vary from £1 15*. 4 d. to 
£1 6*. Id. weekly, with an income from patients of £40,887, 
19 93 were received without payment. 23 73 under 10*., and 
192 84 at from 10*. to 21*. in a total of 534. The total 
incomes from all sources in the two groups approximate to 
£300,000 and £50,000, and the average of the rate of main¬ 
tenance is £2 14*. 8 d. and £1 11*. lOrf. respectively per 
hospital. In tabular form and discarding fractions the 
actual charitable assistance in the two groups is :— 

No payment. Under 10s. 10s. to 21s. 

1st group ... 14 patients ... 58 patients ... 150 patients. 

2nd „ ... 20 „ ... 24 „ ... 193 

From these data it may be gleaned that the hospitals having 
the lower rate of expenditure do a very large amount of 
charitable work in the number of persons assisted, equal, at 
least in this respect, to their more wealthy brethren, and in 
relation to income nearly six times as much. They show 
that even with small means much may be done. 

The hospitals with the high rate of maintenance might put 
forward the plea that all patients, received on payments 
under the weekly maintenance rate, were charitably assisted 
to the extent of the difference between this and their actual 
payments; for example, that in a hospital with a weekly 
rate of maintenance of £3, a patient paying nothing would 
be benefited to the extent of £3 per week, and one paying 
£2 10^. to the extent of 10$. per week. This, however, is 
an unsound way of looking at it. In the first place, a 
patient able to pay £2 10$. ought not to need charity, 
being able to obtain perfectly satisfactory care (as seen 
in the second group of hospitals) for an average of 
£1 11*. 10d. per week, and even less than this in the 
private annexes of county institutions. But they do not 
obtain the full value of the higher rate of maintenance, 
since the highly paying patients, paying perhaps as much 
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as 8 and even 12 guineas per week, may cost actually 
6 or 9 guineas per week, if they get fair value for their 
money. The result of this must be that the less highly 
paying patients are not maintained at anything like the 
average rate of maintenance, and are certainly not charitably 
assisted, as above suggested, to the extent of the difference 
between their payments and the maintenance rate. If an 
estimate is made, however, on the basis that a patient is 
charitably assisted to the extent by which his payments fall 
below £1 per week, then patients paying nothing are 
benefited to the amount of £1, those paying less than 10s. 
to about 15s., those paying between 10s. and 21s. to about 
5s. per week. It will appear that one of these institutions 
out of its vast income would give charitable aid to the extent 
of less than 2 per cent., whilst one of the less wealthy group 
would give aid by nearly 20 per cent, of its income. 
The total monetary aid given by the two groups on this 
estimate would closely approximate. If a similar estimate 
is made on a weekly rate at which charitable aid commences 
at 25s., a result still more unfavourable to the more wealthy 
group of hospitals is arrived at in the contrast of the relative 
percentage of charitable assistance and income. 

It would appear, therefore, that these rich institutions 
under existing conditions are a benefit to the wealthy and 
well-to-do classes rather than to the poorer members of the 
same social standing. Wealthy patients are often saved 
considerable expense (one person to my knowledge having 
an income of £4000 or £5000 per annum being maintained 
for £400 a year), but this assistance appears to result in the 
exclusion of many poor persons, who are consequently driven 
into or obliged to remain in pauper asylums as paupers. 
That there are numerous insane persons needing the aid of 
such institutions as the registered hospitals is shown by the 
report of the Board of Control, which says (p. 3) that— 

Many classed as paupers are not, strictly speaking, paupers in the 
generally accepted sense; for a certain number of them are actually 
maintained by relatives, wlio refund to the Poor-law guardians the 
whole cost of maintenance. 

The fact that in a total of 9968 private patients in 
England and Wales there are only 3879 males shows that 
there must be a large number of males of the private class 
who, not having wage-earning relatives to support them (as 
in the case of the females), become inmates of pauper 
asylums. Were this not the fact, the numbers of male and 
female private patients should approximate much more 
closely. 

There can be no doubt, either from statistics or from 
observation of the inmates of pauper anylums, that there 
are in them numerous persons of the educated classes, who 
require charitable assistance and treatment, under conditions 
and with associations more nearly approaching to their 
normal mode of life. Such help is not only conducive 
to their comfort and to that of their friends, but is also 
helpful in treatment. The want of it is often a source of 
grievous suffering and a drawback to the prospect of 
recovery. 

The admonitions of the Commissioners in Lunacy, who 
possess from the Board of Control no actual power of 
insistence, should be followed by some definite indica¬ 
tions of the mode in which this much-needed reform should 
be carried out. It is certain that the managers of these 
institutions are desirous of doing charitable work, and, 
if it is fully proved to them that the provision of palatial 
accommodation and luxurious menage (in rivalry with other 
institutions or for the purpose of attracting wealthy patients) 
are not conducive to this purpose, they will be ready to 
adopt any suggestions made by the Board of Control and 
loyally attempt to carry them out. 

The statistics quoted above and the experience of the 
private annexes of pauper asylums suggest that one plan 
of adjusting the charitable activities of the institutions 
might consist in demanding that all receipts above a 
certain mean should be expended in charitable assistance to 
patients unable to contribute that sum for their maintenance. 
25*. shillings per week, or something more in some hos¬ 
pitals, would probably yield the most satisfactory results, 
but this is, of course, a matter for the decision of the Board 
of Control. The general conclusion must be drawn from the 
preceding facts that, although the registered hospitals are 
“conducted on good lines and in an enlightened manner [to 
quote the report], some of them lamentably fail to perform 
the charitable function for which they were originally 


founded, and have in some instances largely degenerated 
into luxurious homes for wealthy patients.” 

When it is considered that on an income approaching 
£300,000 in the six more expensive hospitals the really 
charitable help, whether calculated on the number of persons 
assisted or on the actual monetary aid, is so infinitesimal, 
while the actual luxurious expenditure is so large, we are 
inevitably reminded of Falstaft’s “one halfpennyworth of 
bread to an intolerable deal of sack.” 


FORTY-FOURTH ANNUAL REPORT OF THE 
LOCAL GOVERNMENT BOARD. 


This report has now been issued in three sections, of which 
Parts I. and III. concern medical readers. 

Poor-L<m Administration. 

Under Part I. the administration of the Poor-law is dealt 
with, the Unemployed Workmen Act, the Old Age Pensions 
Acts, and the special work arising out of the war in con¬ 
nexion with prevention and relief of distress, reception and 
accommodation of war refugees, distribution of the gifts 
from the dominions and colonies, &c. It may be remem¬ 
bered that in the early days of the war it was generally 
thought there was likely to be serious distress in this country 
as a result of unemployment, and that steps were taken to 
combat this evil by the appointment of the Government Com¬ 
mittee on the Prevention and Relief of Distress, the organisa¬ 
tion of the country under local representative committees, 
and the establishment of the National Relief Fund in 
response to an appeal from H.R.H. the Prince of Wales. 
At the outset the Government Committee laid down the 
wholesome principles that distress should, wherever 
possible, be met by the provision of work, that the 
work provided should be of a useful nature, and that 
relief by doles should be restricted within the narrowest 
limits. In order to fulfil these requirements steps were 
taken to secure the cooperation of the principal spend¬ 
ing departments of the Government with a view’ to the 
spreading of contracts, and arrangements were made for 
useful work to be done in connexion with the construction 
and repairing of roads, as well as in other branches of 
public work. Fortunately, the unemployment due to 
the dislocation of industry at the outbreak of war was 
of short duration, and few of the schemes of work 
which had been prepared had to be used. The initial 
unemployment was soon neutralised by the number of 
workmen who joined the naval and military forces, while 
the depression experienced in certain trades was counter¬ 
acted by the great activity in the industries engaged in 
fulfilling Government orders. At the end of October 
employment had reached practically the same level as in the 
period before the war, and by the early part of 1915 the 
situation had so far improved that the question of unem¬ 
ployment generally had almost disappeared. The total 
number of persons in receipt of Poor-law relief in England 
and Wales was smaller at the end of the year 1914-15 than 
at the end of the preceding year. Exclusive of pauper 
lunatics in lunatic asylums, the total number of persons in 
receipt of relief at the end of 1914-15 was 652,152, showing 
a decrease of 19,968, as compared with the figure at the end 
of 1913-14, which amounted to 672,120. Further, pauperism 
in 1914-15 was considerably less than the average for the 
five years 1909-10 to 1913-14 inclusive. Apparently those 
brought up in Poor-law institutions show no lack of 
patriotism, for we are told in this report that large numbers 
of such men have joined the colours and are serving either 
in the Navy or Army. The list includes three who have 
earned the V.C. and a number who have won various other 
military honours. 

The gross expenditure on relief of different classes of 
paupers, exclusive of sums repaid by the Poor-law authorities 
on account of non-settled poor, amounted for the year 
to £15.373,668, apportioned as follows: indoor paupers, 
£8,972,665; outdoor paupers, £3,053,433; pauper lunatics, 
£2,792,824. The remainder, consisting of such establish¬ 
ment and other charges as cannot readily be appor¬ 
tioned, amounted to £554,746. It will be remembered 
with pride that the dominions and oolonies overseas sent 
gifts of large quantities of foodstuffs to this oountry shortly 
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after the outbreak of war. In view of the speedy recovery 
in industrial activity alluded to above it soon became 
unnecessary to reserve the whole of this supply of food for 
the relief of distress at home and a considerable quantity of 
flour was made over to the Commission of Relief in Belgium 
at a price to be fixed by the Board of Trade, while a very 
large part of the balance of the flour and other gifts 
was handed over to the Army Council for the use of the 
troops. The British Medical Association and the Pharma¬ 
ceutical Society put forward and cooperated in a scheme 
for the provision of free medical attendance and the 
supply of medicines and appliances at cost price to 
dependents of men serving with the colours, except to 
those whose circumstances were such as to render such 
assistance unnecessary. In connexion with war refugees, it 
is stated in this report that the War Refugees Committee 
had, at March 31st, 1915, despatched 87,729 refugees to the 
local committees for hospitality in their respective areas. 
Refugees arrived from the continent both by the ordinary 
passenger boats and by special services which had been 
arranged for the transport of Belgian refugees from Holland. 
Dr. Reginald Farrar, one of the medical inspectors of the 
Local Government Board, took charge of a branch office in 
Flushing, and showed great zeal and devotion in the work 
of examining and embarking the refugees and looking after 
their various wants. 

Public Health : Treatment of Tuberculosis. 

Part III. of the report deals with (a) public health and 
local administration ; ( b ) county council administration ; 
(i o ) local taxation and valuation. The subject dealt with 
under (a) will be of greater interest to readers of this journal 
than those under ( b ) and ( o ), though, as the information 
given under (<z) relates mainly to the year ended March 31st, 
1915, much of it is rather ancient history to those who 
follow closely the development of public health work. The 
report of the Board’s medical officer appeared, as in previous 
years, as a supplement to this report and a review of its 
contents appeared on p. 636 of The Lancet of March 18th. 

The section of the report dealing with the treatment of 
tuberculosis has reference to the period ended June 30th, 
1915, and applies to England only. Up to the outbreak 
of war steady progress was being made with the 
development of approved schemes of treatment, and the 
large majority of counties and county boroughs had 
adopted schemes which had received the approval of 
the Local Government Board. A considerable number of 
men have been discharged from the Army suffering from 
pulmonary tuberculosis, and, as the large majority of soldiers 
are insured persons, arrangements are now in operation 
whereby, in the case of insured men discharged from the 
Navy or Army suffering from tuberculosis and requiring 
treatment in a residential institution, the necessary accom¬ 
modation is found by the Insurance Commission or by the 
appropriate Insurance Committee. As many workhouses and 
infirmaries have been temporarily taken over by the military 
authorities for use as hospitals, it has been necessary for the 
local authorities in certain districts to increase the accom¬ 
modation provided by them for the treatment of tuberculosis 
in order to provide accommodation for tuberculous persons 
usually maintained in institutions belonging to the guardians. 
The Local Government Board has approved of the appoint - 
ment of 131 tuberculosis officers by county councils, 
of 100 by county borough councils, and of 7 by joint com¬ 
mittees of county and county borough councils. As a large 
majority of the tuberculosis officers are men of military age, 
the demands for their services on duties immediately con¬ 
nected with the war have naturally been great, and 69 of 
these officers had, up to June 30th, 1915, resigned either 
temporarily or permanently in order to render war service. 
The loss, thus occasioned, of nearly 33 per cent, of the 
responsible clinical officers naturally involved some disloca¬ 
tion of the machinery for dealing with tuberculosis, and 
temporary measures had to be devised in order to secure that 
the most important aspects of the work should be inter¬ 
fered with as little as possible. Such temporary measures 
included the appointment of suitable medical practitioners 
to act as temporary tuberculosis offieers, or the utilisation 
of the part-time services of officers engaged in other 
public health work. In this connexion the Board state that 
they have been impressed by the willingness of the medical 
profession as a whole to put their services at the disposal of 
the nation in whatever capacity might be deemed most 


useful. In regard to the financial aspect of the treatment 
of tuberculosis, it appears that the total maintenance 
grant paid during the year ended March 31st, 1915, was 
£155,799 5s. 9d. The share of England in the capital 
grant of £1,500,000 which was made available by the 
Finance Act, 1911, to aid the provision of sanatoria and 
other institutions for the treatment of tuberculosis amounts 
to £1,116,156, and up to June 30th, 1915, grants amounting 
to £408,669 had been definitely promised towards the cost 
of institutions forming parts of schemes approved by the 
Local Government Board. Of this sum £195,279 had been 
actually paid. 

The question of conferring upon local authorities further 
powers in regard to the compulsory isolation of persons 
suffering from pulmonary tuberculosis who are in a highly 
infectious condition is discussed in this report. It appears 
that some nine local authorities have already obtained such 
special powers under local Acts, but that it has not yet been 
found necessary to make any extensive use of them. The 
opinion is expressed that ^the matter is one which requires 
careful consideration. 

Vaccination : Unsatisfactory Position. 

The section of this report dealing with vaccination is far 
from cheerful reading. The number of certificates of suc¬ 
cessful vaccination received during the year 1914 was 404,616, 
as against 430,470 in 1913, and the number of certificates of 
exemption 321,313, as against 308,235 in 1913. The number 
of persons on whom successful primary vaccinations were 
performed by the public vaccinators during the year ended 
Sept. 30th, 1914, was 301,416, of whom 284,227 were infanta 
under 1 year of age. The latter number includes 4223 children 
who were vaccinated by medical officej^’of workhouses and 
infirmaries. During the same period 13,651 successful 
re vaccinations were performed at^he cost of the rates. The 
total number of births registered during the year ended 
Sept. 30th, 1914, was 882,333, and, when this number is 
compared with the number of children under 1 year of age 
(284,227) who were vaccinated by the public vaccinators, it 
may be assumed that about 32 2 per cent, of the children 
born in the year were vaccinated at the public expense. 
This ratio of 32-2 per cent, of successful primary vaccina¬ 
tions by public vaccinators to the total number of births 
registered constitutes the lowest on record since 1898. On 
the other hand, there are indications that this country may 
have to face an epidemic of small-pox before very long. In 
certain parts of Europe, Asia, and America at the present 
time small-pox has assumed epidemic prevalence, and even 
in England and Wales t-Jiere have been an unusual number 
of scattered cases during the last few months. In these 
circumstances, with 'an ever-increasing number of un¬ 
vaccinated persons added annually to the population, the 
future is not without its anxieties. 


THE SERVICES. 


Army Medical Service. 

To be temporary Colonels: Major F. F. Burghard, C.B.,. 
R.A.M.C. (T.F.), and Temporary Lieutenant-Colonel T. C. 
English. 

Royal Army Medical Corps. 

To be temporary Majors: Major T. M. Carter (T.F. 
Reserve); Captain C. A. Pannett, R.A.M.C. (T.F.); and 
Captain P. Hamill, R.A.M.C. (T.F.). 

Temporary Captain W. Ormsby relinquishes bis com¬ 
mission. Temporary Captain G. A. Borthwick relinquishes 
his commission on account of ill-health. 

Temporary Lieutenant Francis P. Kennedy relinquishes 
his commission. 

Temporary Lieutenants relinquish their commissions on 
account of ill-health: W. E. Hull-Hewitt and G. P. Sheehan. 

C. C. Goodall to be temporary Honorary Lieutenant whilst 
serving with the British Red Cross Hospital, Netiey. 

F. W. Goyder to be temporary Honorary Lieutenant whilst 
serving with St.John Ambulance Brigade Hospital. 

Canadian Army Medical Corps: The undermentioned 
Captains (Canadian Militia) to be temporary Captains: 
W. F. Jackson, D. L. Fee, H. A. Dixon, E. B. Moles, A. W. 
Knox, E. E. McPherson, H. C. Wallace, J. L. McDonald, 
H. A. Hessian, A. J. McCallnm, and YV. C. Givens. Lieu¬ 
tenant J. D. Adamson (Canadian Militia) to be temporary 
Captain. 

Supplementary to Regular Units or Corps: Royal Army 
Medical Corps .—Cadet J. N. L. Blarney, University of London 
Officers Training Corps, to be Lieutenant. 
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Sir VICTOR HORSLEY, M.B.. B.S. Lond., F.R.C.S. Eng., 
F.R.S., 

COLONEL CONSULTANT, MEDITERRANEAN EXPEDITIONARY FORCE ; 

CONSULTING SURGEON, UNIVERSITY COLLEGE HOSPITAL; 

SURGEON TO THE NATIONAL HOSPITAL FOR 
PARALYSIS AND EPILEPSY. 

WE regret deeply to chronicle the death of Sir Victor 
Horsley, while he was acting as consulting surgeon to the 
British Forces in Mesopotamia. His eminent scientific 
position and the numerous social causes of which he was the 
champion made him one of the best known as well as one of 
the most widely admired of our professional leaders, and the 
number of public men, private friends, colleagues, and 
pupils is really great to whom Horsley’s sudden death has 
come as a shock when recalling his vigorous and forceful 
personality. 

Victor Alexander Haden Horsley was born in Kensington 
in 1857, the son of the late J. C. Horsley, the well-known 
painter. He was educated at Cranbrook School and Uni¬ 
versity College Hospital, where his career was an un¬ 
broken line of academic successes. He qualified as M B. 
Lond. and B.S. in 1881, winning the University scholar¬ 
ship and the gold medal in surgery. Two years later he took 
the F.R.C.S. Eng., and for a time was occupied with minor 
posts in connexion with the hospital, although he was 
already engaged upon original physiological work. From 
1884 to 1890 he was Professor Superintendent of the Brown 
Institution, and while he occupied that post he made the 
elaborate and exhaustive experiments which went to show 
that myxeedema was caused by absence of the thyroid 
gland. In 1885 he was elected assistant surgeon to Uni¬ 
versity College Hospital, and in the following year surgeon 
to the National Hospital for Paralysis and Epilepsy. 
In 1893 he became full surgeon to University College 
Hospital, but resigned four years later, being elected 
consulting surgeon. From 1891 to 1893 he was Kullerian 
Professor at the Royal Institution, and from 1893 to 1896 he 
was Professor of Pathology at University College. In 1911 
he was the first recipient of the Lannelongue International 
Prize in Surgery. Elected when quite young to the Royal 
Society, he was a Royal Medallist of the Society and a 
Foreign Associate of academies and scientific bodies all 
over Europe. From 1897 to 1906 he was a Direct Repre¬ 
sentative on the General Medical Council; he was the first 
chairman of the Representative Meeting of the British 
Medical Association, a body called into existence at the 
reconstitution of the Association ; he was a candidate for 
Parliament in the Liberal interest, standing especially on 
temperance and women's suffrage lines. 

Such is the brief outline of Victor Horsley s life, and in 
every indicated direction he became a leader in thought and 
in action. By the end of the “eighties,’ and whilst still about 
the age of 30, he had gained for himself an extraordinary 
position owing to his original work in various directions on 
ground common to physiology and pathology. As secretary 
to the Myxeedema Commission, whilst Ord and others 
supplied clinical material, Horsley collected information 
from Switzerland, and furnished the needed proof by removal 
of the thyroid gland from monkeys. When he became 
superintendent of the Brown Institution he was called upon 
to investigate the widespread occurrence of rabies and hydro¬ 
phobia. He had learned under Pasteur in Paris to recognise 
rabies in the material sent to the institution from various 
animals in addition to dogs, such as cats, foxes, horses, 
rabbits, and the deer in Richmond Park. There had been 
much confusion as to the signs of the disease. On the 
one hand there was a mare which, after being bitten 
on the muzzle by a dog, kicked the stall to pieces 
in violent excitement, and on the other hand the so- 
called “ dumb rabies,” the rapidly ascending spinal 
and bulbar paralysis from which Horsley’s laboratory 
attendant died. Horsley’s investigations into rabies formed 
the scientific basis of the Muzzling and Quarantining of 
Imports Orders which stamped ont the disease, in accordance 
with his published prediction He surrounded himself at the 
Brown Institution with a number of workers, all of whom shared 
his enthusiasm. For instance, L. C. Wooldridge was engaged 
on that f uudamental subject in physiological chemistry—blood 


coagulation—and, aided by Horsley’s suggestions, he per¬ 
fected a most striking experimental demonstration of the 
effect of normal saline infusions. From this arose the use of 
normal salt solution in this country ; previously it had been 
entirely unknown in surgical practice. The sudden death of 
Wooldridge deeply affected Horsley ; he connected it with 
other eases in which cardiac and visual disturbances had 
been attributed to tobacco, and the event intensified his 
antipathy to smoking. 

In many investigations Horsley was the active leader and 
in many he was an effective partner. He mapped out 
with C. E. Beevor the areas on the brain of the rhesus and 
allied monkeys. When they were able to obtain anthropoid 
apes they demonstrated the arrangement of the sensori¬ 
motor areas in front of the fissure of Rolando, and confirmed 
the existence of the so-called “silent” areas, both points 
having already been brought under Horsley’s notice in man. 
A series of experiments on the spinal cord, including the 
production of degeneration along tracts, and the demonstra¬ 
tion of spinal cord currents were performed in conjunction 
with Professor Gotch at Oxford. The results of their work 
were published in the Croonian lecture at the Royal Society 
in 1891. 

Concurrently with his work at the Brown Institution, 
Horsley was in charge of the pathological laboratory at 
University College, where lie was ably seconded by Robert 
Boyce. The Syllabus of Lectures on General Pathology which 
they drew up was exhaustive; the one thing lacking was 
an audience. The medical student was concerned only with 
the requirements of his examination ; teaching was then con¬ 
fined to pathological anatomy and histology, which had its 
focus in the old Pathological Society, and Horsley and 
Boyce were before their time. Horsley became one of the 
principal originators of the Pathological Clnb which in 
its turn anticipated the wider scope of the present Patho¬ 
logical Section of the Royal Society of Medicine, including 
its laboratory meetings. Everybody recognises nowadays 
the importance of chemistry, but there was much criticism 
when Horsley’s influence enabled a department in chemical 
pathology to be set up alongside his laboratory. Press 
of work soon forced him to give up both the Brown 
Institution and the Pathological Laboratory at University 
College, but he continued to carry on original investi¬ 
gations. Perhaps the two to which he devoted most work 
over a prolonged period, and in which difficulties and 
obscurities have presented hitherto insuperable obstacles, 
were those relating on the one hand to epilepsy, and on 
the other hand to intracranial tension resulting in particular 
from bullet wounds. Whatever he may have published on 
these subjects must represent but a fraction of the time, 
labour, and thought he devoted to them. 

Horsley in all his experiments and researches had a 
practical aim in view ; he lived and died in the practice 
of surgery. He served at University College Hospital in the 
various posts up to that of surgeon, but it is as surgeon to the 
National Hospital for the Paralysed and Epileptic that he 
will be chiefly known. Before him the surgery practised 
there had been limited to the haphazard uncritical perform¬ 
ance of tenotomy which Stromeyer and Dieffenbach had popu¬ 
larised in the ‘ ‘ forties ” of last century. Horsley’s three cases 
of brain surgery, read at the British Medical Association 
Meeting in 1886, marked the commencement of a phase of 
notable activity. His experiments in connexion with myx¬ 
eedema started him on the surgery of the thyroid gland, 
and the nervous disturbances connected with that gland 
linked it with cerebro-spinal surgery. Moreover, arising out 
of the myxeedema inquiry, he made experiments on the 
removal of the pituitary gland in animals ; subsequently he 
began to operate for pituitary tumours. The remarkably 
successful operation in which he removed a tumour which 
had been diagnosed by Gowers as compressing the spinal 
cord forms a permanent landmark in the history of surgery. 
He had to begin operating at the National Hospital without 
the provision of an operating theatre. Just as Spencer Wells 
did his first ovariotomy at the Samaritan Hospital, so Horsley 
started to expose the roots of the fifth nerve and the 
Gasserian ganglion in the corner of a ward shut off by screens. 
The wonderful physiological and pathological knowledge 
possessed by Horsley enabled him to achieve many extra¬ 
ordinary successes, but hemet also with partial success, as well 
as with failure, and the records ol the work which he did are 
neither full nor satisfactory. He commenced quite early to 
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sketch out a systematic work on brain surgery, but whilst he 
published a number of remarkable contributions on various 
sections of his work the systematic book has not appeared. 
It would be a great contribution to surgical knowledge if to 
the publication of his long list of successes there might also 
be added details of the cases in which his best efforts failed 
to achieve their object. 

A significant feature of Horsley's experimental work in 
neurology was his explicit belief that experience in laboratory 
research is of direct value to the clinician, and especially to 
the surgeon. His own experimental investigations were 
characteristically those of a clinician seeking in the laboratory 
to obtain light on 
the symptoms seen 
in the Clinique. 

His theme was 
therefore practi¬ 
cally always the 
“localisation” 
problem in one or 
another of its 
forms, the “local¬ 
ising” of centres, 
or the “localising” 
of conducting 
tracts. Thus, the 
original results of 
Ferrier on the 
functional topo¬ 
graphy of the 
cortex of the 
cerebrum were 
minutely reworked 
over, and anumber 
of important de¬ 
tails added. The 
upward conduc¬ 
tion lines in the 
spinal cord were 
reinvestigated, 
and attempts 
made at better 
quantitative 
evaluation of the 
crossed and un¬ 
crossed effects. 

The region of the 
thalamus was 
carefully explored 
with interesting 
results. The sub¬ 
ject of cerebellar 
function as far as 
it can be studied 
by electrical 
stimulation was 
laboriously re-exa¬ 
mined and new 
data contributed. 

All this work was 
done in collabora¬ 
tion, now with 
one colleague now 
with another; and 
that fact exempli¬ 
fies a mental trait 
characterising 
Horsley in other 
of his activities as 
well—namely, in¬ 
tense striving 
after cooperative effort. In his collaboration with others in 
research he himself usually suggested the immediate aim 
towards which the investigation should be directed, and the 
elaboration of the method employed would lie with his 
collaborator. These partnerships were many and brought 
much of neurological value to light. Contact with him in 
the laboratory was always an incentive to effort. His early 
activity as an investigator by experiment and his fearless 
public endorsement of the rights of such inquiry brought on 
him the special opprobrium of the antivivisectionists. He 
contributed largely to the public refutation of the mis¬ 
statements of these opponents. Among all the varied social 


interests of his later life this keen championship for the 
rights of those who engage in inquiry by vivisection remained 
ever as active as it had been at the beginning of his career. 

The following has been sent to us by a pupil of Horsley 
who later became a colleague. It repeats details that we 
have already mentioned in presenting a very complete, if 
brief, picture of Horsley’s neurological work. “ If we are to 
judge of a man's pre-eminence by the reputation his work 
obtains, both at home and in continental and foreign schools 
of medicine, few have equalled and none surpassed that 
which was universally acknowdedged as having been worthily 
earned by Sir Victor Horsley. As a cerebral physiologist and 

anatomist he was 
in the very front 
rank of experi¬ 
mental w’orkers. 
The passion which 
he showed while 
yet a surgical 
registrar at Uni¬ 
versity College 
Hospital for this 
variety of research 
never was dimmed 
through the busy 
years of a very 
large surgical 
practice. Taking 
up with charac¬ 
teristic energy and 
enthusiasm the 
lines of research 
initiated in this 
country by Sir 
David Ferrier, he 
probed ever 
further into the in¬ 
tricacies of cere¬ 
bral and cerebro¬ 
spinal function. 
The Philosophical 
Transactions and 
the Proceedings of 
the Royal Society, 
the Journal ol 
Physiology , and 
Brain, more par¬ 
ticularly of the 
‘ eighties ’ and 
‘ nineties ’ of last 
century, contain 
a series of papers, 
which, when 
judged merely by 
the quantity of 
output, seem 
a tremendous 
accomplishment 
for a young man, 
but when their 
originality and 
quality are also 
considered they 
will be admitted 
to constitute a 
record that is 
all but unique. 
By himself, or 
i n collaboration 
with Sir Edward 
Schiifer, the late 
Professor Gotch, Sir Felix Semon, and others, he made 
enduring contributions to our knowledge of the functions 
of the brain and spinal cord. Perhaps his best work 
in this respect was done in association with the 
late Dr. Charles Beevor. This was an ideal com¬ 
bination ; the enthusiasm and rapidity of work of 
the one had a valuable counterpoise in the patience, 
caution, and critical hesitancy of the other. Their 
joint work on the connexion of the cortex with 
the lower centres, on the electrical excitation of the 
cortex and internal capsule of the orang-outang, on 
the internal capsular fibres of the bonnet monkey, on the 
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motor cortex of the monkey, on the centres for face, 
mouth, throat, and larynx in the ape, Sec,, has long ere this 
been acknowledged as classical. Horsley would not allow the 
exigencies of his surgical work to interfere with his experi¬ 
mental investigations. He organised a laboratory of experi¬ 
mental neurology at University College, and there he was 
always to be found on certain afternoons in the week tackling 
fresh problems with undiminished ardour, as the pages of 
Brain testify. None who have ever worked there under his 
segis are likely to forget his infectious keenness and his un¬ 
equalled generosity. All that he asked was that men who 
came there should be workers, and they did come, in an 
unfailing stream, from home, from the colonies, from America, 
Germany, Poland, France, and elsewhere. It was a matter 
of indifference to him whether their researches were pub¬ 
lished with or without his expressed collaboration ; all recog¬ 
nised that he was the leading spirit in the international 
coterie that laboured in that odd-shaped and out-of-the-way 
room which to many of the younger generation of neurologists 
at home and abroad was a veritable Mecca. Brilliant and 
enduring as his reputation is certain to be as an experi¬ 
mentalist, his world-wide fame rests undoubtedly on his 
superlative eminence as a neurological surgeon. The surgery 
of intracranial and spinal tumours was a terra incor/nita when 
Horsley began, in the ‘ eighties ’ of last century, to explore 
where others had been afraid to tread, Fortified by his 
experimental knowledge, and with a sureness of touch 
acquired in a similar way, lie did not hesitate to tackle any 
form of cerebral or cerebellar case, as an early paper of his 
in the British Medical Journal for 1887 will show. This 
article was written to demonstrate, among other points, the 
‘details and safety of his methods,’ words which must 
appear a little strange to-day, when cerebral surgery is 
undertaken almost as a routine. In 1888 he successfully 
removed a spinal tumour by operation in a case under the 
care of the late Sir William Gowers. This was the first time 
the operation had been performed, and it was an epoch¬ 
marking event. The full record of the case is in the Medico- 
Chirurgical Transactions for 1888, and is well worth perusal. 
Thenceforward Sir Victor Horsley’s position as a bold and 
skilful neurological surgeon was supreme. At the Inter¬ 
national Medical Congress held at Berlin in 1890 his com¬ 
munication on the surgery of the central nervous system 
was hailed with acclamation. The tribute of the 
foreigner was voiced in Professor Oppenheim's ‘ Lehrbuch 
der Nervenkrankheiten ’ when he declared that ‘ this 
celebrated neurologist and surgeon has since then remained 
the master of his subject, and he may well be proud of his 
great experience and success.’ Not content with his attain¬ 
ments, Horsley laboured continually to improve his technique 
in intracranial work; witness the address on surgery given 
at the Toronto meeting of the British Medical Association in 
1906. The prime factor in his astonishingly successful 
results was the speed with which he operated. No one 
could handle his instruments so dexterously as he did 
himself, though his methods have been copied and modified 
far and wide. While scientists made their way to his 
laboratory for his experimental investigations, distinguished 
clinicians came to Queen-square to see him operate. It was 
no uncommon sight to see there such visitors as Kocher, 
Babinski, de Martel, Picque, and others that might be 
mentioned. His audience in the operating theatre at the 
time of the International Medical Congress of 1913 was a 
particularly brilliant one. Horsley’s results in extirpation 
of the Gasserian ganglion for trigeminal neuralgia were par¬ 
ticularly good, and he had operated on hypophyseal tumours 
half-a-dozen times or more by the subtemporal route before 
any other surgeon had begun to record similar essays. He 
was facile prineept in neurological surgery, a prince of brain 
surgeons. With characteristic independence and, one may 
almost say, impatience, he made his own diagnoses and 
carried out his own ideas in regard to treatment in a 
way that sometimes brought him into conflict with 
his medical colleagues. But he was ever a fighter, and 
his self-confidence was widely based on his unequalled 
experience. Neurology as a science owes its established 
position to the labours of those mighty pioneers whose 
names are familiar to all the profession. Among them 
the name of Sir Victor Horsley is inferior to none in 
actual international fame ; it is that also of a man who 
in versatility of accomplishment and in combination of 
theoretical and practical attainment was unequalled by any.” 


An officer who served with him in Egypt writes of the 
last phases of his strenuous career in these words: “Sir 
Victor Horsley's death in Mesopotamia is one of the tragedies 
of the war. I had the honour of being attached to the 
general hospital in which he at first was in charge of 
the surgical section. That a man of his eminence in the 
profession should have consented to accept such a position 
was a proof, if any were needed, of his intense desire to do 
everything that lay in his power to serve his country. From 
the very first his energy and keenness was an example to us 
all. Soon after his arrival in Egypt he was given an 
appointment more in keeping with his professional position 
and was made consulting surgeon to the Forces. Before 
this, however, he had done an immense amount of valuable 
work in assisting to organise the surgical side of the base 
hospital to which he was originally attached. As a con¬ 
sulting surgeon he did splendid work; he devoted with 
unsparing zeal both time and energy to finding out and cor¬ 
recting, as far as lay in his power, any defects of equipment 
or mistakes in organisation in the hospitals, and in the early 
days in Egypt there were many of these. He was always 
ready to help with his advice and example those of us who 
asked him to do so, and in the midst of the most trying 
circumstances he never lost his cheeriness or good temper. 
In spite of all the calls upon him he found time to carry out 
some original work in connexion with the infection of head 
wounds, and it was entirely owing to his teaching and 
example that the results of the operative treatment of 
these injuries, at any rate in one of the hospitals, were so 
extremely good. His energy and devotion to his work 
was the more striking because it was obvious that the 
atmosphere of a military hospital was not very congenial 
to him, and when we remember his force of character 
and independence this is not to be wondered at. The 
amount of work he got through in Egypt undoubtedly 
tried his strength, and he could not be persuaded to 
rest to the extent that was really necessary, especially 
in the hot weather. A tour of inspection which he paid to 
the Peninsula did him good in this respect, but the many 
muddles and deficiencies which he found there must have 
had a depressing effect upon his spirits. He volunteered for 
duty in Mesopotamia without any thought for himself, and 
I am sure that he went there in the hope that he might be 
able to do something to remedy the defects in the medical 
arrangements which are now so notorious. If he expended, 
as I am sure he did, all his strength and energy on this 
work, it is little wonder that he should have succumbed to 
the effects of that most trying climate. Victor Horsley’s 
was a most charming personality and he was a great favourite 
in our mess. His death leaves a blank in the branch of 
surgery, which his genius had played so large a part in 
founding, that at the present there is no one fitted to fill." 

Great as were the services rendered by the late Sir Victor 
Horsley to physiology and surgery, he had titles to fame 
outside his professional work. For some years prior to the 
war he had devoted much time and energy to politics, taking 
an active part in elections, and standing for the University 
of London at the last general election. In politics he was 
an advanced Liberal and democrat. Free Trade, the great 
Budget of 1909, the removal of the undue influence of the 
House of Lords on legislation all found in him a vigorous 
and eloquent champion. Perhaps to the outside world 
he was best known as a most ardent advocate of 
the cause of temperance, basing his support not on 
mere general grounds but on scientific reasoning, to 
which his distinguished professional career added very 
great weight. He also embraced the cause of women’s 
suffrage with all the ardour of a chivalrous temperament. 
Had he lived, however, he would probably not have made a 
successful politician, for he understood very little of the 
art of compromise which is more essential to success in 
English than in continental politics. His constant employ¬ 
ment of the deductive method of reasoning, perhaps the 
outcome of his scientific training, was peculiarly unsuitable 
to politics, and especially to the politics of this country. 
He could not have subscribed to the dictum of so staunch 
a reformer as Macaulay that you should never ‘ ‘ remove an 
anomaly simply because it was an anomaly.” Horsley's 
logical mind was out against all anomalies. Like many men 
of advanced views, he was inclined to think that very much 
of the evil in the world might be set right by a few drastic 
measures. He did not possess a profound knowledge of 
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human nature, and was not interested in trying to under¬ 
stand why men think as they do think ; consequently he often 
failed to appreciate the views of his opponents and was 
easily led to suppose that they were necessarily perverse and 
obstinate people. With regard to the medical profession he 
seems to have felt that somehow the State did not know how 
to make use of the knowledge possessed by such a large 
body of highly educated and scientifically trained men. 

Horsley died full of plans for the future, but with a past 
of wonderful accomplishment. He died for his country, 
having taken upon himself a splendid task for which his 
physique was not wholly fitted, and he will be sincerely 
mourned by countless friends, pupils, colleagues, and 
admirers. He had many differences of opinion with many of 
them, and sometimes they were violent ones, for Horsley 
was uncompromising, but all such feelings will be merged in 
one of deep and sincere regret that Victor Horsley should be 
gone from us. 

Sir Victor Horsley married in 1887 Eldred, third daughter 
of Sir Frederick Bramwell, Bart., by whom he had two sons 
and one daughter. To Lady Horsley and her family the 
deepest sympathy will be extended in their irreparable loss. 


WALTER WILLIAM HUNT TATE, M.D. Lond., 
F.R.C.P. Lond., 

OBSTETRIC PHYSICIAN TO ST. THOMAS'S HOSPITAL. 

Walter William Hunt Tate was born on Dec. 18th, 1865, 
his father, George Tate, being a practitioner in the north 
of London. He received his early education at University 
College School, joined University College as a medical 
student, and finished his clinical work at University College 
Hospital. He won early recognition from his teachers as a 
capable and earnest student and held the resident posts at 
the hospital of house physician, house surgeon, and obstetric 
assistant. He was afterwards elected resident medical 
officer and performed the duties of this important post with 
great success. On the termination of this appointment 
he had intended going into general practice in the Hampstead 
neighbourhood, but the post of obstetric tutor and registrar 
at St. Thomas’s Hospital being created he applied for the 
post and was elected. 

Though appointed as tutor and registrar, Tate was from 
the first, for all practical purposes, assistant obstetric 
physician; for Dr. Cory, who held that post, was in indif¬ 
ferent health. Dr. Cullingworth, the senior obstetric 
physician, had a high standard by which he judged men, 
and that Tate at once obtained his confidence to the full was 
a tribute to the self-reliance and power which had enabled so 
young a man to make the most of his unusually favourable 
opportunity. Dr. Cullingworth entrusted him more and more 
with a share of the ward work, and relied on him for 
relief from night emergency work and for' holiday duty. 
The only real difference made by his appointment in 1896 
as assistant physician on Dr. Cory’s resignation was that he 
then began regular clinical teaching in the out-patient 
department in addition to acting as Dr. Cullingworth’s 
assistant and deputy. 

It is not, however, as a teacher in the out-patient 
room that Tate will be remembered by the St. Thomas’s 
men of the past 20 years, but for his work and teaching 
in Adelaide Ward. His term in the out-patient’s was 
short—barely five years—and during that time the work 
of the department increased rapidly and the accom¬ 
modation for patients was enlarged from 20 to 28 beds, 
so that Dr. Cullingworth, whose health was far from good, 
left him an increasingly active share in the ward work. In 
1901 he became full physician with charge of three-quarters 
of the beds, Dr. Cullingworth retaining one quarter only, 
and this continued till Dr. Cullingworth’s final retirement 
in 1904, after which Tate took sole charge. 

As a teacher it was the clinical side of the work that 
appealed to him, and chiefly gynaecology. Midwifery never 
attracted him. He held no appointment at a lying-in 
hospital and his supervision of the outdoor maternity dis¬ 
trict was not of long duration, and scarcely pave scope 
enough to distract his interest from the large share in the 
gynaecological work that fell to him. He had excellent clinical 
insight and came rapidly to a clear opinion on his cases, 
and it was this very faculty of quick decision that attracted 
students and was an important factor in his success in prac¬ 
tice. In addition, he was a delightful operator to watch, and 


had marked manipulative skill and was intensely interested 
in all difficult surgical problems that arose in the course of 
his work—all of which appealed strongly to the students. 
The amount of hospital work he got through was always a 
marvel to his house officers and dressers, as well as to those 
who knew what a busy private practice he had. His teaching 
experience naturally led to his becoming an examiner and 
he acted for four years at the Apothecaries’ Hall, for five 
years at the Conjoint Board, and at the time of his last 
illness was serving as examiner at the University of 
Cambridge. 

He was never a prolific writer, though he was a frequent 
exhibitor of specimens and recorder of cases at the 
Obstetrical Society and later at the Obstetrical Section of 
the Royal Society of Medicine. Pathology interested him 
only so far as it helped in diagnosis and treatment, and his 
writings reflect closely his bent towards the clinical side. 
One of his early papers was on “ Three Cases of Pyometra 
Complicating Cancer of the Cervix Uteri,” published in the 
Obstetrical Transactions for 1897. Another paper read in 
1904 on “Three Cases of Intestinal Obstruction following 
Operations for Fibroid Tumour of the Uterus, with special 
reference to the choice of operation,” in which he advocated 
total hysterectomy rather than supravaginal amputation, 
gave rise to an interesting discussion. Many short 
communications and descriptions of specimens and cases 
are to be found in the Obstetrical Transactions. In the 
St. Thomas’s Hospital Reports are several papers from his 
pen, among them one on the Clinical Aspects of Tubal 
Gestation in the Early Months, and another on Cancer of the 
Uterus, containing clinical observations on 50 cases treated 
by vaginal hysterectomy, an operation in which he had con¬ 
siderable experience and much success, though latterly he 
gave it up for the abdominal route. Other papers on gyneco¬ 
logical subjects may be found in the Journal of Obstetrics 
and Qynacology of the British Empire , the Practitioner, and 
the weekly medical press, and doubtless, had he been spared 
to review his extensive hospital and private practice, he might 
have left more of his valuable experiences. 

Tate took a prominent part in the work of the old 
Obstetrical Society and of the Obstetrical Section of the 
Royal Society of Medicine. He was first elected to the 
council in 1895, served as an examiner for midwives on the 
old examining board in 1898 -99, filled the office of secretary 
in the years 1911 to 1913, and at the time of his death had 
just been elected President of the Obstetrical Section of the 
Royal Society of Medicine for the ensuing year. 

He married in 1896 the widow of the late Dr. Anthony 
Dalzell, who survives him; there were no children of the 
marriage. 


The Association of Infant Welfare and 

Maternity Centres.—T he fifth annual conference of this 
society was held last week iu Bristol. Dr. D. S. Davies, the 
medical officer of health of the city, presided at the opening 
and welcomed the delegates. Dr. Eric Pritchard, the chair¬ 
man of the National Association, in the course of his speech, 
stated that specialists were not as suitable for the work as 
well-informed nurses and health visitors. 

Presidency of the Royal College of Physicians 
of Ireland. —Earlier in the year the Royal College of 
Physicians of Ireland appointed a committee to consider the 
method of electing the President of the College. The College 
has now received and considered the report of the committee, 
and at its last meeting passed a series of by-laws designed to 
introduce considerable modifications in the mode of election. 
For more than 200 years it has been the custom in the 
College for the various officers to elect a President 
among the Fellows of the College resident in Dublin in 
order of seniority. Since 1830 it has been the custom 
for the President to hold office for two years. This method 
of election had much to recommend it when the number 
of Fellows was small, but in recent years the presidency 
tended to lose its dignity since it became a prize 
automatically awarded for mere longevity. The College has 
now decided" to make a real choice effective in electing the 
President. In September of each year a ballot will he held 
for the selection of a panel of three Fellows as candidates 
for the presidency. On the first Friday of October the 
College will, by a further ballot, select one of the three for 
nomination as President, and on St. Luke’s day the name of 
the Fellow so nominated will be submitted for formal 
election. In the ordinary course the President will hold 
office for three years, but provision is made for a more 
frequent change if the College should so decide. 
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THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

To the Editor of The Lancet. 

Sir, —Mr. J. E. R, McDonagh states in your issue of 
July 15th, in a letter with this heading, that I should 
not have made my objections to his theoretical views if I 
had read his work. My delay in answering his letters is 
mainly due to the careful attention that I have given to 
his Hunterian Lectures, “Links in a Chain of Research 
on Syphilis (Oxidation and Reduction),” delivered in 
March, 1916. This is a book to which he specially refers, 
and we may suppose that it gives his latest conclusions. 
The references in the following lines apply to pages in this 
work. I can only say that my mystification is greater than 
ever. When description is given of the various well-known 
phenomena applying to the subjeot the statements are 
perfectly intelligible and correct. It is only when he 
proceeds to give his own ideas that what appear to be 
tlie most extraordinary statements are made. We might 
apply to the book as a whole the saying that “What is 
true is not new, and what is new is not true.” Now, the 
difficulty that I feel is that, although quotations might be 
made from nearly every page whose incorrectness would be 
obvious to the physical chemist at a glance, yet it is not to 
be expected that readers of this journal would have had the 
opportunity or necessity to acquire a similar knowledge. 
They have, indeed, so much other matter to take account of 
which is of vital importance in their work. I must there¬ 
fore limit myself to a few of the more obvious cases. 

The basis of Mr. McDonagh’s theories lies in what he 
calls “lipoid-globulin molecules” or particles, their vary¬ 
ing distribution in the blood of normal and syphilitic 
patients and their presence in large amount in the parasites 
themselves. These molecules are supposed to constitute 
an “ oxidase-reducase system,” and the whole edifice 
really rests upon this hypothesis or “fact.” I am not 
prepared to deny the existence in the blood or elsewhere of 
such adsorption compounds ; indeed, it is very probable. 
But what is the evidence that they are endowed with the 
properties of oxidising or reducing enzymes ? When I used 
the expression “ selected,” to which Mr. McDonagh takes so 
much objection, I had in my mind the possibility that the 
phenomena interpreted as due to oxidation and reduction 
might turn out to be at least as readily explicable on other 
hypotheses, especially as the complexity and obscurity of 
oxidation in the living organism so easily leads to misunder¬ 
standing. Doubtless I did not make use of quite the 
correct words. My consideration of the small amount of 
experimental basis this view has confirms me in my 
opinion. The evidence amounts to the presence of 
unsaturated carbon atoms in the lipoids of the com¬ 
plex and to certain reactions to dyes. As far as the 
former is concerned, the particles seem to be possessed 
of some degree of reducing power, but not a great one. 
Curiously, the reaction to osmic acid was not tested. But 
even a considerable degree of reducing power does not imply 
catalytic activity as a reduction enzyme or reducase. Oleic 
acid is not regarded as a rednease. In the paper by 
McDonagh and Mackenzie-Wallis it is expressly stated that 
no evidence was to be found of the presence of an oxidase 
or a peroxidase in the particles. Nevertheless, on p. 19 of 
the “ Links ” it is said that peroxides and peroxidases form 
part of the system, the two together forming an oxidase. 
As regards the behaviour to dyes, Unna’s view of the 
definite relation of staining to oxygen places in the cell 
is accepted, notwithstanding that it has clearly been shown 
to be false by Drury. 1 The adsorption of dyes is quite 
as complete in the absence of oxygen, active or molecular, 
a9 in its presence. I do not admit that processes of adsorp¬ 
tion in the living organism are totally different from all other 
processes, nor that the case of charcoal and carbon dioxide 
is beside the point. When the statement is made that 


1 Proc. Roy. Soc.. 83 B, 166. 


adsorption in corpore differs from other forms, we must 
remember that staining in rn:o is understood by McDonagh 
and Mackenzie-Wallis as that of dried films. Moreover, 
alcoholic solutions are recommended for use. Certain of the 
staining reactions given as proof of reducing properties are 
clearly connected with electrical charge, but the explanation 
of this error will be seen immediately. 

After having read the greater part of the book, it dawned 
upon me that many of the misconceptions in it are due to the 
fact that the author regards as identical in nature not only 
the OH groups in organic compounds and hydroxyl ions 
(p. 22), but also hydrogen peroxide (p. 139). This latter is 
represented as OH + OH (p. 22). In another place (p. 16). 
the OH group is considered to be a reducing agent. These 
confusions lead to the putting forward of some rather 
astonishing chemical equations, such as the following :— 

R.S S.R. + 2H 4- 40H = R.S + R.SH + 2II 2 0„ + H'(p. 140). 

The hydrogen ion is called here, by the author, “ active 
hydrogen,” just as in other places (pp. 139 and 179) the 
oxygen ion (O '), which is so rarely met with and even then 
in negligible quantity, is regarded as identical with active 
oxygen. It is scarcely neeessary to point out that it is 
“active hydrogen” and “active oxygen” which are con¬ 
cerned with reduction and oxidation processes, not the ions 
produced by electrolytic dissociation, although on p. 21 
Mr. McDonagh says that “active hydrogen is a kation ” 
and refers to “ the negative charge that active oxygen 
possesses.” What these forms of oxygen and hydrogen 
really are is not known. All that can be said as yet 
is that in some way their chemical potential is raised by 
the supply of energy, so that they are able to oxidise or 
reduce substances which the ordinary forms of these 
elements are unable to act upon. Active oxygen is not 
necessary for all oxidations, contrary to the statement on 
p. 171. Atmospheric oxygen has a sufficiently high oxida¬ 
tion potential to combine with pyrogallol, as every photo¬ 
grapher knows. Dilute nitric acid is rich in hydrogen ions, 
but has no reducing properties. Ions must be looked upon 
as chemical compounds of atoms with electrical charges and 
therefore of a different* chemical nature from the atoms 
themselves. The globulin component of the “lipoid-globulin 
particles ’’ is, of course, as an amphoteric electrolyte, 
capable, at least potentially, of affording either hydrogen or 
hydroxyl ions, but this is a totally different matter from 
acting as a reducing or oxidising system. For this 
latter statement, indeed, I can find no reference given 
to any experiments of a satisfactory nature. The majority 
of the original statements in Mr. McDonagh’s book are, in 
fact, given without experimental evidence or reference to 
experiments made. While many of these statements are 
clearly due to misconception, others may possibly be true, 
but they arc at present quite incapable of experimental test, 
since the means of doing so fails us. 

Other difficulties in the way of a clear comprehension of 
Mr. McDonagh’s views are due to his use of words in a sense 
which is not only different from that generally understood, 
hut in some cases is unintelligible. I will mention three. 
Permeability is used by physiologists to refer to the 
properties of the cell membrane in connexion with the 
admission of substances to the interior of the cell, but 
Mr. McDonagh uses it in application to molecules (pp. 60 
and 76). The permeability of molecules is said to be 
increased by richness in carboxyl groups (p. 117), on what 
grounds I am unable to make out ; in fact, I do not know 
what the expression means. Electrolytic dissociation is 
spoken of (pp. 45, 62, and 101) as being something that 
happens to ions, whereas ions are generally supposed to be 
the results of it. The word “ ionised,” in the case of 
electrolytes in solution, means the same thing ; but Mr. 
McDonagh uses it in a sense which puzzled me greatly until 
I realised that a protein which possesses ions adsorbed on 
its surface is called by him “ ionised ” (p. 101). Adsorption 
should only be used to refer to condensation at interfaces 
between phases and is a function of surfaces as such. But 
Mr. McDonagh evidently understands something different, 
although I cannot make out what it is. This is shown by the 
assertion that active oxygen is necessary (pp. 46 and 107) act¬ 
ing as catalyst (p. 52). I accept his explanation with regard 
to the effect of increased size of particles, but in the “ Links ” 
the fact of increased size aud increased adsorptive capacity 
are so frequently referred to without mention of increased 
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number that I think my mistake was justified. On p. 35, 
moreover, it is stated that in order to prove that the 
adsorptive capacity of the lipoid-protein particles is greater 
in syphilis it is only necessary to show that these particles 
are larger. In other places “ adsorption ” is merely chemical 
combination, a trivalent metal is said to "adsorb” three 
"atoms of hydroxyl ion” (p. 114), and in amino-thio- 
benzene the sulphur is said to be in a “more powerfully 
adsorbed state ” when in the ortho-position as regards the 
amino-group (p. 136). In this connexion it is curious to 
note that Mr. McDonagh prides himself on not introducing 
new terms. It would surely have been preferable to do so 
rather than to introduce confusion by using well-known ones 
in ways peculiar to himself. 

I pass on to the new remedies introduced. I am, of course, 
incompetent to discuss their clinical value, which is naturally 
independent of theories as to their mode of action. But I 
feel convinced that great mischief will result, both to the 
theory and the practice of therapeutics, if Mr. McDonagh's 
views are accepted on such slender evidence as that he gives. 
Although the importance of the subject may reasonably be 
held to warrant the length to which this letter has already 
extended, I must apologise for the space taken up. How¬ 
ever we may disagree with the interpretation put by Ehrlich 
on his discoveries, there can be no doubt that many 
valuable compounds and methods have beer, introduced by 
him, and that his work has led to great advances in science. 
Mr. McDonagh’s attack on Ehrlich (p. 120) because he 
patented salvarsan, although he was not engaged in medical 
practice, is particularly ungenerous from a man who is 
engaged in practice, but nevertheless allows the advertise¬ 
ments now appearing in the medical press. As to the 
suggestion on p. 122 that the preparation of a substitute for 
salvarsan ought to have been handed over to one or more 
medical men, I should like to know what medical man, with 
the exception of Mr. McDonagh himself, would have been 
willing to undertake the duty. A remark of an astonishing 
nature to a chemist is that on p. 121, where it is said that 
for two substances to be "absolutely chemically the same, it 
is necessary that they should be prepared in exactly the same 
way.” So that glycine prepared by the hydrolysis of gelatin 
is not the same substance as when prepared by the action of 
ammonia on chloracetic acid, and “ ferrivine” is only to be 
accepted as such when prepared under Mr. McDonagh’s direc¬ 
tion. ‘ ‘ Intramine ” is a representative of the large class of com¬ 
pounds which contain sulphur in organic combination. They 
certainly possess, as a rule, reducing properties, and intramine 
is used by Mr. McDonagh for this reason. But, as we have 
seen, his " oxidase-reducase ” theory has no real foundation 
As an interesting example of the mode of reasoning adopted 
take the case given on p. 150, where two injections of 
intramine are described as being followed by extraordinary 
improvement, while a third dose resulted in a state worse 
than the original one. Galyl, a true organic compound 
of arsenic, was then given with remarkably beneficial 
effects, practically amounting to cure. This is said to 
be a proof of the theory of oxidation and reduction, in that 
the arsenic compound as an oxidative agent was made 
effective by the previous administration of a reducing agent. 
The natural conclusion to be drawn is surely that intramine is 
useless, while galyl is a valuable remedy. We cannot, in the 
present state of science, give any explanation as to why 
certain metals have such powerfully toxic effects while 
others are harmless, but it may safely be said that it is not a 
question of valency. The nature of organo-metallic compounds 
does not seem to be appreciated by Mr. McDonagh. The 
metal must be in organic combination, in direct union with 
carbon atoms. Such compounds are not subject to electro¬ 
lytic dissociation with production of metallic ions ; therefore 
the valency, at all events in the sense used on p. 130 as 
precipitating power, does not concern us. If this were so, 
pentavalent arsenic would be more active than trivalent, 
whereas, according to the statements on p. 130, it is less so. 
We naturally ask what is the particular value of this class 
of compounds. It cannot be stated exactly, but it seems 
probable that the function of the organic part of the 
molecule is to facilitate passage through the cell membrane, 
so that the metal may be presented to sensitive constituents 
in the cell without being in the form of an ion. The presence 
of amino-groups favours this permeability. Aniline, for 
example, is toxic because it enters the cell ; sulphanilic acid 
does not enter and is innocnous. There is, I think, some 


confusion introduced by the use of the terms “ toxic ” and 
“non-toxic” with regard to remedies. What we want, 
surely, is something which is toxic to the parasite and non¬ 
toxic to the patient, but we are unfortunately still in the 
dark as to what are the chemical and physical properties 
required. I fear that Mr. McDonagh’s theories will not help 
us much. 

Now iron in true organic combination is remarkably 
inactive, as we see in hemoglobin. But do “ferrivine” 
and “ aluvine ” contain the metals in organic combination ? 
The names given on pp. 146 and 147, “tri-para-amino- 
ferric-benzene sulphonate,” and so on, suggest that iron 
is in similar combination with the benzene nucleus as is 
arsenic in salvarsan, but when the formula is examined it 
is seen to be neither more nor less than the iron salt of 
sulphanilic acid and no organic compound of iron at all. If 
the chemical name is given it ought to be ferric para-amino- 
sulphonate or, more simply, ferric sulphanilate. It is ex¬ 
tremely unlikely that such a compound would have any 
special action different from an ordinary ferric salt. The 
name manganese sulphanilate is used on p. 144, so that I 
do not suggest that the misleading nomenclature is intended 
to deceive, but content myself with calling attention to it. 
If it were true, as Mr. McDonagh states (p. 167), that 
electrolytic dissociation is necessary for therapeutic action, 
organic arsenic compounds would be devoid of activity. 

The “Links, &c.” has the effect upon me of a physico¬ 
chemical nightmare. On p. 191 we read: “There is 
probably only one protein (in the resisting substance)— 
albumin ; this by increasing the number of its amino-groups 
becomes globulin, by increasing its carboxyl-groups it 
becomes lipoid-globulin. An increase of carboxyl-groups 
results not only in making the reducing action greater, but 
also in increasing the size of the particle and rendering it 
more permeable, which results in that particle becoming 
less ionised.” No wonder that, as we are told, the cell looks 
upon it as a foreign body after these astonishing trans¬ 
formations and that malignant disease results, as we read 
further on. 

Mr. McDonagh does me the honour of stating his indebted¬ 
ness to my “General Physiology.” I trust that no more 
results of a similar kind will be laid to its charge, of I shall 
have to regret its publication. In answer to Mr. McDonagh’s 
charge that I have not studied his research work nor repeated 
his experiments on serum, I can only say that if he will give 
references to where the experimental proofs of his assertions 
are to be found I shall be happy to look them up. As to 
experiments on serum, I have neither the time nor the 
necessary acquaintance with the special methods to be able 
to repeat them. I have, in the course of the above remarks, 
given all the evidence I can find that the lipoid-globulin is an 
oxidase-reducase system and pointed out that it is uncon¬ 
vincing ; and this is the foundation of his elaborate 
theory. It is supposed to explain not only dyeing and 
staining and chemo-therapy, but also immunity and 
anaphylaxis. It is stated to follow “simply and logic¬ 
ally” from "ascertained facts” and to be "deduced 
from established chemical and physical facts ” (p. 199). 
Let me give an example of what are regarded as facts. On 
p. 178 we read : “ Fever means an increase of hydroxyl-ion 

concentration and therefore more oxygen. Reduction is 

only a means of increasing oxidation, as it forms the 
peroxide necessary for the oxidase system.” No reference 
is given to experimental evidence, yet the next sentence 
begins: “In view of these facts,” .vc. The chemical equa¬ 
tion given above is also a “ fact.” As to logical deduction, 
take the following (footnote on p. 152):— 

Intramine injected Into the urethra causes a great increase of 

soluble phosphates and carbonates in the urine. These are the 

salts which regulate the normal hydrogen-ion concentration of the 
external phase; therefore this observation proves beyond doubt that 
intramine acts on the oxidase-reducase system. 

Air. McDonagh complains that I represent him as holding 
that lipoid-globulin acts at the same time as an oxidase and 
a reducase. On p. 112 certain granules in the choroid 
plexus are stated to synthesise indophenol owing to the 
presence of active oxygen, and in the next sentence they 
are stated to have a reducing action due to the presence of 
active hydrogen. On p. 197 reference is made to the “ fact” 
“ that the adsorptive power of the active oxygen in the 
oxidase-reducase system is more marked than that of the 
active hydrogen,” and on p. 198 to “those lipoid-globulin 
particles which are richer in active hydrogen than in active 
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oxygen.” If any meaning is to be attached to these words 
they surely mean that active oxygen and active hydrogen are 
present together. 

To sum up, I hold that no proof has been given that the 
lipoid-globulin particles form an oxidase-reducase system, 
nor that oxidation and reduction play any part in the mode 
of action of the antisyphilitic remedies in question. Mr. 
McDonagh must find another foundation for his theories or 
give better evidence for that which he puts forward. 

I am, Sir, yours faithfully, 

University College, London, July 18th. 1916. IV. M. BAYLISS. 


THE CARDIAC DISABILITIES OF SOLDIERS 
ON ACTIVE SERVICE. 

To the Editor of The Lancet. 

Sir,—I must confess to a feeling of bewilderment not 
unmixed with dismay at reading the criteria of Captain 
John Parkinson in his inquiry into the cardiac disabilities 
of soldiers on active service in your issue of July 22nd. 
If, indeed, we are to accept his sixth conclusion that the 
absence of abnormal physical signs in the heart of a soldier 
should not prevent his discharge from the Army if, under 
training or on active service he shows breathlessness or prte- 
cordial pain whenever he undergoes exertion well borne by 
his fellows : then inasmuch as during the past 16 months 
some 1400 men who would correspond exactly to this 
description have been sent to me for an opinion and have 
invariably been returned to full duty, the amount of 
irreparable damage I would seem to have caused in this 
time may well be described as overwhelming ! 

If I have read his impressions correctly. Captain Parkinson 
is disposed to regard the symptoms of procordial pain and 
breathlessness on exertion as of not merely positive but 
supreme value, since he states that if such symptoms bear 
no relation to increase of pulse-rate on exertion, the latter 
is therefore valueless in judging the functional efficiency of 
the heart (Conclusion 4). Now, inasmuch as proecordial pain 
is entirely a subjective sensation, as a scientific standard it 
must surely be disregarded as of little, if any, worth. The 
importance to be attached to breathlessness on exertion is 
again, in my opinion, exceedingly slight. The breathless¬ 
ness of which such patients complain—men without abnormal 
physical signs—is not by any means a true dyspnoea. It is 
shallow breathing, what is often termed lazy breathing, in fact 
a panting rather than an attempt at adequate respiration. 
It can be improved out of all recognition by the imposition 
of strenuous breathing exercises and demands a species of 
physical discipline to which the subject has been hitherto 
entirely unaccustomed. On the other hand, the reaction 
of the pulse-rate to violent exercise is an experiment which 
can be performed with perfect scientific exactness, and why 
such evidence of the heart’s efficiency is not valid I am quite 
unable to see. The malingerer will never have any difficulty 
in describing prsecordial pain of all grades of intensity ; it is 
not so very difficult for him to simulate breathlessness by 
shallow respiration ; but it needs some art to adjust his 
pulse-rate so that its return to the normal after exercise 
is unduly prolonged. 

As I have stated, on an average three men per day 
are sent to me with a history that they cannot do the 
square or fall out on parade on account of pain in 
the heart and getting out of breath. I base my criterion 
of their cardiac efficiency on the rhythm, the size 
of the heart, and the reaction to violent exercise ; and 
in the event of no abnormality being detected in any of 
these, I have no hesitation in excluding cardiac disease, and 
recommending such men for full duty whatever their 
symptoms, some of which will frequently disappear after 
dental treatment and the remainder by breathing exercises, 
persuasion, and reassurance. I frequently hear from medical 
officers to whom such recommendations have been made 
that the men have trained on without further trouble. Of 
course, such a description does not apply to all of Captain 
Parkinson's cases of "soldier’s heart," some of which are 
clearly instances of organic cardiac disease. On the other 
hand, some are very evidently of the type to whioh I am 
referring—faint-hearted in the spiritual sense, who have 
never been able to play games, and tend to give up at the 
least discomfort upon unaccustomed exertion. 

The question is one of great importance from two points of 
view. The invaliding of a large number of men who with 


persuasion might have made efficient soldiers is, of course, 
a serious loss to the active force. In the second place, the 
act of boarding out as unfit for military service on the 
grounds of some cardiac disability is a serious burden in 
their future life to men to whom such • diagnosis has no 
other meaning thau heart disease with the constant danger 
of sudden death. 

I am, Sir, yours faithfully, 

Adolphe Abrahams, 

Temporary CapUIn, R. A.M.C.. Officer In Charge of Medical Division, 
Connaught Hospital, Aldershot. 

Aldershot, July 22nd, 1916. 

CONDENSER DISCHARGES IN PHYSIO¬ 
LOGICAL EXPERIMENTS. 

To the Editor of The Lancet. 

Sir, —Dr. F. Hernaman-Johnson writes in your issue of 
July ISth on the subject of condenser discharges, and urges 
physiologists to abandon the use of an instrument so 
notoriously incapable of standardisation as the induction 
coil. If he will read the numerous papers on electrical 
stimulation which have been published by Nernst, Weiss, 
Hoorweg, Professor and Mme. Lapicque, Keith Lucas, 
A. V. Hill, and others, he will see that the merits of the 
condenser discharge have been recognised by physiologists 
for 15 years or more, and that it is by no means the most 
instructive or the most easily controlled form of stimulus. 
Indeed modern theories of stimulation have been arrived at 
mainly by the use of progressively increasing currents and 
of constant currents of short duration, though it is true that 
experiments with condensers have contributed materially to 
the present state of our knowledge. In many experiments 
it is quite unnecessary to vary the time relations of the dis¬ 
charge, and in this case the break shock of an induction 
coil is often the most satisfactory form of stimulus. If 
necessary it can be calibrated with very great accuracy. 1 
That the ordinary medical coil is incapable of standardisa¬ 
tion is scarcely the fault of physiologists. 

I am, Sir, yours faithfully, 

E. D. Adrian, M.B., B.C. Cantab. 

Farnborough, Hants, July 18th, 1916. 


THE SHARPENING OF HOLLOW NEEDLES. 

To the Editor of The Lancet. 

Sir,—T he following may be of use to your readers who 
have occasion to use hollow needles very much and have 
trouble with keeping them in repair. Procure through an 
ironmonger, or from a dealer in the carborundum wares, 
slip No. 89. Sharpen the needle by holding it on a support, 
such as a cork in a bottle, lumen upward, and shank level, 



and rubbing it at right angles to the axis of the needle with 
the round edge of the slip till a hollow ground effect is 
obtained. Then lightly touch the back edges of the level 
on the flat of the stone to get rid of the rough edge and to 
obtain a sharp point. This answers excellently for all sizes 
and natures of hollow needles, from hypodermic sizes to 
aspirator or pneumothorax instruments. The slips cost 
1*. 6 d. When new they are rather too fierce, and may be 
dressed by soaking in a fairly viscous oil, such as liquid 
paraffin, for a few hours. After that they need only a light 
dressing of oil to make them do their work, and no oil at all 
for platinum iridium instruments. The sharp edge of the 

1 Cf. Martin, American Journal of Physiology, 1912-1915. 
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slip is ideal for notching the necks of capsules containing 
vaccine and serums previous to opening. 

I am, Sir, yours faithfully, 

Edward Bigg. 

Nordrach-upon-Mendip, Blagdor, Bristol, July 9t.h, 1916. 


ELECTROLYTIC HYPOCHLORITE SOLU¬ 
TION FOR SURGICAL USE. 

To the Editor of The Lancet. 

Sir,—T he credit of discovering that hypochlorite solutions 
are rendered more permanent by the use of magnesium 
hydroxide in a state of “gel” is due to Mr. F. W. Alexander, 1 
medical officer of health of Poplar. 

During the past year many experiments have been made, 
and the following method affords a reliable solution for 
surgical use : Magnesium chloride (MgCl s 6 aq.) 410 grammes 
and sodium chloride 325 grammes are dissolved with 1- 5 
grammes of potassium iodide in 9 litres of water. To this 
mixture magnesium chloride 20 grammes dissolved in water 
500 c.c., and mixed with constant stirring to sodium 
hydroxide 8 grammes dissolved in 500 c.c. of water is 
added. The turbid solution of chlorides and iodide with 
the suspended "gel” of Mg(H0) 2 is then electrolysed with 
a flow of 1 litre per hour under a current of 3 to 5 amperes 
by means of thin Pt foil electrodes of 8 cm. by 2 cm. area. 
A permanent solution of hypochlorite yielding 3 5 to 4 5 
grammes of available chlorine per litre results. The strength 
is estimated before sending to the wards by titration with 
decinormal arsenic solution. Magnesium chloride is obtainable 
at about 3d. per lb., and the current is taken by a shunt from 
the constant current in use for lighting the hospital. When 
the alternating current is used a small aluminium and 
ammonic phosphate rectifier is interposed. For use the 
solution is diluted with 3 parts of warm water, and in 
some cases sodium citrate has been added. 

I am, Sir, yours faithfully, 

T. Goddard Nicholson, B.Sc., M.B. Lond., M.R.C.S. 

London Fever Hospital, N.. July 9th, 1916. 

THE ADDRESS OF MEDICAL PRACTI¬ 
TIONERS SERVING IN THE ARMY. 

To the Editor of The Lancet. 

Sir,—P ractitioners now serving in the R.A.M.C. may wish 
to know what address to give for the next issue of the 
Medical Directory. As the military address is liable to 
change, and as they may return to civil practice un¬ 
expectedly, we recommend the insertion of the home address 
only.—We are, Sir, your obedient servants, 

The Editors of the Medical Directory. 

7, Great Marlborough-street, London, W., July 26th, 1916. 


1 The Laxcet, Jan 18th, 1908, p. 157. 


Mr. T. E. Gordon, F.R.C.S. Irel., Benior surgeon to 
the Adelaide Hospital, lias been appointed professor of 
surgery in Trinity College, Dublin, in succession to Mr. 
E. H. Taylor. Mr. Gordon is not required to perform any 
duties at Sir Patrick Dun’s Hospital. 

Isolation Hospital for Paignton (Devon).—A 
new isolation hospital is being erected for Paignton at a 
cost of £3200. It is nearly completed, and will shortly be 
opened. 

Tuberculosis in Belfast.—I n reference to the 
work done at the Tuberculosis Institute, Belfast, a series of 
interesting tables have been submitted to the Tuberculosis 
Committee of the council of the county borough of Belfast 
by Dr. A. Trimble, the officer in charge, showing the work 
done in that department for the year ended March 31st, 
1916. 1587 pulmonary cases were treated for tuberculosis at 
the dispensaries and 206 non-pulmonary. In the sanatoria 
and hospitals provided by the council 631 pulmonary and 
10 non-pulmonary cases were treated, while in sanatoria and 
hospitals otherwise provided (Union Infirmary and Forster 
Green Hospital) 369 pulmonary and 1 non-pulmonary 
patients were received. Under the head “Treatment other¬ 
wise than in Dispensaries and Sanatoria (including 
Domiciliary Treatment)” there were 1410 pulmonary and 208 
non-pulmonary cases. Altogether 4422 cases were' treated 
for various forms of tuberculosis in Belfast during the year 
ended March 31st, 1916. The population of Belfast is now 
close upon 400,000. 


«lt t mux. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain J. D. H. Acland, R.A.M.C., attached to the Somerset 
Light Infantry, tvas a student at St. Thomas’s Hospital, 
London, and qualified in 1905. Previously to returning 
to England to join the R.A.M.C., soon after the outbreak 
of the war, be was medical officer of the Government 
Schools at Bulawayo, South Africa. 

Captain T. Guthrie, New Zealand Army Medical Corps. 

Captain H. G. Morris, R.A.M.C., qualified M.B., B.Cn.Oxon. 
in 1914, and shortly afterwards joined the R.A.M.C. 

Lieutenant R. F. T. Newbery, R.A.M.C., attached to the 
Northamptonshire Regiment,qualified M.B., Ch.B.Edin. 
in 1915, and after holding house appointments at the 
Edinburgh Royal Infirmary for a short period he joined 
the R.A.M.C. last October.’ 

Previously repotted Wounded , now reported Killed 

Captaia G. R. Heard, R.A.M.C., attached to the Royal 
Warwick Regiment, was a student at the London 
Hospital, qualifying in 1909, and was in practice at 
Devonport prior’to joining the R.A.M.C. 

Died of Wounds. 

Captain R. W. Michell, R.A.M.C., was educated at Cambridge 
and at St. Bartholomew’s Hospital, London, qualifying 
in 1894, and was in practice at Cambridge before joining 
the R.A.M.C. on the outbreak of war. 

Died. 

Colonel Sir V. A. H. Horsley, C.B., F.R.S. (see Obituary 
columns). 

Lieutenant 8. W. Burrell, R.A.M.C., was a student at St. 
Bartholomew’s Hospital, London, where he gained the 
Warham prize for surgery, and qualified in 1915. 

Surgeon E. W. Welchman, R.N., was educated at Queen's 
College, Birmingham, qualifying in 1883, and was in 
practice at Lichfield before becoming a surgeon in the 
Admiralty Transport Service. 

Wounded. 

Lieutenant R. M. Rowlette, R.A.M.C., attached to the Irish 
Guards. 

Captain H. B. Thomason, R.A.M.C. 

Lieutenant G. J. Fraser, R.A.M.C., attached to the 
Northumberland Fusiliers. 

Captain H. N. Goode, R.A.M.C. 

Captain A. Hamilton, R.A.M.C., attached to the West 
Yorkshire Regiment. 

Captain C. A. Bernard, R.A.M.C., attached to the York and 
Lancaster Regiment. 

Captain T. W. David, R.A.M.C. 

Lieutenant C. B. Davies, R.A.M.C. 

Captain L. D. Shaw, R.A.M.C. 

Captain J. A. Cole, R.A.M.C. 

Captain P. Walsh, R.A.M.C., attached to the Royal Welsh 
Fusiliers. 

Captain R. M. Miller, R.A.M.C., attached to the Royal Welsh 
Fusiliers. 

Captain W. A. Coats, R.A.M.C., attached to the Essex 
Regiment. 

Lieutenant M. G. Pettigrew, R.A.M.C., attached to the 
Welsh Regiment. 

Captain F. Sanders, R.A.M.C., attached to the Essex 
Regiment. 

Captain H. P. Whitworth, R.A.M.C. 

Captain W. K. Campbell, R.A.M.C. 

Captain F. E. Chapman, R.A.M.C., attached to the Royal 
WeBt Kent Regiment. 

Captain S. W. McClellan, R.A.M.C. 

Lieutenant M. McNiff, R.A.M.C., attached to the Middlesex 
Regiment. 

Captain J. P. Charles, R.A.M.C., attached to the Highland 
Light Infantry. 

Captain D. H. Derry, R.A.M.C., attached to the King’s Royal 
Rifle Corps. 

Captain D. J. Evans, R.A.M.C. 

Captain C. F. Hacker, R.A.M.C., attached to the Hertford 
Regiment. 

Captain F. W. A. Ponsford, R.A.M.C., attached to the East 
Surrey Regiment. 

Captain C. R. Wills, R.A.M.C., attached to the Sherwood 
Foresters. 

Preriously reported Missing, non reported Prisoner. 

Captain W. R. W. Haight, Canadian A.M.C., attached to the 
Canadian Mounted Rifles. 
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OBITUARY OF THE WAR. 


JOHN CECIL RIX, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 



Captain J. C. Rix, who was killed in action in France on 
the night of July 5th-6th at the age of 40, was the fourth 
son of the late William Howells Rix, of Tunbridge Wells. 
From Tonbridge School he entered Trinity College, Cam¬ 
bridge, graduating B.A. in 1898, and continued his medical 
studies at the Middlesex Hospital, qualifying M.R.C.S. in 

1902. He then joined 
his father and uncle in 
practice at Tunbridge 
Wells, where he became 
medical officer to the 
Convalescent Home 
and to the Invalid 
Children’s Aid Associa¬ 
tion. He also acted 
for a time as medical 
officer of health and 
was police surgeon and 
school medical officer. 
He was much liked by 
the police of the town, 
who made him a pre¬ 
sentation when he gave 
up this appointment. 
Captain Rix joined the 
Royal Army Medical 
Corps in April, 1915, 
and was gazetted cap¬ 
tain a year later. He 
met his death from the effects of a shell explosion while 
he was attending to the wounded outside his first-aid 
station. His kindly disposition and genial manners had made 
him a general favourite in both official and social life, and 
his death is much deplored by his comrades. Captain Rix 


was unmarried. 


GEORGE OLIVER MAW, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain G. 0. Maw, who died in France on July 10th, 
at the age of 29 years, from wounds in action, was the 
only son of George Maw, M.R.C.S., of Shortlands, Kent. 
He was educated at St. Andrew's School, Eastbourne, and 
at Clifton College, going on to Pembroke College, Cambridge. 
After taking a first class in the Natural Science Tripos 

in 1909 he continued his 
medical work at St. Bar¬ 
tholomew’s Hospital, 
where his studies were 
unfortunately inter- 
rupted by a very long 
and serious illness, 
which ended in a 
successful operation at 
the hands of Sir Victor 
Horsley. He passed the 
Conjoint Examination 
in 1912, and being pre¬ 
vented by the war from 
completing his exa¬ 
mination for the M.B. 
Cambridge took 
appointments as house 
physician for six months 
at Bedford County 
Hospital and as house 
surgeon for a year at the 
Metropolitan Hospital. 
In January, 1915, he obtained a commission in thefi.A.M.C., 
remaining in France until the time of his death. His fatal 
wounds were received while attending to injured men in the 
open and he died on his way to the ambulance. 

One of his oldest friends, who was in the same house at 
school and in the same College at Cambridge, writes of 
Captain Maw: “I knew him well enough to appreciate 
his worth, his absolute truthfulness, fine character, and 
keenness in his work. His pluck was phenomenal, as we all 
knew long ago at the time of his operation. In dying for his 



country he crowns his well-spent young life, and we who 
mourn him will also rejoice that he has done all a man 
can do.” 



EDWARD WILLIAM LAWRENCE, M.B., Ch.B. Edin., 

CAPTAIN, ROYAL ARMY MEDICAL COHPS. 

Captain E. W. Lawrence, who was killed on active service 
in France on July 10th at the age of 28 years, was the eldest 
son of Mr. A. J. Lawrence, of Pontycymmer, Glamorgan. 
He was educated at Christ College, Brecon, and University 
College, Cardiff, and took the medical course at Edinburgh 
University where he 
graduated in 1910. 

After some experience 
as assistant in general 
practice and house 
appointments at the 
Royal Gwent Hospital, 

Newport, be entered 
into partnership with 
Mr. Wyndham Randall 
at Bridgend. On the 
outbreak of war he 
volunteered his services 
and obtained a com¬ 
mission in the Royal 
Army Medical Corps, 
becoming senior 
medical officer to a 
brigade at Rhyl and 
then going with the 
University Battalion to 
France, where he 
remained until his 
death. Fellow officers in writing to his partner describe 
Captain Lawrence as a general favourite in his mess. He 
exposed himself freely to danger in the performance of his 
duties and, it is added, “would go anywhere, nothing would 
stop him.” _ 


ALEXANDER STANGER SEABROOKE, M B., 

B.C. Cantab., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain A. S. Seabrooke, who died in Mesopotamia on 
July 1st, from typhoid, at the age of 31, was the second son 
of Mr. J. Seabrooke, of Grays, Essex. He was educated at 
Tonbridge School, where he became head of his house, and 
at Christ’s College, Cambridge, entering heartily into the 
life and spirit of the University. He was a member of 
the Mounted Infantry 
Corps. Entering Guy’s 
Hospital in 1908, he 
had a successful aca¬ 
demic career, and was 
recognised as a man of 
strong character, who 
inspired confidence in 
those with whom he 
came in contact. After 
qualifying in 1912, he 
held house appoint¬ 
ments at his hospital 
for two years, surren¬ 
dering the post of resi¬ 
dent obstetric physician 
in 1915 to join the 
Royal Army Medical 
Corps. He soon became 
attached to the Rawal 
Pindi Hospital, with 
which, in November, 

1915, he was trans¬ 
ferred to Mesopotamia, where he remained until his 
death. 

One of his hospital intimates writes of Captain Seabrooke : 
“ A man of fine physique and an appearance which befitted 
his strong character, it is do exaggeration to say Seabrooke 
was one of the most popular men of his time at Guy’s. His 
sympathy took practical forms : he was in the habit of visiting 
his old patients who were too feeble to attend at the hospital 
in their homes, giving them both advice and financial assist¬ 
ance. Whilst on active service he wrote letters of condolence 
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to the relatives of any soldier under his care who died. He 
corresponded regularly with his friends, and his letters were 
full of human interest. In the last of these, referring to the 
death in Egypt of one of his friends at Guy’s, he says : ‘ He 
was a good fellow, and if one has to die, it is some satisfac¬ 
tion to one’s people that one died doing one’s duty.' Duty, 
self-sacrifice, and a consideration for others were Seabrooke’s 
watchwords, and will keep his memory green in the hearts 
of the many sorrowing friends whom he leaves behind.” 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :— 

Lieutenant J. H. Parr-Dudley, Royal Fusiliers, eldest son of 
Dr. A. D. Parr-Dudley, of East Mailing, Kent. 

Major V. L. S. Beckett, Yorkshire Regiment, youngest son of 
the late Dr. F. N. Beckett, of Ely, Cambs. 

Second Lieutenant A. E. G. Mason, Leicestershire Regiment, 
second sou of Dr. H. Mason, of Leicester. 

Lieutenant T. M. MacQueen, East Lancashire Regiment, 
second son of Dr. T. MacQueen, of Eastbourne. 

Major C. G. Phillips, Kiug’s Own Regiment, younger son of 
the late Dr. R. Phillips, of Bromley, Kent. 

Private M. P. H. Blumer. Middlesex Regiment, only son of 
Dr. P. Blumer, of Muswell Hill, London, N. 

Second Lieuteuant W. E.Limont, Northumberland Fusiliers, 
only son of the late Dr. J. Limont, of Newcastle-on-Tyne. 

Captain W. J. MncCombie, King’s Owu Scottish Borderers, 
only surviving son of Dr. J. MacCombie, of Rothwell, 
Nortbants. 

Second Lieutenant E. P. Doyle, eldest son of Dr. E. A. G. 
Doyle, of San Fernando. Trinidad. 

Captain C. V. Suckling, Royal Warwickshire Regiment, 
younger son of Dr. C. "W. Suckling, of Edgbaston, 
Birmingham. 

E. T. D. Books, Machine Gun Company, New Zealand 
Forces, youngest son of Lieutenant-Colonel Fooks, I.M.8. 


Auxiliary R.A.M.C. Funds. 

A general meeting will be held in the Lecture Theatre of 
the Royal Army Medical College, Grosvenor-road, London, 
S.W., at 2.45 P.M., on Monday, August 7th, at which the 
Director-General will preside. It will be remembered that 
at a meeting held on June 26th it was decided to postpone 
consideration of the scheme formulated by a Provisional 
Committee 1 until the constituency had had a full oppor¬ 
tunity of discussing its provisions. A large attendance of 
officers is desired at the forthcoming meeting in order to 
deal adequately with the important business which is to 
come up. 

Scottish Medical Service Emergency 
Committee. 

The Executive Committee having authorised the issue of the 
firstcall under the new system, arrangements have been made 
for hearing those who desired to put forward reasons for post¬ 
ponement. Sheriff Fleming, K.C., outlined the method of 
procedure to be followed, and referred to the very special 
responsibilities which had been placed on the medical 
profession. The President of the Royal College of Surgeons 
presented the list of the suggested staff of an Edinburgh 
Hospital for service abroad. Its formal approval completes 
the Scottish Hospital contingent, the Glasgow and Aberdeen 
hospitals having been approved at previous meetings. 


British Interned Prisoners of War.—W e 
hear from a member of the Swiss Commission appointed to 
visit the prisoners' camps in Germany that about 1000 British 
prisoners have been selected. These will have to pass a 
second commission, but it is hoped that 800 or 900 will 
shortly be interned in Switzerland, bringing up the total to 
1200-1400. 

Medical Impressions of the Gallipoli 
Campaign. —In the current number of the Journal of the 
Royal Naval Medical Service Temporary Surgeon J. N. 
MacBean Ross, R.N., gives the impressions of a battalion 
medical officer on the medical conditions of the Gallipoli 
peninsula between September, 1915, and January, 1916. 
The amount of sickness was such that all the sick men 
could not be sent to field ambulance, and hence every 

i The Laxcet, June 24th. p. 1280. 


man who could carry on at all was kept with his battalion 
and treated by its medical officer. The sick-bay in the rest- 
camp consisted of only a small dug-out, with nothing more 
substantial than ground-sheets laced together to keep out 
rain, wind, and shells, and under these primitive conditions 
cases of dysentery, diarrhoea, paratyphoid, jaundice, trench 
fever, frost-bite, and nephritis were treated with the results 
which the writer relates. He thinks that the description of 
the course of the numerous cases which were not sent to 
hospital may give the reader a clearer conception of the real 
severity of certain war diseases. 

Treatment of Limbless Soldiers.—I t is 

announced that the Army Council has decided to accept the 
offer of the Committee of the Ulster Volunteer Force Hos¬ 
pital to give that place as an institution where limbless 
soldiers can be received and treated. 

A Red Cross Rest-House at Hobart.— At the 

suggestion of Sir Ellison Macartney, Governor of Tasmania, 
a rest-house with 20 beds and a day accommodation for 100 
soldiers is being established at Hobart by the Red Cross 
Society. 

A Hospital for Canadian Officers.— A new 
hospital for Canadian officers at Putney Heath, presented by 
Mr. W. Perkins Bull, K.C., containing 35 beds, was opened 
on July 19th by the Lord Mayor of London. Surgeon- 
General Jones, who was present at the opening, expressed 
the gratitude of the Canadian Army Medical Service for the 
gift. Intended primarily for Canadian officers, the hospital 
will also be open for officers of the Imperial Service generally. 

The Employment of Women Doctors in 
Military Hospitals. —The YVar Office has for long past 
utilised the services of women doctors as bacteriologists 
and radiologists. As the need of medical officers steadily 
grows, the openings for women in military hospitals widen. 
Some 40 medical women have recently been chosen for 
foreign service, of whom a number are to go to Malta. All 
of these possess special qualifications for the work to which 
they have been allotted. An American qualification has in 
special instances been recognised. 


Stoical Beta. 


Royal College of Surgeons of England.— At 
the Preliminary Science Examination for the Licence in 
Dental Surgery held on July 18th, 20th, and 21st, the 
following candidates were approved in the undermentioned 
subjects:— 

Chemistry and Physics .—Fannv Henriette Bachrach, London School 
of Medicine for Women ; Harry Charles Blackmore, Polytechnic 
Institute ; Arthur Leslie Buswell, Taunton School; Henry Valent ine 
Croucher, Guy's Hospital; Nathaniel Gerson, London Hospital; 
Herbert Oliver Holmes. Guy’s Hospital ; Frederick Laurence 
King, Central Foundation School ; Malcolm John Matley-Moore, 
Municipal Technical School. Birmingham ; Charles Lindley Donald 
Pasmore. Technical College, Swansea ; Edward Keinhold Pfaff, 
Bristol University; and Harry Mullins Worth, University Collego, 
Exeter. 

Physics.— Levi Austin Bevan, University College of North Wales. 
Bangor; George Bernard Burke, Technical College, Finsbury; 
Allistair Hyland Grieve, Blrkbeck College; and Herbert Augustus 
8pouse, special study. 

Chemistry.— Jamshed Bejunjce Chenoy, Royal Dental Hospital. 

London School of Tropical Medicine. —The 
following were the successful candidates at the examination 
held at the termination of the fifty-first session (May-Julv, 
1916) 

*H. L. Cummlng and K. T. Jungal walla (with distinction), J. B. 
Flamer-Caldera, S. C. Biswas. J. T. Watt, G. T. Makhijani, and 
Miss I. N. Clough. 

* Dr. Cummlng gains both the 14 Duncan” and •’Lalcaca” medals. 
The former is awarded to the student who obtains the highest 
aggregate of marks for the session; the latter being awarded to the 
student who gains the highest marks for the academic year. 

Society of Apothecaries of London.— At exami¬ 
nations held recently the following candidates passed in the 
subjects indicated:— 

Surgery.— C. P. Barber (Section I.), Charing Cross Hospital ; and 
G. A. Crowe (Sections I. and II.) and H. M. Hobson (Section II.), 
London Hospital. 

Medicine— H. T. Lamb (Sections I. and II), Guy’s Hospital and 
Manchester; E. O. Morrison (Sections Land II.), Cambridge and 
St. Mary's Hospital; and S. L. Szpigner (Section I.), London 
Hospital. 
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Forensic Medicine.— H. T. Lamb, Guy’s Hospital and Manchester; 

and 8. L. Szpigner, London Hospital. 

Midwijery.— J. L. D. Buxton, University College Hospital; A. L. 
Malabre, Washington ; J. 8. Matthows, University College Hos- 
ital; A. McL. Pickup, Birmingham ; and 25. J. G. Sargent, 
t. Bartholomew's Hospital. 

The diploma of the Society was granted to the following candidates, 
entitling them to practise medicine, surgery, and midwifery:— 
G. A. Crowe, H. T. Lamb, and A. L. Malabre. 

University op Sheffield,— At examinations held 
recently the following candidates were successful:— 

Final Examination for the M.B .. Ch.B. Degrees.— Frederick Gamra, 
Lydia M. Henry, Frederick G. B. Hill, George K. E. Inman, 
Florence E. Millard, Robert H. Rae, and William Sharrard. 

Third Examination for the M.B., Ch.B. Degrees.— Mary Andrews, 
Annie Clark, Ethel M. Mathews, and Winifred H. Wells (distinction 
in Pathology and Pharmacology). 

First Examination for the M.B., Ch.B. Degrees.— Constance M. 
Chapi>ell (distinction in Chemistry), Edgar 8. Clayton, and 
Richard T. Lee (distinction in Chemistry). 

Royal College of Surgeons of Edinhurgh.— 
At a meeting of the College held on July 20th the following 
having passed the requisite examinations were admitted 
Fellows 

Ivan Wanlesa Dickson, M.B. Toronto Univ., M.C.P. k S. Ontario, 
M.K.C.S. Eng., L.R.C.P. Lond.; George Hamilton Ross Hamilton, 
M.B. Toronto Univ., M.C.P. AS. Ontario; William Howard Thomas. 
M.B., B.S. New r Zealand; Henry Richard Hodgkinson, M.B..M.S. 
Sydney; Wesley John Jenner, L.R.C.S. Kdln. (Triple Qualifica¬ 
tion); Bireswar Mltra, L.M.S. Calcutta, M.K.C.S. Eng., L.R.C.P. 
Lond. ; and Charles William Sharp, L.R.C.S. Edln. (Triple 
Qualification). 

Queen’s University of Belfast.—A t the summer 
graduation ceremony of Queen’s University, Belfast, held 
on July 11th, reference was made alike to the number of 
professors, lecturers, and students who were serving in 
various parts of this widespread war, as well as to those 
who had received special distinction, like Captain J. A. 
Sinton, M.B., of the who gained the coveted V.C., 

and last, but not least, to those who had fallen. Among 
the latter were the names of F. L. Cleland, M.B., captain, 
R.A.M.C.; B. C. Letts, M.B., lieutenant, It.A.M.C.; T. D. 
Liddle, M.B., staff-surgeon, R.N.; H. F. McNally, M.B., 
surgeon, R.N.; and F. J. Wisely, M.B., lieutenant, K.A.M.C. 
—At examinations held recently the following candidates 
were successful:— 

First Medical Examination. 

Botany and Zoology.— Marion C. Alexander. Frederick M. Allen, 
Victor D. Allison, Eileen O. Bartley, Walter E. Beck, Joseph F. 
Blaine, John W. Bradbury, James S. Briggs, Cawthorne L. 
Brooinhead, Robert J. E. Christie, Henry H. Coulter, Martha J. 
Craig, Alexander Cromie, Robert L. Dodds, William F. Donaghy, 
John S. Dudgeon, John H. Duke. Robert Duncan, John H. Dunn, 
Abraham E. Elliott, Maurice G. Emery, Patrick J. Flood, Helen R. 
Forbes, Patrick L. Fullen, James F. Gaussen, Thomas Gilfillan, 
Winifred E. Hadden, Henry Harris, Patrick J. Honan, Thomas 
J. Hull, Lydia N. Humphreys, Richard H. Hunter. Gilbert 
M. Irvine. Thomas R. V. Irwin, Robert S. Johnston, 
Winifred M. Johnston, James W. Kernohan, James S. J. Lee, 
Sydney W. T. Lee, Daniel V. McCaughan, Dorothy M. McCullagh, 
Philip J. McGarry, John J. Me Kane, Robert J. McMullan, Beattie 
McNeill. Henry McNeill, Eveline F. Magee, James P. Martin. 
Joseph Meban, Elizabeth Michael, Horatio N. Middleton, Philip F. 
Mooney, Edward Moore, John W. Nesbitt, James J. O’Reilly, John 
Patton, Robert Pedlow, John D. Reynolds. Joseph Reynolds, 
Frederick W. Robinson, Janies Scott, Laura G. H. Scott, William J. 
Simpson, Arthur C. Sinclair, George T. W. Sloan, Samuel H. 
Stewart, Kathleen R. Snodgrass, Margaret W. Snodgrass, Samuel 
A. M. Thompson, and James B. Wiley. 

Chemistry and Physics.— Marion C. Alexander, John Cavanagh, 
Wm. E. D. Crawford, Robert L. Dodds, Patrick J. Flood, Charles L. 
Graham, Henry Harris, Thomas J. Hull, Dorothy M. McOullagh, 
James P. Martin, Joseph Meban, John W. Nesbitt, Martha Reid 
(ChemlBtry only), John D. Reynolds, Joseph Reynolds, James 
Scott, and Arthur C. Sinclair. 

Second Mkdical Examination. 

A natomy and Physiology. —William R. Abemethy, Samuel Ballantine, 
John Black, Crawford Blair, Helen M. Cal well, James Camac, Hugh 
Carson, John Caruth. Jane Copes (Physiology only), David Cromie, 
Eric A. Davison, Winnifred A. I. M. Doherty, Benjamin Herbert, 
Alexander MacFaul, Thomas H. McKenna, Robert J. McNeill, 
Olive Maxwell, Helen M. Murnane (Physiology only), Robert 
Nimmons, David G. Roulston, Margaret H. Russell. Alex. McM. W. 
Segerdal, Samuel Simms, Samuel Y. Sterling, Hugh J. Taggart, 
and James B. Wilson. 

Third Medical Examination. 

Medical Jurisprudence and Hygiene.— Herbert Abernethy, John 
Barron, Annie E. E. Beattie, Fredk. C. S. Bradbury, Samuel F. 
Breakey, Frederick Campbell, Thomas I. Candy, Gladys E. 
Chambers, Janie Clarke, Joseph M. Clearkin, Gerard J. Crawford, 
Samuel E. Duff, Charles W. A. Emery, Stewart Fullerton, John 
Grimsou, Samuel Hall, John M. Hosey, Mary E. Irwin, Albert E. 
Keown, Michael G. Kierans, Joseph G. M. Leyden, William J. 
Lyttle, Amy C. McCallum, John McGarvey, Daniel McLister, 
Henry F. Macauley, Edward A. Maguire, John A. Martin, Thomas 
Montgomery, Patrick J. Murnane, David A. E. Scott, Ruth M. 
Slade, and Samuel J. 8myth. 

PatholofW and Materia Medica. —Herbert Abernethy, John F. AInley, 
Annie E. E. Beattie, Frederick C. 8. Bradbury, Samuel F. Breakey. 
Frederick Campbell, Thomas I. Candy, Gladys E. Chambers, Janie 
Clarke, Gerard J. Crawford, Samuel E. Duff, William Graham, 
William Harvey, Mary E. Irwin, Albert E. Keown, Michael G. 


Kierans, W'illiam J. Lyttle, Amy C. McCallum, John McGarvey, 
William C. McKee, Daniel McLister, Henry F. Macauley, Edward 
A. Maguire, John A. Martin, Thomas Montgomery, David A. E. 
Scott, and Samuel J. Smyth. 

M.B., B.Ch., and B.A.O. Examination. 

William F. Algeo, James Boyd (second class), William Bryars, Alfred 
G. P. Campbell, George Chesney, Alfred C. Dickey, Grace M. 
English (first class), Francis Ewart (second class), Hugh E. Hall, 
James A. Harbison, Arabella C. Klrker, Nathaniel McCullough, 
Joseph P. McGinley (first class), Bernard W. McKinnev (second 
class), Michael McMenamin, Frederick McSorley, John J. Marner, 
Thomas J. Marner, David Mitchell (second class), Elizabeth M. 
Moore, Margaret S. Puree (first class). Charles A. W. Ramsay, Robert 
J. Rea, William Saunderson, Thomas R. 8. Thompson, Norman 
C. L. B. Tweedie, and John H. Vance. 

M I). Degree .—William W. D. Thomson (gold medal) and James M. 
Wamock. 

Dirtloma in Public Health.—Alexander E. Knight, William J. 
MacKeowm, and Charles J. Milligan. 

Trinity College, Dublin : School of Physic.— 

At examinations held recently the following candidates were 
successful :— 

Prrliminary Scientific Medical Examination. 

Physics.— Joseph Eugene Deane, William Randolph Macnie, John 
Richard Waugh, Salman Louis Feldman, Harry Cristol Dundon and 
Mary Horan (equal), Joseph Hirsclunan, and Robert Sturgeon 
Chapman and John Joseph Martin (equal). 

Chemistry. —Maurice Nurock, Eric Henry Cooke Allen. John Lait, 
Janie Millar Cummins, David John Browne. Francis Victor Small, 
Leonard Abrahamson, William James Alexander Russell and 
Robert Henry Mulball Corbet (equal), James Alexander Smith, 
Doris Louisa Graham. Isaac Levy. Robert Dormer and Percival 
Israel Levitt (equal), William Randolph Macnie and Eric Richard 
Murray (equal), Joseph Ballantyne Maguire, Samuel Wallace 
Jamison and David Samuel Thomson (equal!, Robert Sturgeon 
Chapman and Thomas Donald Gordon an«T William Bernard 
Pemberton (equal), Harry Cristol Dundon, Moira Mary Brown and 
Richard Victor Dowse and Essie Stuart Smyth (equal), Olive Baile, 
Christopher John Lawrence Brock and John Richard Waugh 
(equal), Salman Louis Feldman, William Burton Fox and Herbert 
Francis Mooney (equal), and James Joseph Patrick Kelly. 

Botany and Zoology.— Annie Gwendoline Holmes Orr, Eric Henry 
Cooke Allen and Alice Elizabeth Law lor (equal), Francis Small, 
William Bernard Pemberton, Robert Henry Mulball Corbet. 
Frederick William Sbegog, Essie Stuart Smyth, Edmund Cyril 
Smith, Albert Edward Dunscombe Phillips, David John Browne, 
Sybil Gertrude Odium, Doris Louisa Graham. Maurice Nurock, 
Winspeare Toye Hungerford, Emily Elspeth Grace Baillie, Leonard 
Abrahamson, William Burton Fox. Hector Charles Chatterton 
Deane. Dorothy Stopford, Ernest Edmondson Benson and Doris 
Holland (equal),Francis Malone-Barrett and Robert Henry Satchwell 
(equal), Robert Dormer, Herbert Francis Mooney and Edith 
Florence Willock (equal), Percival Israel Levitt, Samuel Wallace 
Jamison and Vera Gladys May Menary (equal), John Lait. Cecil 
Samuel Wilson, William James Alexander Russell, James Joseph 
Patrick Kelly, Dermod Hubert Francis Milmo, Moira Mary Brown 
and Olive Baile (equal), Robert Young Crichton and Joseph 
Ballantyne Maguire and Herbert William Strong (equal), Elsie 
Anna Burns and Leo Vincent Clifford (equal), John Collins Blair, 
Margery Bouchier-Hayes and James Robertson Wills (equal), 
Patrick Mary Joseph Bobbettand Joseph Hirschman and Frederick 
Wynand Pienaar (equal), Christopher John Lawrence Brook, Isaac 
Levy, Henry Ignatius Emmet Powell, and Edward Haslett Frazer. 

Intermediate Medical Examination. Part 1. 

Anatomy and Physiology.— Cecil Kmrys McQuade, Richard Couniban, 
John Henry Brenell Crosbie, Abgar Read Aklin. Frederick William 
Robertson, John Gerard Holmes, John Charles Callanan, Noelle 
Long, Richard Wood Power, Russell Warren, William Swirles 
A1 lardyce and James Sinclair Quin (equal), John Coolican and 
Thomas Madill (equal), Becber Fir.zJames Haythornthwalte, Albert 
Hugh Thompson, Victor George Walker, Johannes Tobias Mynhardt 
and Cecil Quinlan and Richard William Shaw (equal). William 
Joseph Hogan, Alfred Beckett, Louis John Murphy (Physiology, 
completing examination), and Richard Dominick Murphy (Physio¬ 
logy only). 

Intermediate Medical Examination. Part II. 

Applied Anatomy and Applied Physiology — Frederick Gill, Joseph 
Posner, Frederick William Godbey, Louis John Murphy, Eric 
Reginald Tivy, Francis S. G. Battersby, and Cecil Keller. 

Final Medical Examination. Part I. 

Materia Medica, Pathology, Medical Jurisprudence, and Hygiene .— 
W’illiam Robert Fearon, Edward D’Arey McCrea, Thomas'Scannel 
McDonald, James Arthur William Cullen, Thomas Mulock Bentley, 
Charles Going Ambrose, Edward Francis Wilson. Paul Herbert 
Shelley Smith, William Joseph Hamilton, Meta Grace Jackson, 
Thomas Tabuteau, Patrick Casey. Herbert James Wright, Percy 
Crowe Parr, John Edmund Hill, Fleetwood William Porter 
Sullivan (Medical Jurisprudence and Hygiene, completing exami¬ 
nation), Cedric Cowan Mecredy (Medical Jurisprudence and 
Hygiene, completing examination), Margaret Wolfe (Materia Medica 
and Pathology), Arthur Leslie Gregg (Materia Medica, Medical 
Jurisprudence, and Hygiene), Bryan Austin McSwIney (Materia 
Medica, Medical Jurisprudence, and Hygiene), and David Shields 
Prentice (Materia Medica, Medical Jurisprudence, ami Hygiene). 

Final Medical Examination. Part II. 

Surgery (B.Ch.).— Thomas Paul Chapman, Andries Adriaan Louw 
Albertyn, Charles Henry Comerford, John Armstrong Crozier Kidd, 
Philip Augustus Hall and Edward Oswald Marks (equal), Rupert 
Montgomery Butler Gordon and Alfred Henry Price (equal), 
Cedric Cowan Mecredy, Herbert Stratford Collins, Thomas Stanton, 
Violet Mabel Deale, Sydney Vemer Furlong, Robert William 
Pritchard, Charles Owen James Young, Marie Annette Hadden and 
Edward Lipman and Crosbie Weir (equal), Esther Violet Adderley, 
and Herbert James Wright. 




The Lancet,] 


PARLIAMENTARY INTELLIGENCE. 


[Jolt 29,1918 all 


Medicine (Jf.fi.).—Charles Henry Comerford, David Roderick 
Hennesay. Charles Lowers McDonogh, Philip Augustus Hall, 
Thomas Joseph Lane, Andries Adriano Louw Albertyn, Edward 
Oswald Marks. Louis Blumbere and Thomas Stanton (equal), 
Thomas Galvin Itoche, Crosble Weir and Charles Owen James 
Young (equal), and Alfred Henry Price. 

Midwifery (fi.d O.).— Thomas Joseph Lane. Frederick John Murphy, 
James Carter Ogltvie and William Frederick Wicht (equal). Andries 
Adriaan Louw Albertyn. John Philip Macnamara. Alfred Henry 
Price, Charles Owen James Young, Edward Oswald Marks, aad 
Robert William Pritchard. 

1st isumE l )iate Dkxtal Examination. 

Anatomy and Physiology.— Irene Dorman. 

The following medals, prize, and scholarship were awarded 
Cunningham medal (Anatomy), Cecil Emrys McQuade. 
Purser medal (Physiology), Noelle Long and James Sinclair 
Quin (equal). Fitzpatrick prize, Thomas Joseph Lane. 
Medical scholarship (Anatomy and Physiology), Johannes 
Cornelia Fouche. 

Sir Clifford Allbutt, K.C.B., celebrated his 80th 
birthday last week and received a presentation from the 
members of the medical profession at Cambridge. 

Medical Magistrate.—D r. E. N. Burnett has 

been appointed a justice of the peace for Newcastle. 

Royal Medical Benevolent Fund.—A t the last 
meeting of the committee held on July 11th 32 cases 
were considered and £264 granted to 26 of the applicants. A 
summary of the cases relieved will be given in a later issue. 

The Belgian Doctors’ and Pharmacists’ Relief 
Fund.—T he following subscriptions have been received since 
the publication of our last list:— 

£ a. d. j £ «. d. 

Mr. A. Chapman . Oil S' Society of Apothe- 

Mr. L. E. Thomas. 0 19 9 carles of London 

Dr. G. D. H. Carpenter (second donation— 

(fifteenth douation— total £150) . 100 0 0 

total £15) . 10 0 

Subscriptions to the Fund should be sent to the treasurer 
of the Fund, Dr. H. A. Des Yceux, at 14, Buckingham-gate, 
London, 9.W., arid should be made payable to the Belgian 
Doctors’ and Pharmacists’ Relief Fund, crossed Lloyds Bank, 
Limited. 

Oxford Ophthalmoloc.ical Congress. — The 

seventh annual meeting of the Oxford Ophthalmological 
Congress was held on July 13th and 14th at Oxford, the 
Deputy Master, Captain P. H. Adams, R.A.M.C. (T.), pre¬ 
siding. The members of the congress were accommodated 
at Keble College, whilst the scientific work of the congress 
was carried on in the department of human anatomy, kindly 
lent for the purpose by Professor Arthur Thomson. Con¬ 
sidering the circumstances the attendance was good. A 
discussion on the Relationship of Ophthalmology to 
General Medicine was opened in the moruing by Sir 
William Osier, who dealt with the subject clinically. The 
following contributed papers: Mr. Walter H. U. Jessop, 
Captain Adams, Dr. F. E. Batten, Mr. J. Gray Clegg, 
Lieutenant-Colonel W. H. W. Elliot, Dr. Tvsoni Mr. J. 
Hern, and Captain Stack. In the afternoon Sir Anderson 
Critchett reopened the discussion and dealt with the 
subject from a more general point of view. Mr. Harrison 
Butler, Mr. A. J. Ballantyne, Mr. J. Jameson Evans, and 
Mr. Leighton Davies contributed papers, and papers by 
Dr. James Taylor and Dr. M. McNaughtou-Jones were read 
in their absence. 

The morning of the second day was given up to addresses 
and demonstrations as follows :—An address by the Master, 
Mr. Sydney Stephenson, who was unavoidably absent, on 
the Diagnostic Value of Tubercle of the Choroid; Lieutenant- 
Colonel Elliot : Treatment of Ophthalmic Diseases by 
Indigenous Methods in India ; Mr. Stephen Mayou : lantern 
slides showing 6ome Orbital Tumours ; and Mr. Harrison 
Butler : (<i) Some Remarks on Spring Catarrh (with lantern 
pictures), and (5) the Result of Squint Operations. During 
the morning a resolution was brought forward, and 
unanimously passed, to the effect that the congress were of 
opinion that “ all workers exposed to danger from flying 
particles, with especial reference to those engaged in muni¬ 
tion factories, should be provided with aud encouraged to 
wear suitable protective goggles.” The afternoon was spent 
at the Eye Hospital, where a good number of interesting 
cases were shown by Captain Adams, Mr. St. Clair Roberts, 
and Mr. Harrison Butler. Short communications were 
made by Mr. E. Wood White and Mr. F. W. Sydenham. 
The proceedings concluded with a demonstration at the 
Ratcliffe Infirmary by Major Turrell,R.A.M.C. (T.), on the 
electrical treatment of warts and ntevi. 

The scientific museum, which was open throughout the 
meeting, contained some excellent demonstrations, amongst 
which the collection of paintings illustrative of tubercle of 
the choroid by Mr. Sydney Stephenson attracted special 
notice, as did those showing fundus conditions in various 
diseases by Mr. Ballantyne. Dr. F. W. Edridge-Green 
gave demonstrations on binocular vision and various 


subjective phenomena connected with the retina and 
their explanation in the theory of vision, and Mr. J. A. 
Menzies demonstrated the value of the Simpson light 
in the treatment of scar tissue in the cornea. Patho¬ 
logical specimens were shown by Captain Adams, Mr. Grav 
Clegg, Mr. Ballantyne, Mr. Norman Pike, aud Mr. A. B. 
Cridland. A commercial museum was given room in the 
same building, and afforded good opportunity for the exa¬ 
mination of the apparatus and instruments. 

At the conclusion of the discussion on Thursday the 
Deputy Master and Mrs. Adams invited members and their 
friends to tea at 53, Broad-street, and at 8 p.m. the official 
dinner took place in the hall of Keble College, the Warden 
presiding. _ 
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NOTES ON CURRENT TOPICS. 

Mesopotamia and the Dardanelles. 

A Bill has been introduced into the House of Commons 
by Mr. Asquith to constitute two special commissions to 
inquire into the conduct of the operations of war in the 
Dardanelles and in Mesopotamia respectively. 

On the debate on the second reading of the Bill on 
Wednesday, Mr. Asquith announced that the Commission 
of Inquiry into the operations in Mesopotamia would be 
composed of Lord George Hamilton (chairman), Lord 
Donoughmore, Lord Hugh Cecil, M.P., Sir Archibald 
WilliamscD, M.P., aud Mr. J. Hodge, M.P. The proposed 
constitution of the Dardanelles Commission isLord 
Cromer (chairman), Mr. Andrew Fisher, Sir Thomas 
Mackenzie, Sir F. Cawley, M.P., Mr. J. A. Clyde, K.C., 
M.P., and Mr. Stephen Gwynn, M.P. 

Reports of Certifying Surgeons. 

The Police, Ac. (Miscellaneous Provisions) Bill has passed 
through Committee iu the House of Lords. In the course 
of the proceedings in Committee Lord Latymer moved, as 
an amendment, to omit the clause which abolishes the 
investigation of accidents by certifying surgeons except in 
specified cases. After some discussion the amendment was 
negatived by 40 votes to 7. The clause was therefore 
retained. _ 


HOUSE OF COMMONS. 

Wednesday, July I9th. 

Medical Treatment of Discharged Wounded Soldiers. 

Mr. Hume-Williams asked the Financial Secretary to the 
War Office whether soldiers discharged from the Army with 
a pension on account jof wounds were left to pay, out of their 
pension, for any subsequent medical treatment that the 
wounds might require; and, if so, whether provision would 
be made for gratuitous treatment for discharged soldiers in 
so far as they suffered from the direct effect of wounds 
received in the war.—Mr. Forster answered: Soldiers 
discharged from the Army on account of wounds can, on 
application to the Secretary of the Royal Hospital, Chelsea, 
obtain treatment in a military hospital, provided there is a 
reasonable probability that their disability will be cured or 
materially improved thereby. While iu the hospital their 
pension is raised to the full amount allowed for total disable¬ 
ment, and any allowance borne before discharge to which 
they may be entitled. A stoppage of Is. per day is made for 
maintenance while they are iu hospital. 

Mr. Hume-Williams : Could not the same arrange¬ 
ment be made applicable to people iu country districts 
who cannot get up to Chelsea Hospital ?—Mr.FORSTER: 
Yes, the same arrangement would apply, and accommoda¬ 
tion would naturally be found for them iu the most con¬ 
venient military hospital. 

Mr. Hume-Williams : Where ought they to apply ?—Mr. 
Forster : Apply by letter to the Secretary of the Royal 
Hospital, Chelsea. 

Mr. WardlE: Is it the practice of the War Office to 
discharge a man who is suffering from wounds before being 
admitted to a hospital?—Mr. Forster : No, these are cases 
where the wound breaks out afresh, or some further dis¬ 
ability arises after discharge. 

Thursday. July 20th. 

Control of the Sale of Cocaine. 

Sir John Lonsdale asked the Home Secretary whether he 
was now in a positiou to say what steps were proposed by 
the Government to deal with the safe of cocaine.—Mr. 
Herbert Samuel replied: The sale of cocaine to any 
member of the Forces is already prohibited by Order 40 of 
the Defence of the Realm Regulations. Further steps, how¬ 
ever, are necessary to put a stop to the illegitimate traffic iu 
this drug which is now prevalent, and I am proposing to 
obtain at once an extension of the Regulations to enable the 
Government to control the sale of the drug generally. 
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Colonel Norton Griffiths : Did not the right honourable 
gentleman promise to take active steps in reference to the 
matter some time ago in answer to a question of mine ?—ilr. 
Samuel: It ha9 taken a little time to elaborate the form 
of the Regulation. It is completed, and I am awaiting 
a meeting of the Privy Council in order to secure its 
enactment. 

Acute Mental Cates in the Navy. 

Commander Bellairs asked the Secretary to the Admiralty 
whether he was aware that the experience of the war had 
shown that acute mental cases could not be adequately 
treated in general wards; and whether the fact that mental 
cases were distributed in the wards meant that there were 
no acute mental cases in the Royal Navy.—Mr. Macnamara 
wrote in reply: Cases of neurasthenia and acute mental 
cases are quite distinct and are treated by different methods. 
Cases of the former are treated in general medical wards 
with excellent results up to the present. Acute mental 
cases are treated in the special mental wards that are pro¬ 
vided in our three large naval hospitals. The increase in 
the percentage of acute mental cases in the Navy since the 
war began has not been very great. 

Commander Bellairs asked for what length of time 
mental and neurasthenic patients were treated in naval liase 
hospitals before being invalided out of the service as 
incurable.—Mr. Macnamara replied: No definite time can 
be stated for which mental and neurasthenic patients are 
treated before being invalided as incurable. The time of 
treatment depends entirely on the type of cases, and as 
regards insanity particularly the question arises whether a 
patient is not more likely to’recover in Yarmouth than in a 
general hospital. Generally speaking, it may be said that 
patients are not invalided until there is no chance of 
recovery within a reasonable time, or until it is evident that 
hospital treatment is doing no good. 

Commander Bellairs a9ked what provision was made in 
the case of those who had been sent home to their relatives 
with so-called nervous breakdown, or neurasthenia; and 
whether consideration was given in cases where there was a 
relapse which necessitated closer supervision than relatives 
were able to give.—Mr. Macnamara answered ; If the dis¬ 
ability is attributable to the service a pension under the 
War Disablement Scale is awarded in accordance with the 
earning incapacity when discharged (if totally incapacitated 
the rate is 25s. a week), with allowances in respect of ohildren 
and the usual additions for badges, medal, and petty time. 
If not attributable the pension or gratuity to which the man 
is entitled in respect of his service is awarded, a life pension 
being awarded for more than 10 years’ service. As to the 
second part of the question, if the disability is attributable 
the urgent cases in which the treatment required is of a 
temporary nature are reoeived again into a naval hospital. 

Deaths from Heat-stroke in India. 

Answering questions which were put by Major Astor 
relating to deaths amongst Territorials from heat-stroke in 
India, Sir. Chamberlain (Secretary for India) wrote : I have 
received telegrams from the Viceroy on this subject. On 
June 15th the Viceroy telegraphed as’follows 

“ We regret to report 50 cases, with 12 deaths, from heat¬ 
stroke occurred amongst drafts ex hired transport Ballarat 
on the train journey between Karachi and Lahore. Troop 
train left Karachi "June 5th with 13 officers and 1013 
men. On reaching Rohri 32 men were removed to Civil 
Hospital, Sukkur, suffering from heat-stroke, of whom 12 
died, and 18 more eases occurred before train reached Lahore. 
Train carried three medical officers, had two second-class 
carriages, fitted up as hospitals with fans and was provided 
with coffee shop and good supply of ice; no overcrowding, 
30 men in four-wheelers and 60 in bogies; normal carrying 
capacity for troops is 36 and 72 respectively. Arrange¬ 
ments have been made to send to hill depdts all men 
who have been suffering from the rail journey. Orders 
have been issued stopping all further movement of troops 
by rail from Karachi to Northern India. A complete report 
of the occurrence will be furnished at an early date.” 

A further telegram on June 19th added’ that the total 
number of heat-stroke cases was 136, with 15 deaths. All 
sick reported doiDg well. On July 15th, in reply to further 
inquiry, I reoeived the following telegram 

“ In reply to your inquiry dated July 11th Karachi was 
selected as the port of disembarkation as the majority of the 
drafts on board the Ballarat were for units in the4tb, 1st, 
and 2nd Divisions—namely, Quetta, Peshawar, and Rawal 
Pindi. Drafts for the Lucknow and Mhow Divisions dis¬ 
embarked at a later date.” 

To-day f have received a farther telegram as follows:— 

“ With reference to the inquiries in your telegram dated 
July 14th the case is being investigated by a senior officer 
from Army Headquarters and a specially selected medical 
officer. They’ left for Karachi on the 7th Inst, with instruc¬ 
tions to visit all stations along the line where fatalities 
occurred, collecting evidence,and submitting a full report as 


soon as possible after their return to Simla about the 
28th instant.” 

Leprosy as a Notifiable Bite we. 

Answering Mr. Burooynf., who asked whether he would 
consider the desirability of scheduling leprosy as a notifiable 
disease, Mr. Long (President of tbe Local Government 
Boardi said: Tbe question whether it isdesirable to make 
the disease notifiab’e is under consideration. I may add, 
however, that the number of cases of this disease in this 
country is extremely small. 

Tuberculosis in Ireland. 

Mr. Patrick Meehan asked the Home secretary whether 
he was aware of the need for adequate provision for patients 
in advanoed infectious stages of tuberculosis in Ireland; 
whether he was aware that the effectiveness of the work 
of the local committees was seriously hampered by such oases 
spreading infection ; and whether immediate steps would be 
taken to secure proper provision for such cases.—Mr. 
Herbert Samuel answered: The importance of securing 
the isolation of patients in an advanced stage of tuberculosis 
has been duly recognised by the Irish Local Govern¬ 
ment Board, who bad lost no opportunity of bringing 
the subject to the attention of tne county councils. 
The matter, however, is complicated by the necessity of 
affording accommodation for such cases in reasonable 
proximity to their homes as well as by difficulties of 
finauce and management which would result from the 
establishment of numerous specialised institutions. The 
recommendation which the Board has addressed to all the 
county councils has proceeded on the lines of the utilisation 
of the nnion isolation hospitals for this purpose by means of 
their transfer from the boards of guardians to the sanitary 
authorities and their subsequent adaptation for the reception 
of advanced tuberculosis patients. This suggestion is 
receiving attention. 

Mr. Meehan asked tbe right honourable gentleman 
whether the Local Government Board had yet adopted 
a scheme for the domioiliarv treatment of tuberculosis 
patients in Ireland : whether he was aware that the Local 
Government Board suspended the domiciliary part of 
schemes adopted by county committees in Ireland pending 
the preparation of an All-Ireland scheme; and whether,in 
the event of an All-Ireland scheme not being put into opera¬ 
tion at once, the Local Government Board would permit- 
county committees who had adopted domiciliary schemes of 
their own to put such schemes into operation at onoe.—Mr. 
Samuel replied: Domiciliary treatment of tuberculous 
patients is being carried out uuder tbe schemes of a number 
of county councils, but the Irish Local Government Board 
have advised the councils to proceed tentatively in this 
matter pending the complete organisation of their dispensary 
arrangements. In a few instances the Board, in accordance 
with instructions from the Treasury, by whom half the net 
cost of approved schemes for the treatment of tuberculosis 
is recouped, have taken exception to a monetary allowance 
for the purchase of ordinary subsistence for a tuberculosis 
patient under domiciliary treatment. 

Mr. Meehan : Is the fight honourable gentleman aware 
that the domiciliary treatment of patients costs 10a., as 
against a much larger amount per week tor sanatorium 
treatment; that there are a number of cases in Ireland 
which are fit for home treatment ; and whether this scheme 
of the Local Government Board will be put into operation 
at once?— Mr. Samuel: I will bear in mind what the 
honourable .Member has said. 

Medical Arrangements in Mesopotamia : Sir Victor Horsley's 
Letters. 

Mr. Asquith (Prime Minister) announced that the Govern¬ 
ment had decided to institute statutory inquiries into the 
conduct of the campaign in Mesopotamia and of the expe¬ 
dition to the Dardanelles. 

In the course of a debate on the motion for the adjourn¬ 
ment, in which the need for those inquiries was urged, 

Sir Norval Hklme desired assurances that information 
would be welcomed by the tribunals to be set up. He 
went on to say: My ’reason for asking tbe question iB 
that yesterday, when Lady Horsley heard of the lamented 
death of her husband, who sacrificed his life in the public 
service, having left Egypt to go to Mesopotamia to overlook 
tbe medical interests of the expedition there, she desiring to 
contribute, so far as she was able, to that inquiry entrusted 
me witli letters and extracts from her husband's letters 
bearing upon such matters as transport, medical supplies, 
the lack of water, and so on, in respect to that important 
enterprise. Seeing we are to have this inquiry conducted, I 
rose to say how anxious I was that there should be a clear 
understanding given to Members of this House or to the 
public generally having information bearing upon the conduct 
of that campaign that that information would be weioomed 
by His Majesty’s Government; that weshouldhave theoppor- 
tunity of putting such facts as come within our knowledge 
before the Government. I do not presume, under present 
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circumstances, to say more. I feel, however, it is right that 
I should acknowledge the indebtedness I feel to .Lady Horsley 
in the sad circumstances. If in the debate to day any facts 
in the correspondence of her late husband could be of use 
to or at the service of the House she was anxious that it 
should he, if the public interest wa« thereby aided. 

Mr. Malcolm, in urgiug the necessity of immediate 
inquiry, referred to the stock of drugs and dressings that 
had been kept In India. He said that the Director-General 
of the Indian Medical Service long ago pressed upon the 
Army Finance Department that it would be difficult iu the 
caso of a big war to get the necessary drugs and dressings 
from England. Five years before the war the Army Finance 
Department set its face against a project for the manufac¬ 
ture of medicines in India, and tried to starve it out, but 
the concern, being able to supply local governments and 
civil departments with drugs, became a success. 

Colonel Yate spoke of the account he had received of the 
inadequacy in the equipment of the hospitals. 

Mr. Annan Bryce said that officers who had come home 
described in the most moving terms the misfortunes that 
arose from the want of hospital accommodation and supplies. 

Mr. Lloyd George (Secretary for War) said that the 
inquiry must be a searching one. Meantime care had to be 
taken that the Force in Mesopotamia was properly equipped, 
and that the state of things complained of by honourable 
Members could not occur agaiu, assuming wiiat they had 
stated were facts. The War Office had now assumed respon¬ 
sibility for the future of the campaign. Generally, whenever 
there had been a requisition from the Government of India 
to the War Office, whether in respect of ordinary supplies 
or for the sick aud wounded, it had always been honoured. 

Sir John Jaedine: Do those requisitions include those 
for medical officers'? 

Mr. Lloyd George : Certainly, several were requisitions 
for medical officers, which have been honoured. 

Str John Jardine : From this country? 

Mr. Lloyd George : Yes, from this country. Sometimes 
the assistance had been secured from the Force in France, 
more especially, he thought, with regard to assistant 
doctors- a class peculiar to India and which had its training 
there. There was no doubt at all that that in a way was not 
a very satisfactory arrangement. The War Office had the 
responsibility for directing operations, the Commander- 
in-Chlef had the responsibility for supplies, and the 
main responsibility for supplies must always remain 
with him because the only possible base of supplies, 
so he (Mr. Lloyd George) was advised, must be India. 
The Government felt that if the War Office was to be 
responsible for the direction of the operations it must also 
accept direct resjjonsibility for the supplies as well, including 
the arrangements for the" sick and wounded and the trans¬ 
ports, and tills arrangement had been come to with the 
Government of India that whilst India remained the base 
for the Forces in Mesopotamia and that Force continued 
to be administered by the Commautler-in-Chief in India, 
the Commander-in-Chief would receive his instructions 
from, and be responsible to, the Army Council in regard 
to all matters of personnel, administration, and supplies 
to the Force iu question. The War Office would take 
responsibility for the transport, that being the main 
difficulty, 'the right honourable gentleman then dealt at 
some length with the question.of river transport. 

Mr. Malcolm : What are you going to do about the results 
of the Vincent Report? Wiiat use will that be put to? 

Mr. Annan Bryce: When will that report lie published? 

Mr. Lloyd George : The Vincent Report has not arrived 
vet, and therefore we do not know what it is. We have, of 
course, our ideas as to what it is, but we liave not seen It. 

Mr. Churchill : Cannot you get it telegraphed ? 

Mr. Lloyd George : The Commander-in-Chief has his 
own observations to make upon it, and he is very anxious 
that they shouldaccompany the report. It will be here in a 
very short time, and it will be one of the first documents 
placed before the Commission. The right honourable 
gentleman proceeded to discuss other aspects of the situation. 
The first duty of the Government was to see that things 
were put right. The second duty was to see if anyone had 
been responsible for negligence, if anyone through his 
negligence had indicted pain and torture" upon the gallant 
men who had tendered their lives to their country and who, 
through their great deeds, had made honourable Members 
proud of the race to which they belonged, that those men 
ehould be held to account. 

Mr. Dillon said that statements had been laid before him 
which went tashow that the medical provision made for the 
troops was absolutely scandalous. No adequate attempt 
was made to furnish" the troops with drugs or with river 
transport, aud the supply of medical men and medical 
orderlies was shockingly insufficient. 

Sir Henry Csaik observed that he bad been told by medical 
men how bad the state of things had been in Mesopotamia. 
He urged that the Yiucent Report ought to be at once made 
public, aud that it ought not merely to be submitted to the 
inquiry which the Government had "announced. 


Monday, July .24th. 

Dtaths in Troop Train in India. 

Replying to Sir Clement Klnloch-Cooke, who asked a 
question relating to the deaths in a troop train in India, Mr. 
Chamberlain (Secretary for India) said : I have directed the 
Government of India that, having fixed the responsibility 
for this deplorable incident, they are to hold the person or 
persons responsible to striot account. 

The Sale of Cocaine. 

In reply to Major Astor, Mr. Herbert Samuel (Home 
8ecretaryi said: As regards the sale of cocaine a medical 
prescription is not required under the present law. The 
maximumpenaltvfor illicit saleissixmonths’imprisonment 
and a fine of JEICSO. The new regulations on this subject, 
which I announced iu the House recently, will be submitted, 
I hope, at tile next meeting of the Privy Council. 

Mr. Raffan : Will provision be made in the new regula¬ 
tions for the supply of the necessary quantities of cocaine to 
dental practitioners, both registered and unregistered?— 
Mr. Samuel: Yes, sir, that is being done. 

Mr. Raffan : For both registered and unregistered dental 
practitioners ?—Mr. Samuel : I must ask for notice of that. 

Tuesday, July 25th. 

The Sale of Cocaine. 

Mr. Raffan asked the Home Secretary whether the draft 
regulations relating to the sale of cocaine had been submitted 
to medical and dental governing bodies. -Mr. H. Samuel 
answered: The Roval College of Physicians has been con¬ 
sulted. I am not sure that any organisation representing 
dentists has been consulted. I shall take that into con¬ 
sideration. 


appointments. 


Successful applicants Jor vacancies. Secretaries of Public Institutions, 
ana others possessing information suitable for this column, are 
invited to forward to Thk Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Hawkswortit, Mr., has been appointed Deputy Acting Medical Officer 
to the Exmouth District for the Sc. Thomas (Exeter) Board of 
Guardians. 

Honan, Mus B., L D.S. Edin., Dental Surgeon to the Dorset Education 
Committee. 

Leox, George Alexander. M.A. Oxon., M D. Brux.. M.R.C.S., 
L.R.C.P., D.P.H. Eng., Temporary School Medical Officer to the 
Torquay Education Committee. 

Masterman, E. W. G.. M.D. Durh.. F.R.C.S. Kng.. D.P.H., Medical 
Superintendent t> St. Giles Infirmaiy, Camberwell. 

Sturdee, Edwin Lawrence, M.R.C.S., L.It.C.P., Acting Deputy 
Public Vaccinator to the Exmouth District for the St. Thomas 
(Exeter Board of Guardians. 


faxaneb. 


For Jurther information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are reg>ustea to cotnmumicalc with the Editor. 

Altos, Hants. Lord Mayor Treloar Cripples' Hospital.— 
Assistant Resident Medical Officer. 

Bedford County Hospital.— -House Surgeon, unmarried. Salary 
as arranged, with board, Ac. 

Birkenhead Union Infirviary.— Female Resident Assistant Medical 
Officer. Salary at rate of £175 per annum, with board, Ac. 
Birmingham Cut.—F emale Assistant Medical Officer for Infant Con¬ 
sultation work. Salary £500 per annum. 

Birmingham City Education* Committer.—Two Temporary Assistant 
School Medical Officers. Salary £300 per annum. 

Birmingham and Midland Ete Hospital.— Three Assistant Surgeons. 
Birmingham University.— Lecturer in Physiological Department. 
Salary £200 per annum. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 

Salarv £200 per annum, -with board, Ac. 

Bristol Royal Infirmary.— House Surgeons and House Physicians. 
Salary at rate of £120 per annum, with b rnrd, Ac. Also House 
Surgeon to Tnroat, Nose,and Ear Department. 

Brook War Hospital, Shooters Hill. Woolwich.— Resident Medical 
Officers. Salary £1 per diem, with board, Ac. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board. Ac. 

Buxton. Derbyshire, Devonshire Hospital. — Assistant House 
Physician. Salary £100 per annum, with board, Ac. 

Cardiff, King Edward VII.’s Hospital.—H ouse Surgeon for 
six months. Salary at rate of £140 per annum, with board, Ac. 
Carshalton, Surrey. Queen Mary’s Hospital for Children.— 
Temporary Assistant Medical Officers. Salary £7 Is. per week, 
with board. Ao. 

Coventry and Warwickshire Hospital.— Senior House Surgeon. 

Salary £303 per annum, with board, Ac. 

Folkestone. Royal Victoria Hospital.— Resident Medical Officer. 

Salary £200 per annum, with board, Ac. 

Guildford, Rotal Surrey County Hospital.—H ouse Surgeon. 

Salarv £150 per annum, with board, Ac. 

Hospital for Consumption and Diseases oftbeChkst, Brompton. 
— House Physician for «ix mouths. Salary 30 guineas. 
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H6pit.il et Dispeksaire Frakcais, 172, Shaftesbnry-avenue. W.O.— 
Laryngologist. 

Hull, victoria Hospital for Sick Children.— Female House Sur¬ 
geon. Salary £100 per annum, with board, &c. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200 per annum, with board, Ac. 

Lindsey (Lincolnshire) County Council. —Locum Tenens Assistant 
Tuberculosis Officer for one month. Salary at rate of £400 pei 
annum. 

Liverpool, Browxlow Hill Institution.—F emale Resident Assistant 
Medical Officer. Salary at rate of £300 per annum, with rations. Ac. 

Liverpool, David Lewis Northern Hospital.— House Surgeon for 
three or six months. Salary at rate of £150 per annum, with 
board, Ac. 

London Lock Hospital (Male), Dean-street, Soho, W.—Anaesthetist 
for one morning per week Salary £21 per annum. 

Manchester Corporation.— Temporary Assistant Tuberculosis Officer. 
Salary at rate of £350 per annum. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

Mount Vernon Hospital for Consumption and Diseases of the 
Chest, Northwood, Middlesex —Resident Medical Officer. Salary 
£120 per annum, with board, Ac. 

Newcastle-upon-Tyne Education Committee.— Assistant School 
Medical Officer. Salary £301 per annum. 

Queen's Hospital for Children, Hackney-road. Bethnal Green, K.— 
Temporarj- Assistant Physician. Also Temporary Assistant Sur¬ 
ge >n. Salary £25 per annum to cover travelling expenses 

Reigate Borough.— Medical Officer to Maternity and Child Welfare 
Centre one afternoon a week. Salary’ at rate of £50 per annum. 

St. Pancras Infirmary.— Female Junior Assistant Medical Super¬ 
intendent of South Infirmary, Pancras-road. N.W., and Junior 
Assistant Medical Officer of House adjacent. Salary at rate of £2C0 
per annum, with board, Ac. 

SbeffieldCity Tuberculosis Dispensary.— Female Assistant Medical 
Officer. Salary £350 per annum. 

Sheffield, Jessop Hospital for Women.— Junior Female House 
Surgeon, unmarried, for Gynaecological and Maternity Depart¬ 
ments. Salary £160 per annum, with board, Ac. 

Southampton, County Borough Isolation Hospital.- Resident 
Meiical Officer. Salary £300 per annum, with board, Ac. 

Staffordshire County Mental Hospital, Cheddleton.—Female 
Assistant Medical Officer. Salary £270 per annum, with board, Ac. 

Sunderland, The Royal Infirmary Children’s Hospital.— Female 
Resident Medical Officer for six months. Salary £100 per annum, 
with board, Ac. 

Tunbridge Wells General Hospital.— House Surgeon, unmarried. 
Salary £250 per annum, with board, Ac. 


The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Cliff, Warwick; at Clonmel, Tipperary; 
at Grangemouth, Stirling; at Millom, Cumberland; and at 
Uffeulm, Devon. 


Jrirfjjs, Starriages, anb geatfrs. 


BIRTHS. 

Franklin.— On July 19th, at nursing home, the wife of E. Morris 
Franklin, W.A.M.S. Abeokuta, Nigeria, and 20, Brightwell-avenue, 
Westcliffe, of a son. 

Hallinan.— On July20tb f at M.O.’s Bungalow, North Front, Gibraltar, 
the wife of Captain J. C. Hallinan, R.A.M.C., of a daughter. 

Lee.—O n July 26th, at 5, Anglesea-terrace. St. Leonard's-on-Sea. to 
James C. Lee, M.D., and Ethel Lee (nee Gompertz), M.B., Ch.B.— 
a son. 

Littlejohns. —On July 18th, at Trevnrthian-terrace, Stoke. Devonport, 
the wife of Major A. S. Littlejohns, R A.M.C , of a son. 

Richards.— On July 16th, at Hyde Park-mansious, W„ the wife of 
Captain Owen Richards, R.A.M.C., D.S.O , of a daughter. 


MARRIAGES. 

M'Gonigle—Campbell.— On July 15th, at St. Matthew's, Bayswater, 
George Cuthbert Mura M'Gonigle, M.D.. B.S , B.Hy., D.P.H., 
Temporary Captain, R A.M.C.. to Dorothy Kvelyn, youngest 
daughter of the late Captain Charles Campbell and Mrs. Campbell. 

Phillips-Jenkins.— On July 18th, at Gwaecaegurwen, by the Rev. 
R. J. Roderick, George Stanley Phillips, Captain. R.A.M.C., only 
son of Mr. and Mrs. Phillips, Cirmarthen, to Grace Jenkins, 
youngest daughter of Mr. Sunnel Jenkins, J.P., and Mrs. Jenkins, 
Cwmgorse, Gwaecaegurwen. 

Richmond—Kelly.— On July 8th, at the Consulate, Alexandria 
Egypt. Captain Arthur Eaton Richmond, R.A.M.C. (S.R.), to 
Margaret May, daughter of .Mr. William Kelly, of Tuam, 
co. Galway. 

Vf.alk—Drury.— On July 19th, at the Private Chapel of the Palace, 
Ripon.Rawdon Veale, M.I). Loud., Major, R.A.M.C. (T.), to Frances, 
youngest, daughter of the Bishop of Ripon and the late Mrs. Drury. 


DEATHS. 

Acland.— On July 12th, killed in action. Temporary Captain John 
Henry Dyke Acland, R.A.M.C., aged 36 years. 

Biker.— On July 20th. at West Heath-drive, GoldersGreen, John H. 
Baker, M.D.. of Bedford fquare, London, aged 60 years. 

Buriell.— On July 22nd, Lieutenant S' anley Walter fiurrell, R.A.M.C., 
of St. Bartholomew's Hospital, aged 25 years. 

Michell.— On July 20th, of wounds received on July 3rd, Robert 
Williams Mnhell, M.D., F.Ii.C.S., Captain, R.A.M.C., of Cam¬ 
bridge, aged 56 years. 

Newbkry.— On July 14th, killed In action. Richard Fenton Theodore 
Newbery. Temporary Lieutenant, R.A.M.C., attached to North¬ 
amptonshire Regiment. 

N.B.—A fee of 5t . is charged for the Insertion oj Notices of Births, 
Marriajes, o.rui Deaths. 


ftotes, Sjiori Comments, aitb ^nstuers 
to Correspondents. 

STUDENTS’ NUMBER OF THE LANCET. 

Information intended for the Students’ Number of 
The Lancet must be sent without delay, addressed to 
the Sub-Editor, and marked on the envelope “Students' 
Number Only.” __ 

THE MEDICAL PROFESSION IN 1816. 

There is apparently no modern thesaurus of medical anec¬ 
dotes. A century ago such works were gravely sent forth 
from the press, and may be said to mark the last phase of 
the period, of which Moliere was the prime anti-medical 
satirist, when the whole world of medicine, from grave and 
learned doctors down to venal apothecaries, was regarded 
as a fit subject for ridicule or suspicion. In 1816, according 
to "Anecdotes Medical, Chemical, and Chirurgical; collected, 
arranged, and transmuted by an Adept,” in two volumes, 
the physician sometimes boasted that he prescribed as 
well when he had drunk a great deal of wine as when 
sober. " I should guess,” said the famous Dr. .Tames 
Gregory, inventor of the “ Mixture,” “ that it might be 
found in all physicians (to say nothing of the other limbs 
of the Faculty), who think as little what they are doing 
when sober, as they do, or might do, when drunk.” 
The Adept’s book of “ Anecdotes ” is dedicated to this 
James Gregory (the Third, really the Fourth), a dis¬ 
tinguished Edinburgh professor in his time, and many 
quotations are made from his writings, which are singu¬ 
larly plain spoken as to the medical ethics and practice of 
his time. Such criticisms by a leading physician would 
fortunately be impossible to-day. “ Some of the medical 
profession,” he says, “out of pore love of science, and 
without the least necessity, have taken small-pox matter 
from the dead body of one who died of the worst kind of 
the disease, and have inoculated with it. A dead body, 
half putrid, has been dug out of the grave, where it had 
lain for some days, and small-pox matter lias been taken 
from it for the same purpose.” He has the greatest con¬ 
tempt for medical literature. “ More than ninety and nine 
parts in the hundred of all that has been written on the 
Theory and Practice of Physic, for more than two thousand 

years," is absolutely useless. A large proportion of 

those writings consists of controversies, generally carried 
on with the bitterest animosity.” And the same he 
believes to be true of surgical writings. Yet this writer 
emphasises the fact that the profession, at the end of the 
eighteenth century, is rising in importance. The English 
surgeons especially have done well, he thinks, to dissociate 
themselves from the barbers. Medical students are cited 
by him as extraordinarily zealous in the pursuit of know¬ 
ledge, though somewhat absurd in it. “ Their debates on 
controverted points have often been conducted with all 
the violence of party-spirit; within my memory, some of 
them fought with pistols about their medicaf systems; 

many more were eager to do the same. One" zealot, 

out of stark love anil kindness, resolving to convert me 
.came to my house on pretence of asking some ques¬ 
tions about what I had taught in my lectures, and regaled 
me with a harangue, of which I understood not one-flftietli 
part, but which lasted near an hour, and was delivered 
with such vehemence of gesture and pasBion, that he not 
only sweated profusely, but literally foamed at the mouth.” 
Yet from among these controversial young men in Edin¬ 
burgh grew up the generation of the Bells and of the 
Listons. 

THE LATE SIR CHARLES BLAXE. 

A correspondent writes:—Sir CharlesBlane, Bart., R.N., who 
was lost in H.M.S. Queen Mari/, represented the family of 
that famous surgeon in the Navy Sir Gilbert Blane who 
was with Rodney in 1782 and was made a baronet for 
bringing the sick and wounded back from Walcheren, 
and in 1829 founded the Blane medal given to naval 
medical officers who send into office the best journals of 
their practice. 

“ PATENT >' MEDICINES. 

In the report, jnst issued, of the Commissioners of His 
Majesty’s Customs and Excise for the year ended 
March 31st, 1915, it is explained that the Excise duties in 
force for medicine labels are lj<i.,3<f., 6d.,ls., 2.«.,3*., 10s.,and 
£1, according to the price of the medicine. The net receipts 
from these duties amounted in 1911 to £325.616, in 1912 to 
£327,857, in 1913 to £328,319, in 1914 to £360,377, and in 1915 
to £333,777. The licence duty levied on makers or vendors 
of patent medicines is 5«. The number of these licences 
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issued and the receipts therefrom were, in 1911, 42,697, 
£10,673 ; in 1912, 43,131, £10,781; in 1913, 43,118, £10,780 : in 
1914, 43,156, £10,791; and in 1915, 42,731. £10,685. These 
figures apply to Great Britain only, neither the medicine 
stamp duty nor the licence duty extending to Ireland. 

ACKEE. 

To the Editor of The Lancet. 

8ir,—W ith reference to the investigations of Dr. H. H. 
Scott, Government bacteriologist to Jamaica, referred to in 
an annotation in The Lancet of July 8th, and incriminat¬ 
ing the “ackee” as the cause of vom’itiug sickness, it may 
be worth mentioning that in West Africa, where the tree 
Blighia sapida is indigenous, the native belief is that the 
poisonous property resides in one portion only of the fruit, 
the removal of which is said to render the remainder 
harmless. The fleshy aril clasping the base of the large 
seeds is the edible portion, and in the aril the central 
fibrous raphe is bitter and is stated to contain the poisonous 
element. This bitter portion is therefore removed before 
eating, whether uncooked or aftor boiling or roasting. The 
Yorubas, knowing this, call the dangerous part iku, meaning 
death (perhaps facetiously, as in the slang use of the 
expression “ sudden death ” in reference to some attractive 
but doubtful comestible). Tne Yoruba name for “ackee” 
is ishin, and tribal knowledge of the matter seems to have 
become crystallised in a proverb meaning “ He who knows 
how to eat the ishin knows enough to remove the poison 
from it.” 1 am, Sir, yours faithfully, 

J. M. Dalziel, 

Edinburgh, July 21st, 1916. Sanitary Officer, Lagos. 

DIGITALIS LEAVES IN CORNWALL. 

Some of the school children have been gathering the leaves of 
the foxglove in Cornwall. They have to be despatched the 
same day as gathered, and are sent to a manufacturing firm 
of chemists in London, who nay 12s. per cwt. for sound leaves 
of a good green colour. The railway rate is high, about 
5*. per cwf. The profit on the sale of the leaves goes 
towards the school War Charity Fund. 

WANTED, A HOME. 

To the Editor of The Lancet. 

Sir,—T he widow of a naval officer, with pulmonary tuber¬ 
culosis apparently arrested and a weak heart, would’ like to 
find a comfortable home. At present she is able to take care 
of herself, and could contribute a guinea a week towards 
her maintenance. I am, Sir, vours faithfully, 

July 24th, 1916. R. G. 

Logician. —Where an age term is employed an actual date 
must be fixed—there is no possibility of recognising a 
physiological age. If the Local Medical War Committee 
is doing its work properly the abuses mentioned should 
notoccur. Will ourcorrespondent give categorical examples 
of nepotism, when a most useful inquiry might follow? 
Communications not noticed in our present issue will 
receive attention in our next. 


Utekical far % ensuing Meek. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday. —S p.m., Medical and Surgical Clinics. X Raya. Mr. Gray : 
Operations. Mr. B. Harman : Diseases of the Bye. Dr. Slmson: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednesday.—10 a.m., Dr. Saunders: Diseases of Childran. Dr. Banks 
Davis s Operations of the Throat, Nose, and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson : Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. XKays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.—10 a.m., Dr. Slmson: Gynaecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera* 
tlons. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday. — 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Bye Operations. 2 p.m., Medical and Surgical Clinics. XKays. 
Mr. Pardoe: Operations. 

NORTH-BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday. —Clinics:—10.30 a.m., Surgical Out-patients (Mr. K. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr.T. R. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m. , Surgical Operations (Mr. Carson). Clinics:— 
Medical Out-patients (Dr. A. G. Auld); Surgical Out patients 

i Mr. Howell Evans); Nose, Throat, and Bar Out-patients (Mr. 
J. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 


Wednesday. —Clinics2.30 p.m., Throat Operations (Mr. C. H. 
Hayton). Children Out-patients (Dr. T. R. Whipham); Bye Out¬ 
patients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m.. Eye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m., Gynaecological Operations (Dr. A. B. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 p.m.. 
Medical In-patients (Dr. R. M. Leslie). 

Friday. —2.30 p.m., Surgical Operations (Mr. Howell Evans). 
Clinics .’—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. R.P. Brooks). 

THE THROAT HOSPITAL, Golden square, W. 

Monday.—5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday.—5.15 p.m.. Clinical Lecture. 


MANAGER’S NOTICES. 


THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June, 1916. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
The Lancet which was completed with the issue of June 24th 
have been printed separately, and copies have been supplied 
gratis to those subscri bers who have, up to July 27th, intimated 
to us their wish to receive them. Other subscribers will be 
similarly supplied, so long as the stock remains unex¬ 
hausted, on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such application should please 
be sent in at once, direct to the Manager, and not through 
Agents. _ 

Yolumes and Cases. 

Volumes for the first half of the year 1916 will be ready 
shortly. Bound in cloth, gilt lettered, price 16s., carriage 
extra. 

Cases for binding the half-year’s numbers are now ready. 
Cloth, gilt lettered, price 2s., by post 2«. 4 d. 

To be obtained on application to the Manager, accompanied 
by remittance. _ 

TO SUBSCRIBERS. 

Will Subscribersplease note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423. Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Arc., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. _ 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page I. 

’ The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


METEOROLOGICAL READINGS. 

(Taken daily at S.S0 a.m. by Steward's Instruments.) 


Thk LiXCKT Office, July 26th, 1916. 


Date. 

Barometer 
reduced to 
8ea Lerel 
and 32° F. 

Direc¬ 

tion 

of 

Wind. 

Rsln- 

laU. 

Solar 

Radio 

In 

Vacno. 

Maxi¬ 

mum 

Temp. 

Shade. 

Min. 

Temp. 

Wet 

Bulb. 

SSL. 

Remarki, 

July 20 

30-170 

N.W. 


112 

75 

56 

58 

62 

Fine 

21 

30226 

S.E. 


121 

77 

60 

60 

63 

Overcast 

.. 22j 

30 220 

E. 


117 

70 

59 

57 

59 

Overcast 

23 

30-190 

N.E. 


65 

62 

52 

bl 

53 

Overcast 

.. 24 

30-196 

N.E. 


72 

60 

52 

52 

54 

Overcast 

.. 25 

30-154 

N.E. 


117 

71 

54 

57 

59 

Cloudy 

.. 26 

30-140 

S.E. 


110 

73 

57 

bV 

60 

Overcast 


The following magazines. Journals, &c., have been received 

Revista del Circulo Medico de Curdoba, Magazine of the London 
School of Medicine for Women, American Journal of Orthopedic 
Surgery. Bulletin of the Johns Hopkins Hospital, Proceedings of the 
Royal 'Society of Medicine. St. Thomas's Hospital G izette, Bio¬ 
chemical Journal, Surgery, Gynecology, and Obstetrics, American 
Journal ol Obstetrics, Journal of the Royal Naval Medical Service, 
Medical Times. Pediatrics. Maryland Medical Journal, La Clinique 
Ophtalmologlque, Clinical Medicine, Ac. 
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ACKNOWLEDGMENTS OF LETTEBS, ETC., RECEIVED. 


[Jur.Y 29,1918 


Communications, Letters, &c., have been 
received from— 


A.— Dr. J. Vere Arkle. France; I 
Messrs. Arnold and Sons, Lond.; I 
Messrs. Adlard and Son, Lond.; 
Messrs. Allen and Hanburys, 
Lond.; Argus de la Prease, Paris ; 
Mr. F. W. Alexander, Lond.; i 

Dr. Everitt Atkinson, Perth, , 

Western Australia; Captain 
Adolphe Abrahams, R.A.M.C.; 
Dr. E. D. Adrian, Famborough ; 
Mr. G. F. Aldons. Plymouth; 

A dvertisers' Weekly, Lond., 
Manager of; Army and Navy 
Male Narses’ Co-operation, Lond.; 
Academic de Medecine, Paris; 
Messrs. Adams and Son, Rye; 
Mr. G. A. Arnaudin, Lond.; 

Ardath Tobacco Co., Lond.; 

Aymard Patent Milk Sterilizer 
Co., Ipswich ; A. W. T. 

B;*-Dr. Robert Bell, Lond.; Bristol 
Royal Infirmary, Secretary of; 
Mr. S H. Benson, Lond.; Messrs. 
C. Barker and Sons. Lond.; 
Messrs. Burroughs. Wellcome, 
and Co., Lond.; Dr. G. Blacker, 
Lond.; Bromley Education Com¬ 
mittee, Secretary of; Messrs. 
Boulton and Paul, Norwich ; 
Birmingham Corporation Clerk 
to the; Major E. T. Burke, 

R.A.M.C.; Captain Bristow, , 

H. A.M.C.; Messrs. Burt, Boul¬ 
ton, and Haywood, Lond.; | 
Dr. R. G. Barlow, Warrington; 
Birmingham and Midland Bye 
Hospital, Secretary of; Mrs. 
Blackmore, Lond.; Professor 

J. M. Beattie, Liverpool; Bir¬ 
kenhead Union, Clerk to the; 
Bolton Infirmary. Secretary of; 
Mr. J. F. Briscoe, S mthampton ; 
Bury Infirmary, Secretary of; 
British Druz Houses, Lond.; 
Dr. D. F. Bilpodiwala, Aden; 
Birmingham Corporation, Medi¬ 
cal Officer of Health to the; 
Sir Lauder Brunton, Bart., 
Lond. 

C.— Dr. R. P. Cockin, Lond.; 
Dr. F. G. Clemow, Edinburgh ; ) 
Chelsea Hospital for Women, 
Secretary of; Captain H. J. 
Chatfield, R.A.M.C., France; 
Mrs. H. B. Capps, Christchurch ; 
Messrs. E. Cook and Co., Lond.; 
Dr. Cornish, Dorking; Chicago 
School of Sanitary Instruction ; 
Dr.Velazquezde Castro, Granada; 
Mr. P. A. Colmcr, Yeovil ; 
Messrs. Corbvn, Stacey and Co., 
Lond.; Miss M. Campbell, Lond.; 
Mr. Bernard Crldhuid, Wolver¬ 
hampton; The Chymol Co., 
Lond. 

D —Messrs. Down Bros., Lond.; 
Daily Mail, Lond., Manager of; 
Dr. Vincent Dickinson, Lond.; 
Dr. G. H. Dart, Lond.; Mr. T. N. 
Darling, Lond.; Dr. John M. 
Dalulel, Edinburgh; D. V.; 
Messrs Delghton, Bell, and Co., 
Cambridge. 

E. —Messrs. Elliott and Fry, Lond.; 
Lieutenant-Colonel R. H. Elliott, 

I. M.S. (retired). Lond.; Messrs. 
Elliott and Sons, Barnet; Mr. M. 
Elsen, Lond. 

F. —Messra. Henry Frowde and 
Hodder and Stoughton, Lond.; 
Captain G. Finch, R.A.M.C ; 
Major H. S. Fremlin, R.A.M.C., 
Lond.; Messrs. Fielding and 
Hayes. Manchester; Factories, 
Chief Inspector of, Lond.; Dr. R. 
Bruce Fe-guson, Lond. 

O.-Dr. J. F. Gill, Cambridge; 
Mr. Vivian T. Greenyer, Lond.; 
Mrs. Grieve, Chalfont St. Peter; 
Guy’s Hospital Gazette, Lond., 
Editor of; Captain J. C. Glen, 

R.A.M.C. 

H.—Mr. J. Harington, Lond.; I 
Captain G.9. Hughes, R.A.M.C., 
France; Captain T. O. Hutton, 
R.A.M.C., France; Dr. Wilfred i 
Harris, Lond.; Dr. J. M. Hobson, 
Load.; Dr. A. C. Houston, Lond.; I 
Mr. J. H. Hollyer, Droitwich; I 


Dr. P. Hamill, Aldershot; Miss 
Berkeley Hill, Lond.; Messrs. 
Hough, Hoaeason, and Co., Man¬ 
chester; Dr. Haynes, Brentwood; 
Messrs. Abel Ileywood and Son, 
Manchester; Mr. F. S. D. Hogg, 
Rickmans worth. 

I. —Irish Creameries Protection 
Society, Cork; The 1. L. High 
Class Cigarette Manufacturing 

I Co., Lond ; International Health 
Board, New York; Inspector- 
General of Civil Hospitals, 
Burma. 

J. —Dr. A. J. Jex-Blake, Lond.; 
Jeasop Hospital for Women, 
Sheffield. Secretary of; Lieu¬ 
tenant E. T. Jones, R.A.M.C.; 
Mr. J. A. Jennings, Lond. 

K. —Messrs. H. S. King and Co., 
Lond.; Messrs. P. S. King and 
Son, Lond.; Messrs. KhoslaBros., 
Lahore; Dr. John E. Kuhne, 
Hastings. 

L. —London Insurance Committee, 
Lond.; Dr. Claude Lillingston. 
Peppard Common ; London and 
Counties Medical Protection 
Society, Secretary of; London 
County Council, Deputy Clerk 
of ; London School of Tropical 
Medicine, Secretary of; Local 
Government Board, Lond.; Dr. 
M. C. S. Law ranee, Earles town ; 
Liverpool Guardians. Clerk to 
the ; Lindsey (Lincolnshire) 
County Council. Lincoln, Medi¬ 
cal Officer of Health to the; 
Mr. K H. Lucas, Bury St. 
Edmunds; Mr. B. Lester, 
Lond. 

Off.—Dr. M. Molony, San Francisco; 
Messrs. Maconochie Bros., Lond.; 
Messrs. May and Baker, Lond.; 
Messrs. C. Midgley, Manchester; 
Professor Rutherford Morison, 
Newcastle - on - Tyne; Messrs. 
C. Mitchell and Co., Lond.; 
Medical Supply Association, 
Lond.; Mr. C. G. Moor, Lond.; 
Dr. C. F. Marshall, Lond ; Miss 
Ida Meller, Lond.; Mothers 
Union (Incorporated), Lond., 
Central President of; M. L.; 
Miss E. D. Mitchell, Brigg; 
Fleet • Surgeon J. St.. John 
Murphy, R.N.: Colonel H. C. 
Maudaley; Midland Counties 
Herald , Birmingham, Manager 
of; Dr. S. Martno, Salerno; 
Manchester Clerical, &c., Ajjso 
elation, Secretary of; Manches¬ 
ter Corporation, Clerk to the; 
Dr. M. A. B. Murphy, Bradford ; 
Maltiue Manufacturing Co., 
Lond.; Mr. W. D. Miller, Aber¬ 
deen ; Major R. Tait McKenzie; 
Dr. H. A. Macewen, Liver¬ 
pool. 

N —National Association for the 
Prevention of Consumption, 
Lond., Secretary of; New York 
State Commission on Ventila¬ 
tion ; National Sailors’ and Fire¬ 
men's Union, Lond.; New- 
caatle-upon Tyne Corporation, 
Clerk to the. 

O. —Sir William Osier, Bart., Ox¬ 
ford ; Dr. John O’Conor, Buenos 
Aires. 

P, —Mr. G. Principato, Messina; 
Dr. John Parkinson, Lond.; Dr. 
R. J. Probyn-WilllamB, Lond.; 
Dr. M. S. Pernbrey, Lond.; 
Corporal Ernest A. Paige, C,E.F.; 
Polish Information Committee, 
Lond.; Mrs. Pannett, Liss; 
Mr. C. D. Page, Aylesbury; 
Provincial Board of Health, 
Victoria, Secretary of. 

Q. -Queensland, Government Sta¬ 
tistician. Brisbane; Queen's Uni¬ 
versity, Belfast, Secretary of. 

R, -^-Messrs. Richardson and Co., 
Lond.; Royal Society, Lond,; 
Dr. R. R. Rentonl, Liverpool; 
Dr. C. Hi via re,.Lend.; Dr. G. 


Rice, Sutton; Lieutenant-Colonel 
George Ranking; Rockefeller 
Institute for Medical Research, 
New* York; Royal Medical 
Benevolent Fund. Lend., Secre¬ 
tary off Royal College of 
Surgeons of Edinburgh, Clerk 
of; Dr. J. W. Rob. Weybridge; 
Mr. Henry Rundie, Southsea; 
Royal Sanitary Institute, Lond., 
Secretary of. 

S.—Mr. W. Soanes, Lond.; Sparts 
Club, Lond., Secretary of; 
Messrs Spiers and Pond, Lond.; 
Dr. Bttie Sayer, Lond.; Dr. 

G. K. Shuttleworth, Lond.; 
Dr. J. Stewart, Leeds; Mr. 
Frank Shuttleworth, Lond.; Mr, 
Walter G. Spencer, Lond.; 
Society of Members of the Royal 
College of Surgeons of England, 
Lond., Hon. Secretary of; Mr. 
James Sherren. Lond.; School 
of Physic in Ireland, Dublin, 
Registrar of; Society of Apothe¬ 
caries of London, Secretary of; 
Mr. E. W. Scripture, Lond.; 
Captain C. F. Strange, R.A.M.C.; 
MIbs E. 8hepheard, Almora; 
Senior Sanitary Officers' Office, 
Accra; Sheffield Corporation, 
Medical Officer of Health to t-he; 
Messrs. G. Street and Co.. Lond.; 
Southampton Corporation, Clerk 
to the; Messrs. Siemens Bros, 
and Co., Lond. 


T.— Dr. Wu Lien Teh, Harbin; 
Miss M. C. Tod. Corstorphlne; 
Dr. C. R. A. Thacker. Cam¬ 
bridge ; Dr. G. L. Turnbull, 
Lond.; Mr. A. H. Turner, Shef¬ 
field; Dr. Kenneth Taylor, Ris 
Orangis. 

IT.—University of Sheffield, Regis' 
t rar of j Um versi ty Col lege Hos* 
pital Dental School, Load., 
Clerk to the. 

V, —Messrs. J. W. Vickers and 
Co., Lond.; Mr. Magnus Volk, 
Brighton; Vancouver Medical 
Association, Librarian to the. 

W. — Mr. Edwin Wooton, Lond.; 
West London Hospital Post- 
Graduate College, Dean of; 
Dr. Hugh Woods, Lond. ; 
Dr. R. A. Walker, Peterborough; 
Mr. A. Wilson, Lond..- Captain 
Russell Wilkinson, R.A.M.C.; 
Messrs. J. Woolley, Sons, and 
Co., Manchester; Dr. G. A. 
Wyon Lond.; Messrs. R. F. 
White and Son, Lond.; Major 
A. E Webb Johnson, D.S.O., 
R.A.M.C., France; Dr. J. D. 
Wynne, Clonmel; Dr. Q&rold 
Waller, Lond.; Captain C. C. 
Weeks R.A.M.C. ; Captain 
E. W. A. Walker; Mr. J. Walker, 
Peterborough; Dr. John Weir, 
Lond. 

Y.—“ Yearly Contract.” 


Letters, each with enclosure, are also 
acknowledged from— 


A. —A. R. 

B. ~ Mrs. Bell, New Brighton ; 
MessrB. Butchart and Rennet, 
Aberdeen ; Barnsley Corporation. 
Accountant to the; Bradford 
Corporation, Treasurer to the; 
Messrs. Bennett Bros.,Salisbury ; 
Mr. H. Butterfield, Peterborough; 
Blshopstone House, Bedford, 
Medical Superintendent of ; 
Bristol Royal Hospital for Sick 
Children, Secretary of; Messrs. 
Bouveau and Chevlllct, Paris; 
Mr. G. P. Butcher. Plymouth ; 
Messrs. C. Birchall. Liverpool ; 
Mr. W. Blenkiu, York Boling- 
broke Hospital, Secretary of; 
Mr. G. E. Brooke, Singapore; 
Dr. E. Bojean, Paris. 

C. —Dr. Chatelahi, Goodmayes; 
Dr. J. F. Corson, Col inton; 
Surgeon H. Carlill, R.N., Lond.; 
Chesterfield Hospital, Secretary 
of; Casein, Ltd., Lond.; Dr. 

H. B. Campbell, Norwich, 

U.S.A. 

D. —Mr. D. Lloyd Davies, Lond.; 
Dr. C. C. Dalta. Anita ; 
Miss L. Digby, Lond. 

£.—Mr. A. R. Elliott, New York; 
Mr. E. Evans, Felinfach; K H.; 
Messrs. Elliott, Son, and Boyton, 
Lond. 

F.—Mr. J. H. Frazer, Lond.; 
F. H. R.; Messrs. Fletcher, 
Fletcher, and Co., Lond. 

G —Guardian Assurance Co.,Lond.: 
Dr. S. Gill, Formby; Messrs. 
Grantham and Co., Reading; 
Lieutenant N. G. H. Gavin, 
R.A.M.C., France ; Dr. A. G. M. 
Grant, Grange - over - Sands ; 
Messrs. Gilyard Bros., Bradford ; 
MessrB. Giinber and Son, Lond.; 
Messrs. Galbraith and Co., 
Lond. 

H,—Dr. J. J. Holt, Middleton; 
Mr. H. F. Hyde, Worthing; 
Mr. J. Hoywood, Manchester; 
Huddersfield Corporation, Ac¬ 
countant to the; Lieutenant 
F. Heatherley, R.A.M.C., Lond.; 
Mrs. B. Hill, Lond. 

j —jeyesSanitary Compounds Co., 
Lond.; J. F. B. 

K. —Mts. de Kingaome, Lond.; 
Major Kynaston, R.A.M.C.; 
Kapok Industrial Co., Lond.; 
Messrs. D. J. Keymer and Co., 
Lond. 

L. —Mr. H. Le Soudier, Paris; 


Professor Leyton, Leeds; Leeds 
Corporation, Treasurer to the ; 
Lord Mayor Treloar's Cripples' 
Hospital, Lond., Secretary of; 
Messrs. H. K. Lewis and Co., 
Lond.; London Throat Hospital. 
Secretary of; L. G.; Leeds 
Public Dispensary, Secretary of; 
Mr. H. Le Bras sour, New¬ 
port. 

M. —Mr. J. Milner. Bournemouth; 
Dr. J. D. McVean, Oldham; 
Manchester Hospital for Con¬ 
sumption, Secretary of; M. P.,- 
Dr. J. Masson, St. Helens; Dr. 

J. A. Murray, Lond.; Lieu¬ 
tenant L. S. Machado, I.M.S.; 
Messrs. Menzies and Co., Glas¬ 
gow; Mrs. Marshall, Lond.; 
M. L. 

N. —Mrs. Ness, Glasgow; C&ptatn 
F. J. Nattrass, R.A.M.C.; Nor¬ 
wood Sanatorium, Beckenham ; 
Nottinghamshire County Coun¬ 
cil, Nottingham, Clerk to the; 
Norwich Public Library, Libra¬ 
rian to the. 

O. —Mr. E. H. B. Oram, Lond.; 
Captain F.J. O’Malley, R.A.M.C., 
Lond. 

P. — Mr. C. E. Pronger, Harrogate; 
Pearson’s Antiseptic Co., Lond.; 
Dr. A. Porto, Rio de Janeiro; 
Mr. C. D. Page. Aylesbury; 
Dr. D. Purdie, Wakefi ild. 

R. —Dr. M. J. Ryan, Crumlin; 
Royal Albert Institution, Lan¬ 
caster, Secretary of; The 
Retreat. York. Secretary of; 
Royal Devon and Exeter Hos¬ 
pital, Secretary of; Dr. W. 
Robertson. St. Marks. S. Africa ; 
Professor Ruata, Perugia. 

S. —Dr. F. A. Stoney, Lond.; 
Mr. G F. Darwall Smith. Lond.; 
S. G. M.: S. S. G.; Stretton 
House, Church Stretton, Medi¬ 
cal Superintendent of; Messrs. 
W. H. Smith and Sou, Birming¬ 
ham; Dr. E. H. Shaw, Lond.; 
Dr. W. T. Shanasy, Adelaide; 
Dr. Eliot Swainston, Lond.; 
Mr. G. E. Skliros, Lond.; Swiss 
Bankverein, Lend.; Dr. W. G. 
Smith, Dublin. 

T. —Mr. J. Thin, Edinburgh; 
Sir StClair Thompson, Lond.; 
Mr. L. L. Thaln, Ewyas Harold; 
Captain D. C. Taylor, R.A.M.C., 
France. 

W.—Messrs. Whlteley, Lond.; Rev. 
Dr. West, Selsley. 
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fkcrktions 

ON 

THE DEVELOPMENT OF THE REGULATION 
OF TEMPERATURE AND ITS CLINICAL 
SIGNIFICANCE.' 

By M. S. PEMBREY, M.A., M.D. Oxon., 

LECTURER OR PHYSIOLOGY, GUY’S HOSPITAL, ETC. 


A warm-blooded animal is distinguished from a cold¬ 
blooded one by its capacity to maintain the internal tem¬ 
perature of its body at a level which is almost the same in 
the depth of winter as in the height of summer. This power 
of regulation is not possessed by all animals and is not 
developed equally among the warm-blooded animals ; its 
evolution can be traced in the animal series and in the 
individual bird or mammal during its passage from imma¬ 
turity to maturity. Some mammals, such as the hibernating 
animals, have retained some of the characteristics of their 
cold-blooded ancestors, for daring the winter they become 
torpid and p^ss into a cold-blooded condition. Upon these 
points the data which have been collected within recent 
years have yielded most interesting evidence in support of 
the Darwinian theory of evolution. 

Regulation of Temperature in Various Classes of 
Animals. 

A rudimentary power of regulation is found in several 
groups of the cold-blooded animals. Insects as a class are 
cold-blooded, but many observations have shown that bees 
in a hive can maintain a temperature considerably above 
that of the external air. Vipers and pythons may have a 
temperature ten degrees above that of their surroundings. 
The lowest mammals, the monotremes, possess only an 
imperfect power of maintaining their temperature at a 
constant level ; the average temperature of the echidna 
and omithorhynchus is 29*8°C. (85'6° F.) when the air is 
15° (59°), and shows a considerable variation when the 
temperature of their environment is changed ; the echidna 
hibernates for a period of four months. A further link 
between the two great groups of animals, the cold-blooded 
and the warm-blooded, is found in those higher mammals, such 
as the marmot, dormouse, hedgehog, and bat, which hibernate 
daring the winter; they have acquired the power of 
regulating their temperature, but at the same time have 
retained some of the physiological characteristics of their 
cold-blooded ancestors. The temperature of these animals 
is inconstant, even during the summer, and in winter, 
when they are torpid, surpasses but little that of their 
surroundings. 

The temperature of newly born pups, kittens, rabbits, and 
rats falls when they are removed from the warm surround- 
iaago afforded by their dam and continues to fall until it 
reaches a point a few degrees above the temperature 
of the air. Newly born guinea-pigs, on the other hand, 
are able to maintain their temperature if the exposure to 
cold he not excessive; they are at birth in a condition of 
great development, they are well covered with fur, their 
eyes are open and they are able to run about. On these 
grounds the young offspring of warm-blooded animals can 
be placed in two classes—those which at birth are blind, 
helpless, in some cases naked, and unable to regalate their , 
temperature, and those which are born in a condition of ! 
greater development and capable of maintaining the heat of 
their bodies at a fairly constant level. Young birds can be 
classified in a similar manner ; the pigeon is an example 
the former, the chick well represents the latter class. 
The members of the first class respond to changes of external 
temperature in a manner similar to that of the ordinary 
cold-blooded animal. Their combustion, as measured by the 
output of carbon dioxide, varies with, and in the same 
direction as, the temperature of their surroundings. The 
representatives of the second class increase their combustion 
when they are exposed to oold ; they resemble warm¬ 
blooded animals. The development of this power of 

1 Being an abstract, of the Oliver-Sharpey lectures delivered before 
the Royal College of Physicians of London. 
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regnlating the temperature of the body by appropriate 
variations in combustion can be traced in the embryo chick. 
In infants this capacity is imperfectly developed at birth, 
and evidence will be given later that this applies to the 
regulation of the loss as well as the production of heat. 

The evolution of the warm-blooded animal has been 
traced, but the nature of any structural changes which are 
essential for the transition from the cold-blooded stage is 
unknown. The search after gross morphological differences 
would appear to be a fruitless one, for the capacity to 
regulate temperature may be suspended and restored under 
natural conditions of hibernation, and by its very nature 
oan be studied only in the living animal. Observations of 
physiological as well as pathological conditions indicate that 
the most important factors are the coordination of the 
nervous control over the skeletal and vascular muscles in 
response to sensations of heat and cold. 

Factors Concerned in Regulation of Temperature. 

The nature and valae of the factors upon which an 
animal's capacity to regulate its temperature depends must 
now be considered. Life in all organisms, whether they be 
animal or vegetable, simple or complex, is accompanied by 
chemical change and the production of heat. The living 
tissues requite a high internal temperature for the due mani¬ 
festation of their activities ; the warm-blooded animals 
maintain this favourable condition by a constant struggle 
against cold and heat; the cold-blooded animals have not 
acquired this property, and within limits the activity of their 
tissues depends upon the external temperature. Both of 
these conditions are advantageous to the respective groups 
of animals in the struggle for existence ; the warm-blooded 
animals are able to live a more ardent life, unbroken by long 
periods of inactivity or torpor, and within wide limits inde¬ 
pendent of the temperature of their surroundings. The 
constant exercise of the different organs of the body, espe¬ 
cially of the nervous and muscular systems, must lead to 
greater development of the nervous system, and with it the 
intelligence of the warm-blooded animal. On the other 
hand, the food-supply of the cold-blooded animals depends 
upon the external temperature; a period of torpidity, 
therefore, in which the activities of the tissues are reduced 
to the lowest ebb consistent with the retention of life, tides 
th cold-blooded animal over the winter, when the food is 
scarce, and prolongs its life beyond one brief summer. 

The heat of an animal will remain at a constant level when 
the loss and production of heat balance. Combustion can be 
augmented or diminished only within certain limits; it is 
economical, therefore, for the superior animal that he should 
be able also to control his temperature by variations in the 
loss of heat from his body. The development of the latter 
power depends upon the increasing control exerted by the 
nervous system upon the body in response to sensations of 
heat and cold ; this is seen in the attitude assumed, the 
vascularity of the skin, the activity of the sweat glands, and 
the ventilation of the lungs. 

It is in the regulation of the production of heat that one 
of the most difficult physiological problems is found. How 
is it that the higher animals are able to struggle successfully 
against the general law, that cold diminishes and heat 
increases chemical activity? The cells of warm-blooded 
animals are not exempt from this law, for, isolated from the 
nervous control of the animal, they respond to heat and cold 
in a manner similar to that seen in typical cold-blooded 
animals. In the healthy body of the higher animals the 
chief cells are not put to this test ; they have their own 
internal environment and are not subject to fluctuations in 
the external temperature, for in response to the sensation of 
cold the central nervous system causes the glands, and espe¬ 
cially the muscles, to produce more heat; on the other hand, 
a sensation of heat results in diminished activity of those 
organs. The voluntary muscles are the most important 
sources of heat, for not only are they the seat of great 
chemical changes during contraction, but they form between 
40 and 50 per cent, of the weight of the body. The regu¬ 
lation of the production of heat demands the constant control 
of the central nervous system over the skeletal muscles. 

The Central Nervous System and Temperature 
Regulation. 

The dependence of the temperature of the warm-blooded 
animal upon impulses passing to and from the central 
nervous system is apparent from a consideration of the 
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means whereby the power of regulating temperature can be 
diminished, suspended, or abolished. Such means are : 
(1) sleep, (2) hibernation, (3) anaesthetics, (?) alcohol, 
(5) curare, and (6) lesions of the central nervous system. 

1. Sleep .—When nervous and muscular activity are reduced 
to the natural minimum during sleep, the temperature of a 
healthy man falls to its lowest point. The chief factor in 
the daily variation in temperature is the alternation of a day 
of activity with a night of rest; a reversal of the ordinary 
routine, the turning of night into day, brings with it a corre¬ 
sponding change in the temperature. In nocturnal birds 
the temperature rises during the night and falls during the 
day. Muscular activity signifies increased production of 
heat. There is evidence, however, that during sleep the 
capacity to regulate temperature is diminished, and this 
appears to apply to both heat and cold. Extremes of external 
temperature are less bearable during sleep, as shown by the 
fact that a man sleeping in his clothes finds it too cold in 
winter and too hot in summer. This diminished capacity 
appears to be one of the factors to account for the frequency 
of night sweats, especially in children, and of cases of heat¬ 
stroke at night. 

During the deep sleep which follows fatigue the sensitive¬ 
ness of the nervous system is so reduced that the regulation 
for extreme cold fails, the unconsciousness of sleep gradually 
passes into the unconsciousness of collapse, and the man 
dies “ frozen to death,” it is said, but in reality killed long 
before his temperature falls to zero. The activities of the 
tissues, once the nervous control is lost, are reduced by cold ; 
there is less and less chemical change accompanied by the 
production of heat, and at an internal temperature about 
20° (68°) life ceases. Experience has too often shown that 
the weary traveller who gives way to the imperative desire 
to sleep upon the line of march is doomed to death when 
there is no protection from extreme cold. 

2. Hibernation is the only natural condition in which the 
suspension of the capacity to regulate temperature can be 
traced in all its stages. During torpidity the mammal 
responds to changes in the external temperature in a manner 
similar to that seen in a cold-blooded animal. 

3. Arurstheties. —In deep anaesthesia the activities of the 
body are reduced so profoundly that the production of heat 
is diminished. The influence of the anaesthetic is manifested 
especially on the central nervous system. Sensations of 
heat and cold no longer arise, or should they arise no longer 
reflexly produce decreased or increased activity of the 
skeletal muscles or the muscles of the blood-vessels. Control 
over both production and loss of heat is lost. The internal 
temperature of animals anaesthetised by chloroform, ether, 
or chloral will fall to 22° (71-6°) when they are exposed to 
moderate cold, and it is the cold rather than the drug which 
brings about a fatal issue. Although such animals may have 
in their fur a good protection against loss of heat their 
temperature falls; they can no longer assume the natural 
coiled posture which diminishes the loss of heat, and 
owing to their muscular inactivity they produce far less 
heat. The combustion in the body can be measured by a 
determination of the respiratory exchange; this is reduced 
daring anasithesia, even if the external temperature remains 
the same, and much more so if the surroundings become 
colder. The response of the anaesthetised mammal to 
heat and cold resembles that of a normal cold-blooded 
animal 

4. Alcohol causes a fall in temperature, not, as is popularly 
believed, an increased heat of the body. It is true that after 
drinking alcohol there is a feeling of increased warmth, but 
this is due to the greater vascularity of the skin and the 
activity of the sweat glands. Alcohol appears to act in two 
ways ; in ordinary doses it has little or no effect on the 
production of heat in the tissues, but increases the loss of 
heat by causing the cutaneous vessels to dilate, stimulating 
the sweat glands and quickening the circulation. The 
normal reaction to cold, increased production of heat and 
constriction of the blood-vessels of the skin, is partly 
paralysed by large doses of alcohol, with the result that 
drunkards exposed to cold are quickly “ frozen to death.” 
Poisonous doses may cause a fall of 5 or 6 or even 10° 
centigrade ; many of the lowest temperatures recorded in 
man have been observed in drunken persons exposed to cold. 
On the other hand, the disordered regulation of temperature 
produced by heavy drinking may show itself in a rise of 


temperature during work in, or exposure to, a hot and 
moisture-laden atmosphere. 

5. Curare paralyses the voluntary muscles and thus 
deprives the warm-blooded animal of its control over the 
chief seat of the production of heat. The curarised animal 
resembles a cold-blooded animal. 

6. Lesiontof the central nervous system .—Much controversy 
has arisen concerning the nature of the effects produced by 
injuries of the nervous system. Different observers have- 
found that lesions apparently similar have caused in some 
cases a rise, in others a fall of temperature. The controversy 
has continued for over a century, since the observations and 
experiments of Benjamin Brodie in 1811, but it would be an 
unnecessary task to attempt to review all that has been said 
and done upon the subject. Fortunately this can be avoided 
without throwing discredit upon the discordant results 
obtained by different observers, for in many cases it can be 
shown that different external conditions produce opposite 
results in the temperature of the body. 

The consideration of this complex subject will be facili¬ 
tated by an examination of the effect produced by lesions 
localised in the different parts of the nervous system. The 
cerebrum has been removed from pigeons and dogs and the 
animals have been kept alive for months. The capacity to 
regulate the temperature is not lost; the animal shows a 
daily curve in its temperature, responds appropriately to 
sensations of heat and cold, but cannot maintain its tem¬ 
perature perfectly if it is left for long in a cold room. In 
these animals, it is important to remember, the motor and 
sensory paralysis produced by the operation is relatively 
small. In man the temperature of anencephalic monsters 
does not appear to have been investigated in detail, but 
there is on record the case of an infant, 8 months old, in 
whom the cerebral hemispheres were absent owing to a 
congenital defect; in this case the temperature remained 
constant daring the two months or so that the infant was 
under observation in the hospital and no disturbance in 
regulation was noted. 

Injuries to the corpus striatum and the optic thalamus 
produce so frequently a disturbance in temperature that 
these ganglia have been described by many observers as the 
special “heat centres ” which regulate the production and 
loss of heat in the body. There are difficulties in this 
localisation. The corpus striatum is a prominent organ in 
all the vertebrates, the cold-blooded as well as the warm¬ 
blooded ; phylogenetically it is a very old structure, the 
basal portion of the fore-brain. The optic thalamus is a part 
of the inter-brain, and at one stage in the development of 
the vertebrates it appears to have served with the corpus 
striatum as a brain. In the mammals the function of the 
corpus striatum is obscure, but. according to Kinnier 
Wilson, it exercises a steadying effect on the action of the 
cortico-spinal system by means of the lenticulo-rubro-spinal 
system or more indirectly by the optic thalamus and its 
cortical connexions. In the dog the corpora striata and 
parts also of the optic t-halami were removed with the 
cerebral hemispheres by Goltz ; the animal lived for a long 
time, and its capacity to regulate its temperature, although 
diminished in range, was not lost. Similar results have 
been obtained by other observers. Removal of the mid¬ 
brain as well as the fore-brain destroys the capacity to 
regulate temperature. It would appear that punctures or 
lesions of the corpus striatum have an augmentor or an 
inhibitory effect upon the incoming and outgoing nervous 
impulses which are concerned in the reception of sensations 
of heat or cold and in the coordination of the activity of the 
various organs of the body, especially the skeletal muscles 
and the muscles of the blood-vessels. In agreement with 
this view is the fact that lesions of the crura cerebri and 
pons may bs accompanied in some cases by a rise, in others 
by a fall, in the temperature of the body. 

After complete transverse section of the spinal cord the 
temperature may rise above the normal (hyperthermia), fall 
below the normal (hypothermia), or remain at the normal 
level according to the site of the lesion and the external 
conditions, but in all cases the capacity for regulation is 
impaired. In a paraplegic animal the anterior portion of 
the body responds to changes of external temperature in 
the manner characteristic of a warm-blooded animal; the 
posterior or paralysed portion, on the other hand, responds 
to such changes as does a cold-blooded animal. The effect 
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observed when the external temperature rises or falls is 
the resultant of these opposite tendencies. In the paralysed 
parts there is no control over the production and the loss 
of heat; the production rises and falls with the 
temperature. 

The experimental evidence supports the view, already 
suggested by the development of the power of regulation, 
that the capacity is not accompanied by the appearance ot 
any special structure in the animal, but is associated 
with the control of the nervous system over the muscles and 
glands and with increased sensibility to changes of tempera¬ 
ture. There is no satisfactory evidence of the existence of 
special “heatcentres." 

The Clinical Significance of the Development of 
the Regulation of Temperature. 

In clinical work little attention has been paid to the 
development of the nervous control over the temperature of 
the body, although there are many problems upon which it 
would throw light. A few examples may be given. 

Pointt in Rehtion to Infant» and Children. 

Infants show no daily variation in temperature during the 
first few days after birth, for they have no definite periodicity, 
rest during the night and activity during the day. For a 
similar reason the healthy young infant has a smaller range 
of temperature than that seen in a young child or adult. 
At birth it does not possess the power of maintaining a 
constant bodily heat, and its temperature will fall if it be 
exposed to moderate cold. It needs warmth, and the most 
appropriate is that supplied by the mother’s body ; snug in 
bed in its mother’s arms it is kept warm, for the tempera¬ 
ture of the mother's skin is about 35° (95°). and the air 
under the bedclothes may be as high as 30° (86°). The 
infant needs mothering, and instinct is a safer guide than 
the smattering of science which teaches that the newly born 
child should be taken away from its mother in order that it 
may breathe purer air, not worry its mother, nor run the risk 
of being overlain. The infant requires warm surroundings, for 
before birth it was protected against the loss of heat by the 
temperature of the uterus, 37° (98 6°) or thereabout; it is 
less sensitive than the adult to slight changes in the gaseous 
composition of the air it breathes, for during foetal life it 
maintained its gaseous exchange with the mother's blood, in 
which the pressure of oxygen is below, and the pressure of 
carbon dioxide greatly above, that of the corresponding gas 
in the air. The danger of overlying arises almost entirely 
from drunken mothers, and is much less serious for the race 
than the undermining of maternal instinct. 

The regulation of the loss as well as the production of 
heat is imperfect in the infant, especially if it be a weakling. 
Even when it is well clothed and kept in a room at 
15 6° (60°) it may have a rectal temperature as low as 
34° (93-2°) and may not show an appropriate response 
when it is sponged. The vemix caseosa is a protection 
against excessive loss of heat and injury of the delicate skin, 
notwithstanding the fact that it is regarded by the nurse as 
dirt to be removed as soon as possible by hot water and soap. 
The old-fashioned way, the smearing of the body with oil, 
has much evidence in its favour. In premature infants the 
use of incubators for their rearing is a recognition of their 
incapacity to maintain their temperature ; as in the case of 
cold-blooded animals, their exchange of material and growth 
will be stimulated by warmth, depressed by cold. Strong 
infants, who respond to moderate cold by vigorous move¬ 
ments and lusty screaming, do not require a high external 
temperature maintained at a constant level ; a sturdy growth 
will be encouraged by exposure to variations of temperature, for 
the regulation of the heat of the body depends upon the activity 
of the muscles in response to sensations of cold. In children’s 
wards there is too often a failure to recognise that nutrition 
depends upon muscular activity, which in turn is stimulated 
by cold ; a child covered up in bed is exposed to the warm air 
(about 25° C. or 77° F.) under the bed-clothes, and although 
it requires more sleep than the adult, it also needs, in 
relation to its size, far more opportunities for muscular 
activity. Ward discipline and convenience will not alter 
biological laws. The inclination of a sick child to get out 
of bed and play is one of the best signs of improvement. 

In warm weather the loss of heat is diminished, therefore 
less food for combustion, but more liquid for evaporation is 
needed. If muscular activity and its beneficial effect upon 
nutrition and growth are to be maintained the child must 


be lightly clad. The chemical changes in a child’s_body are 
relatively greater both in quality and quantity than those of 
an adult, and for this reason it is easier for the child to 
compensate for cold than for heat. Guided by instinct, the 
child will adapt itself, but trammelled by the ignorance of 
its elders, who have abandoned instinct for the conventions 
of modern civilisation, it is placed at a serious disadvantage 
during a heat wave. Especially at night time during warm 
weather the child should be allowed to lie exposed if it is 
so inclined, for healthy sleep is accompanied by a fall in 
temperature. 

Other Examples of Clinical Significance. 

Another example of failure to recognise at first the 
relationship between muscular activity and the temperature 
of the body was seen in the modern treatment of consump¬ 
tives by an open-air life and progressive muscular work. In 
some sanatoriums it was the custom to order rest in bed 
for patients whose temperature showed a rise after exercise, 
because it was believed that the healthy man maintained a 
constant temperature. Muscular work raises the temperature 
of healthy men and animals, and the rise to the optimum is 
an advantage, for it favours the exchange of material upon 
which efficient work depends. 

In practice the application of the modern theory that 
heat-stroke is due to a hypothetical micro-organism is 
dangerous ; it neglects the relation between muscular work 
and the regulation of temperature, which affords an adequate 
explanation of the disorder and of the success of the cold- 
water treatment. 

In anaesthesia the paralysis of sensation and voluntary 
movement is associated with the suspension of the capacity 
to regulate the temperature ; the deeper the anaesthesia the 
greater the loss of control over the production and loss of 
heat. Numerous observations show that the internal tem¬ 
perature of the body falls during anaesthesia unless artificial 
warmth be applied. The typical response to changes of 
external temperature is no longer seen ; the metabolism and 
heat of the body rise and fall with the external temperature. 
The patient loses heat by the skin and the respiratory tract; 
it is possible to diminish or prevent the cutaneous loss by 
warm clothing and a heated operation table, and the pul¬ 
monary loss by making the patient breathe air and anaes¬ 
thetic vapour already warm«l and moistened. It is not 
necessary to have the temperature of the operation theatre 
raised to a tropical heat, which diminishes the efficiency of 
the staff and introduces the danger of the sweat of the 
operators undoing their elaborate precautions against sepsis. 

Morphia blunts other sensations as well as those of pain, 
and by reducing the excitability of the central nervous 
system diminishes the capacity to regulate the temperature. 
There is evidence to show that in some cases at least the 
collapse observed in wounded soldiers, who have been 
exposed to cold, may be due to the large doses of morphia 
administered to them when they received first-aid. As 
regards the action of alcohol, attention has been drawn 
already to the diminished capacity of drunkards to resist 
cold or heat and the recognition of alcohol as an important 
factor in the incidence of heat-stroke. 

The disturbances produced in the temperature of patients 
by lesions of the central nervous system have attracted much 
attention, but the cases have been regarded as very obscure 
owing to the fact that lesions apparently similar may be 
accompanied in one case by no obvious change in tempera¬ 
ture, in another by a fall of temperature, hypothermia, in 
another by a rise of temperature, hyperthermia, or in another 
by a sequence of all three conditions. Regarded from the 
point of view of the theory of specific heat centres these 
cases are obscure, but considered in relation to the develop¬ 
ment of the power of regulation of temperature such varia¬ 
tions would be expected. A complete transverse section in 
the lower cervical region of the spinal cord divides the living 
body into two parts : the upper, under control of the chief 
sensory aud motor mechanisms, is warm-blooded ; the lower, 
paralysed and relegated to its more primitive level, resembles 
in its response to heat and cold a cold-blooded animal. The 
effect observed is the resultant of the opposite tendencies of 
the two portions of the body. Treatment must be based upon 
a recognition of this condition. 

An adequate consideration of evidence in support of the 
foregoing remarks is impossible in the limits of an abstract, 
j but will be supplied when the lectures are published. 
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Gentlemen, —No matter how well organised an army from 
the sanitary standpoint, we have to face the fact that the 
soldier takes with him to the field two great enemies, the 
tubercle bacillus and the pneumococcus. In proportion as 
the incidence of the war pestilences, typhoid, typhus, 
dysentery, cholera, and malaria falls the importance of these 
civil germs rises. In a group of above 50,000 picked work¬ 
men at Panama, for centuries the “ white man’s grave,” with 
the progressive control of yellow fever, dysentery, and 
malaria, and a fall in the general death-rate to a point lower 
than in any American city, up went the curves of pneumonia 
and of tuberculosis, until, as in temperate regions, these 
diseases headed the list. The Allied armies in the West 
have been singularly free from camp diseases—no cholera, 
typhus, or malaria, and extraordinarily little enteric. Neve- 
before in history has so great a host been assembled, never 
before in any war have armies been so healthy. The common 
civilian diseases have had their innings, and have played 
relatively the more important role—colds and coughs, rheu¬ 
matism in many forms, and mild fevers. When the mortality 
statistics of diseases are published from the army of the 
West the “ best killer ” will V e found to have been the 
pneumococcus, a home-bred germ, which the soldier takes 
with him or easily procures from a comrade. A short, sharp, 
honest disease, pneumonia either kills at short range or 
recovery is rapid and without sequel*. 

The Problem Before the Nation. 

Our business to-day is with a very different germ, the 
longest ranee variety of all—the tubercle bacillus—and its 
martial relationship. Three preliminary statements are 
necessary : 1. In a majority of the cases the germ enlists 
with the soldier. A few, very few, catch the disease in 
infected billets or barracks. What percentage of men 
between the ages of 18 and 40 harbour the tubercle bacdlus 
we do not know, but we do know that it is exceptional not 
to find a few in the bodies of men between these ages dead 
of other diseases. 2. Of one million enlisted men between 
the ages aforesaid the proportibn to develop tuberculosis is 
probably much smaller than if these men had remained in 
civil life. It will be possible later to work out the exact 
incidence for comparison with the figures already available ; 
but the circumstances of the soldier life as a rule do not 
weaken, but strengthen, the body’s resistance. Everyone 
must have been impressed with the beneficial change 
wrought by a year in the army upon the physique of the 
average town lad. 3. Exposure, hardships in the field, 
injury, drink, and syphilis may bring about conditions in 
the body favouring the development of bacilli already 
existing or which may gain access to it, and the soldier 
reports sick with tuberculosis of lungs, glands, pleura, 
bones, or brain. 

The problem before the nation is what to do with the 
tuberculous among about one tenth of the population who 
have undertaken its defence. Even were a loyal gratitude 
to these brave fellows not involved, the obligation is plain to 
care for them in the best possible way—the doubtful cases to 
study, the early cases to cure, the incurable to Buccour to 
the end. Society, Itself directly responsible for the pre¬ 
valence of the disease, owes this duty to the tuberculous, 
whether soldiers or civilians. I do not think we are to look 
for a great increase in the number of cases in that portion 
uf the community which has undertaken military service. 
We are not going to double our tuberculons population, and 
are not to expect 70,000 deaths instead of 50,000 annually. 
The question is simply one of extension and perfecting of 
existing organisations, extension for which the profession 
has been clamouring for ten or more years, and the better¬ 
ing of an organisation which unfortunately has radical 


defects. Democracy “ comes high ” when p&roohi&lism U its 
final outcome. Successful war can never be waged without a 
strong general staff, with absolute subordination of the 
units. Warfare against the Germans in two years has 
cost very many lives, but the tubercle bacillus in one 
year costs this country 50,000 lives. In either case a 
strong central controlling machine is the first element 
of success. We may hope so to perfect our war machine 
as to conquer the Germans within the three years; 
but where is the general staff which is to wage the 
next 30 years' war against consumption! Lethe-loving 
Molluscs, we missed the golden opportunity of the Rojal 
Commission a few years ago to establish national control 
of the nation’s greatest domestic war, and instead of a 
Napoleonic campaign we have the guerilla warfare of the 
borough, county, and district council, with counsels of 
perfection in place of commands from the Local Govern¬ 
ment Board. 

Number and Classification of Cases. 

But let us review the conditions—the number of tuberculous 
soldiers, the classification of the cases, the existing machinery 
and its possibilities. 

Number of cases .—In 1915, 2770 cases of tuberculosis were 
dealt with by the Chelsea Boards. In reply to Mr. Astor in 
the House of Commons on Feb. 22nd, Mr. Tennant stated 
that of these 1641 were awarded pensions, and 1129 claims 
were not allowed. We cannot say what proportion this total 
number bears to the enlisted force, but in any case it is 
small in comparison with the general incidence of the disease 
in the community. I have tried to get the exact figures 
from several hospitals. At the American Women’s War 
Hospital, Paignton, among the first 3000 cases admitted 
there were only three cases of pulmonary tuberculosis (Dr. 
Penhallow). At the Canadian Hospital, Taplow, among 
6233 admissions there were 26 proved, and 16 doubtful cases 
(Captain Neff). This hospital serves a large section, takes 
all classes, and at one time admitted many Territorials from 
local training camps, 'lhe Paignton figures represent men 
admitted from France and the Mediterranean. 1 per 1000 
is, I am afraid, too low an estimate. The Taplow figures are 
likely to be nearer the truth. 

Classification. — In the first place, let us demand a careful 
sifting of the cases. The label does not always mean tuber¬ 
culosis. Bone, joint, gland, and meninges offer no diffi¬ 
culties, but tuberculosis of the lungs and pleura is beset 
with diagnostic pitfalls. Make a primary separation into 
the two great groups of the open and closed pulmonary forms. 
With bacilli in the sputum the case is definite, and in all 
stages we kDow what to do. The closed case is a suspect, 
to be studied in a sceptical attitude, and not to be labelled 
tuberculons without the most critical scrutiny. A large 
majority of us in this room are closed cases of pulmonary 
tuberculosis—that is to 6ay, we have small foci of infection 
in lung or bronchial gland. Some day over the parapets 
rush the long-entrenched enemy, and a local flare-up in the 
lung, with cough and fever or an acute pleurisy, are the 
outwaid and visible signs of the attack. Let us a»k to 
have the closed cases considered apart, labelled ag such 
and carefully followed. This is not the oocasion to 
deal more fully with this olass. One-half of the oases 
I have seen are not tuberculosis. The claims of the 
doubtful forms must be determined by experts. So far as 
the relation to service is concerned, there are three groups : 
I. The old puitrinavre who has slipped past the recruiting 
officer and the medical examiner. A pathetic and comic 
element blend in the story of these cases. I saw the history 
sheet the other day of a man who had been for four years in 
attendance at a tuberculosis dispensary with bilateral 
disease, but he slipped in, stood his training, and was 
actually sent to France. On his way to a sanatorium from 
Cheltenham a man with fever and bacilli in the sputum 
changed his mind and enlisted at Worcester ! The consump¬ 
tive has a never-failing optimism and considers himself 
much better than he really is. I have notes by Dr. Stobie, 
onr tuberculosis officer, of 12 men in atlendance at our 
Oxfordshire dispensaries, all with bacilli, who have been 
passed for the army. I pass round his notes. II. Healthy 
men with a past history of pleurisy or of pulmonary tnbei - 
cnlosis and in whom the vicissitudes of the soldier’s life have 
stirred up the old trouble. Haemoptysis after a route march, 
pleurisy with effusion, acute broncho-pneumonia with 
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return of the bacilli indicate the recurrence. III. The 
healthy recruit who has either been infected in the array 
or has had a latent focus, one cannot say whioh. We 
should make no difference in the treatment of these cases. 
Even when mistakes have been made the country is respon¬ 
sible, and they are citizens as well as soldiers. In an inquiry 
made by Dr. McConnel in 13 sanatoriums out of 160 cases, 
90 were regarded as due to the war ; in five other places 
"most or very many of the 84 cases were attributed to this 
cause.” 

The Existing Machinery. 

Let us take the existing .machinery in three stages of 
his career. The tuberculous soldier comes under the Army 
rule that when a man is unfit for military service he is dis¬ 
charged. As the decision of the Army Board is of the 
“ Medes and Persians ” type, it is all-important that it should 
be made od1_v after the most careful consideration of each 
individual case. Discharged tuberculous, thecivilians towhose 
care he is entrusted must take him as such, with no shadow 
of doubt—is it not written on his discharge paper ? And it 
is assumed that he will never again be fit for military service. 
Altogether it is a very black-ball against a man’s physique. 
This stage has been dealt with in your Council’s last report. 
Last year, at the instance of Dr. Theodore Acland, Dr. 
Perkins arranged a meeting of the Council with Sir Robert 
Morant, Dr. Newsholrae, and Army representatives, at which 
the matter was fully discussed. The Council, I may say, was 
of opinion that much good would follow if the tuberculous 
soldier could be allowed sanatorium treatment before his 
discharge, but this does not seem possible to arrange. So 
far stage No. 1. Stage No. 2 is more fully dealt with in the 
following paragraphs of the report: — 

Sir Robert Morant kindly attended a meeting of the 
Council of the Association and explained the machinery for 
dealing with the problem and the steps which his depart¬ 
ment took. The Insuranoe Commissioners received notice 
from the War Office of all tuberculous Boldiers who were 
about to be discharged from the Armr. They then notified 
the Local Insurance Committee to whom the man’s case 
naturally belonged, and by whom suitable provision was 
made, the Commissioners paying £20 per case to ensure 
priority of treatment and so avoid delay before admission. 
So far the cases dealt with had amounted to 1400, and Sir 
Robert assured the Counoil that in no siugle case bad his 
department failed to find accommodation. There had, of 
course, been individual instances in which men neglected to 
take advantage of the provision offered. 

Provision of treatment for the individual does not, how¬ 
ever, end the matter. An adequate pension must be granted. 
This is the more necessary because, if he is discharged from 
the Army, as has hitherto been the rule, the separation 
allowance, on which his wife and children depend, ceases. 
Anxiety for their welfare seriously interferes with the 
results of treatment, and, as a matter of fact, the best 
class of man is apt to sacrifice his own future to return 
home and work for bis family; thus all prospect of lasting 
recovery vanishes. In lieu of becoming a self-supporting 
citizen for the future he tends to degenerate into a chronic 
invalid, to become a burden on the community, and spread 
the disease. 

We all recognise how anxious Sir Robert Morant and his 
colleagues are to provide institutional treatment for tuber¬ 
culous subj-cls. To Inquiries made in many places I 
have had as a rule, satisfactory answers. At Newcastle, 
for example, I was assured recently that there had been 
no trouble and that they had empty beds. On the other 
hand, t have heard complaints of delays in getting 
into monetary touch with a Local Insurance Committee, 
and in many places the sanatorium accommodation is 
wholly inadequate. In Wales, where I have had the 
pleasure recently of inspecting many of the dispensaries and 
sanatoria, I was told that the supply of beds for.soldiers 
was sufficient, and I visited at Newport an excellently 
arranged special hospital for soldiers. There is no reason 
why this stage, No. 2, of his progress should not be easily 
and satisfactorily arranged. The machinery is there, but it 
is not always possible to get the soldier to use it; too often 
he prefers to go home Dr. Neff, of Taplow Hospital, tells 
me that not 1 in 10 of the English tuberculous soldiers will 
accept treatment 1 It is to be hoped that a large proportion 
of the men who receive treatment will be so improved as to 
be able to do light work, with a pension as the nucleus of 
their support, sick benefit and sanatorium benefit having 
come to an end. The soldier then returns to his village and 
is taken charge of by the. local committee of the National 


Society for Looking After the Disabled Soldiers and Sailors. 
He is found suitable work, or trained in some remunerative 
occupation, and he finally graduates into the class of self- 
supporting citizens. One important question—of the 2770 
cases in 1915 only 1641 were rewarded pensions, the claims 
of the others were not accepted. Why ? 

Stage No. 3, which one-half of the cases will reach, offers 
serious difficulties, Tuberoulosis is essentially a chronic 
disease. As Garth says: “Her strokes are sure, but her 
advances slow.” The soldier becomes a chronic consump¬ 
tive, unable to work, perhaps without a pension, or with one 
insufficient to support his family, even with the permanent 
disablement allowance. This is the man we must look after, 
but his case is beset with problems. In the first place, his 
ship is adrift, neither Army nor Government at the helm. 
The public must undertake to keep him off the rocks. 
Officially we are helpless, as our rate charity, whioh should 
partake of the nature of a common chest at the disposal of 
a stranded brother, is too tainted for a self-respecting man 
to touch. At present these men are literally at sea, and in 
most places without proper guidance or care. Many are 
able to do light work in the intervals of attacks of fever. 
Past the sanatorium stage there is often no place for such 
patients to go, as the general hospital does not like the open 
tuberculous. Suitable hospitals for advanced cases are not 
common, and unless very attractive, home, even a wretched 
home, is preferred. Many such cases are living in surround¬ 
ings impossible to keep aseptic, and the danger of infection 
is very great. I have gone over with one of our tuberculosis 
nurses the list of 15 discharged soldiers in Oxfordshire. I 
will not worry you with details, many of which are most 
distressing, but they show that the need of organised help 
for the men who have reached Stage 3 is urgent. 

Suggestions. 

Reviewing the whole subject the following suggestions 
appear to be in order. 

1. A more searching examination should be made of 
recruits. Doubtful cases should be referred to the tuber¬ 
culosis expert of the district. Men unfit to be worked up to 
the soldier standard become simply material for pension 
claims. 

2. Army experts should decide upon the doubtful cases 
before discharge. Provision should be made for their study. 
There are plenty of tuberoulosis specialists in khaki whose 
knowledge should be used to put these borderland oases into 
their proper categories. 

3. A national organisation should look after the welfare of 
the tuberculous soldier, with subsidiary branches in each 
county. A roll and a record should be kept, and every case 
supervised with the greatest care. As the man who suggests 
a new society in these days deserves to be shot, I wouM 
urge that this National Association undertake the work, in 
cooperation with the Society for the After-care of Soldiers. 
A small central committee of these two bodies, with 
representatives of the Local Government Board and of the 
Insurance Commissioners, could organise after-care com¬ 
mittees in each county and bring official pressure to 
bear upon authorities to furnish the proper hospital 
accom modation. 

A public duty whioh is at the same time a privilege is 
not likely to be neglected, and the people of this country 
may be relied upon to care to the end for men stricken by 
disease while fighting their battles. 


The King has given to Dr. L. C. P. Phillips, pro¬ 
fessor at the Government School of Medicine, Cairo, and 
physician to His Highness the Sultan of Egypt, His 
Majesty's Royal licence and authority to wear the Insignia 
of the Third Class of the Order of the Nile, whioh has been 
conferred upon him in recognition of valuable services 
rendered. 

Patriotic Shopping. —The medical profession, 
in common with other professional organisations, has taken 
means to protect the interests of its members who are on 
active service, and will view with sympathy the appeal 
issued by three Secretaries of State to extend "the same con¬ 
sideration to those whose shops and businesses are likely to 
suffer from their absence. The circular, which is addressed 
to mayors and the chairmen of local authorities, deprecates 
the transfer during the war of customers’ patronage to other 
than their usual tradespeople. 
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During the last few months a large number of “con¬ 
valescents” from the Eastern Mediterranean have entered 
the Auxiliary Hospitals of the First Western Command with 
a diagnosis of typhoid or “ enteric,” and some with a 
diagnosis of paratyphoid. As nearly all have been recently 
inoculated against typhoid though not against paratyphoid, 
it seemed to us highly probable that many of the cases were 
wrongly diagnosed as typhoid, especially as a large number 
had certainly suffered from dysentery. Because practically 
all were “ convalescent.,” and nothing could be learned by 
blood cultures, and very little by examining the excreta, we 
attempted to arrive at a bacteriological, and therefore 
correct, diagnosis, by testing the agglutination reactions 
with the Oxford Standard Agglutinable Cultures of typhoid 
and paratyphoid A and B. 

The work was commenced in the second week of November. 
Three hundred unselected cases were examined, drawn as far 
as possible consecutively, from St. John’s Hospital at 
Southport, the Liverpool Royal Infirmary, the Liverpool 
Tropical School Auxiliary Military Hospital, and the Mill 
Road Auxiliary Military Hospital. Most of the work was done 
in the Pathological Laboratory of the Universityof Liverpool, 
the rest in Southport. 

Agglutination Technique. 

The technique was carried out exactly as recommended in 
the “ Directions” issued from the Department of Pathology, 17 
Oxford University, on behalf of the Medical Research Com¬ 
mittee. In order to save time many pipettes were used, and 
the drying of the pipettes and agglutination tubes after 
washing was hastened by placing them in a hot oven. The 
agglutination tubes were incubated in a water-bath at 
55° C., and kept at that temperature by placing the bath in 
a paraffin oven supplied by Messrs. Baird and Tatlock ; the 
oven accommodated eight racks of tubes. After two hours’ 
incubation the tubes stood for from 10 to 15 minutes at room 
temperature, and then the readings were taken. This was 
done in a cupboard with a black background containing an 
electric lamp ; the cupboard prevented daylight of varying 
intensity diffusing into the electric light, and so causing the 
readings taken during the day or night to differ. Some such 
apparatus as this is essential for accurate work, especially if 
the readings are taken by different observers. 

The readings were all taken by one or other of us, but the 
technique in fully a third of the cases was carried out by a 
laboratory assistant, who was quickly taught. Every serum 
was tested to typhoid, paratyphoid A, and paratyphoid B, 
the dilutions being 1-25,50,125, 250, also, if necessary, 1 500, 
1000, 2500, 5000. Frequently there was an agglutination 
with sedimentation in a tube, e.g., 250, and no agglutination 
whatever in the next, e.g., 500. In such cases the agglutina¬ 
tion titre is indicated in our paper by 250 

Agglutinin units.— in order to ascertain the number of 
“standard agglutinin units ” it is necessary to divide the 
titre by a figure given on the bottle. During onr work this 
denominator for paratyphoid A varied from 2-7 to 41 and 
for paratyphoid B 2*7 to 3 5, a change which had no appre¬ 
ciable effect on our results. The figure for typhoid, however, 
gradually rose from 4 7 to 7 7. In certain cases this change 
raised the agglutination titre—e.g., Case 9, paratyphoid A 
series, first examined seven weeks after convalescence, 
titre 125 (denominator 5 6); three subsequent examinations, 


* " Bnteric Fever Varieties : («) Typhoid Fever ; (6) Paratyphoid 
Fever." See 1916 edition Nomenclature and Classification of Disease", 
Royal College of Physicians fat present in the press) : The Lancet. 
1916, vol. I„ p. 887. 


titre 250 (denominator 7 7). If such an alteration in the 
emulsion has undoubtedly caused an apparent rise in titre, 
we have assumed, when interpreting our results, that there 
has been no change in titre. We have found the Oxford 
emulsions most satisfactory. On rare occasions they become 
cloudy after frequent use, probably from bacterial con¬ 
tamination. 

Collection of blood. —Oar greatest practical difficulty was to 
obtain sufficient blood to yield the necessary six complete 
drops of serum. We found it necessary to direct special 
attention to the following points: (a) Wright's capsules: 
Those supplied by many firms are too small and not properly 
shaped. The lumen of the tube should be at least | inch 
in diameter; the length, excluding the tapering ends, 
1 \ inches. The curved end should be of wide diameter ana 
short, otherwise the large drops of blood will not flow quickly 
into the tube, and fall on the floor. (4) Collecting the 
blood : The patient was instructed to hang his arm down or, 
better, to swing it round several times. If necessary he 
soaked the hand in hot water to cause vascular dilatation. 
A rubber catheter, not a piece of tape, was bound round the 
finger as far as the terminal phalanx, and the back of the 
linger pricked near the nail with a large triangular surgical 
needle, size No. 1. An ordinary needle does not make a 
large enough hole. If enough blood was not obtained the 
rubber was removed, and after the finger had been massaged 
it was reapplied. 0 75 of a c.c. of blood is sufficient. The 
blood was collected by the ward sisters, who became experts 
after a little tuition. 

Accuracy of Technique. 

Hort' stated, although employing Dreyer’s emulsions: “We 
do not find the drop method of sufficient accuracy for 
routine work on a large scale.” After making over 3000 
examinations we disagree with this statemenr, for example : 
Sixty-six consecutive convalescent cases of “enteric” had 
their agglutinins estimated on four occasions at intervals of 
about a week ; about 80 per cent, of the tests were done by 
one observer. In 34 convalescents all four testa gave the 
same titre, including 5 convalescents in whom the titre rose 
one tube, due to a change in the emulsion denominator from 
5'6to7'7. In 15 convalescents three tests gave the same 
titre, the variation in the remaining test was a rise or fall of 
one tube only ; in 10 cases this variation was probably due to 
technical error, and in 5 cases to alteration in agglutinin 
titre. In 15 convalescents two tests gave the same titre; 
10 showed a variation in one tube only, 5 of which were 
probably due to error, and the other 5 showed a variation of 
two tubes only, none of which were probably due to error. 
In 2 convalescents every test gave a different titre, the 
extreme variation being three tubes, none of which were 
probably due to error. 

In our experience an alteration in titre in one tube only in 
successive tests with the same emulsion probably indicates 
an alteration in the amount of agglutinins, though it 
possibly indicates an error ; whereas an alteration of two 
tubes certainly indicates an alteration of agglutinins, so 
long as gross carelessness can be excluded. It is quite true 
that greater accuracy would be attained by using “con¬ 
siderable volumes ” of serum, as Hort suggests, instead of 
drops. This, however, is not practicable in most laboratories 
in war time, as it would require so much blood and more 
apparatus. It is quite true, also, that greater accuracy 
would be attained if the intervals between the tubes were 
less than 25, 50, 125, &.C., for then the exact “ end point” 
would always be reached, but this would again demand more 
time and apparatus. 

Some of our eriors were probably due to usiDg slightly 
haemolysed blood, for with it the “end point” is more 
difficult to read ; to not always obtaining six full-sized drops 
of serum, owing to insufficient blood being taken ; and, 
perhaps, to keeping the blood on certain occasions three or 
four days before testing. It is probably advisable to hold 
the dropping pipette at the same angle when distributing 
the drops, and to use a separate pipette for each sample 
throughout the dilution technique. 

In our opinion the macroscopic method, as perfected by 
Dreyer and his collaborators, is eminently suitable for 
routine work on a large scale in war time, particularly f° r 
bacteriologists without any previous training. The technique 
itself can easily be mastered by an intelligent orderly after a 
short time. The method also has this great advantage, it is 
a successful and scientific attempt to standardise “ enteric 
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agglutination tests, and therefore to make the results obtained 
in different laboratories strictly comparable. 

It i9 impossible satisfactorily to compare results obtained 
by using different macroscopic or microscopic techniques 
and emulsions of different densities of sometimes dead and 
sometimes living organisms derived from different strains, 
often of doubtful parentage, of different inherent aggluti¬ 
native capacity, cultivated on different media for different 
periods of time, perhaps at different temperatures, and, last 
but not least, of using different standards for positive or 
negative results. 

The average Briton unfortunately is a 11 conscientious 
objector” to employing standard methods and apparatus 
It interferes with the “ freedom of the individual.” The 
Medical Research Committee has, if we may be allowed to say 
so, acted most wisely, not only in advertising thi9 particular 
“ standard method,” but also in supplying the apparatus and 
emulsions free to all R A.M.C. officers, and if it was generally 
adopted the ultimate gain would far outweigh any temporary 
loss, due to change of technique. 

Controls. —We have tested the diagnostic value of standard 
emulsions by various controls and found that the serum 
of those vaccinated against typhoid or convalescent from 
typhoid produces no co-agglutinin for paratyphoid A or 
paratyphoid B 1-25. On the other hand, typical para¬ 
typhoid A bacilli have been isolated from the excreta of 
4 convalescents, typical paratyphoid B bacilli from 8, and 
typhoid from 2, by other workers in the laboratory—namely, 
Dr. Vera Foley, Dr. Mary Price, and Dr. A. L. Robinson ; the 
sera of all 14 convalescents agglutinated the corresponding 
emulsions in titres ranging from 1-25 to 1-500. 

Results. 

Clinical. —Seventy-eight per cent, were admitted with a 
diagnosis of typhoid or “ enteric,” and 22 per cent, of para¬ 
typhoid or stated that paratyphoid was a second diagnosis ; 
4 stated they had paratyphoid A and B. Ninety-three, i.e. 
31 per cent., said that the first diagnosis was dysentery, 
while 112, i.e. 37 per cent., gave a history of severe 
diarrhoea with a passage of blood and slime, often with 
straining. Eighty-five per cent, had apparently con¬ 
tracted “enteric” on the G- Peninsula and the 

remainder in E-, M-, or elsewhere. Every patient 

was also asked whether blood was taken from the arm, 
i.e. for blood culture; from the finger or ear on a slide, 
i.e. for malaria; or in a tube, i.e. for agglutination test. 
The date of reporting sick, which was usually remembered 
to the very day, and the duration of the illness until they 
were allowed to get up for the first time, was also ascertained 
in each case. Thus we were able to obtain a rough idea of 
the date of the beginning of convalescence.]' 

Of 260 men who were questioned 254 stated they had been 
inoculated against typhoid, 1 refused inoculation, 1 had not 
been inoculated, 4 were not sure; 40 men, all examined in 
November, were not questioned. Six stated that they had 
been inoculated against paratyphoid in 1915; 4 of them 

were inoculated in August or later, 3 at M- and 1 at 

A-; the details for the others were not ascertained. 

Three of these cases agglutinated typhoid and paratyphoid A 
only, 1 typhoid only, while 2 agglutinated neither typhoid 
nor paratyphoid A or B in 1-25. 

We do not attach undue importance to the statements 
made by the soldiers, but must say that, on the whole, their 
answers were very intelligent and quite definite, much more 
so than those of the average hospital patients. Practically 
everyone knew his maximum temperature, and knew whether 
he passed blood or slime. One or two were not quite certain 
whether their blood was examined, as they had been 
delirious. Hardly any knew whether their excreta had been 
examined, and if so with what results. 

Serological. —Prophylactic typhoid vaccination almost 
always produces more or less typhoid agglutinins which 
usually persist for months or even years. Consequently, 
as Dreyer and his co-workers point out, (1) a serological 
diagnosis of active typhoid in the inoculated cannot 
be made without “ two or more successive examinations ” 
separated by “intervals of a few days” to see if any 
variation in the typhoid titre occurs ; and (2) a serological 
diagnosis of active paratyphoid can be made in persons who 
have not been inoculated against paratyphoid by one exa¬ 
mination only, for “agglutination in a dilution of 1-25 
justifies a strong suspicion of paratyphoid infection . 


marked agglutination in a dilution of 1-50 or more is (nearly 
always) diagnostic of active paratyphoid infection.” 17 

In almost all of our 300 cases the febrile period was 
passed a id convalescence well established, consequently the 
first of these principles will not apply. Dreyer, 4 however, 
also states that in typhoid convalescents who had not been 
inoculated against typhoid, the typhoid agglutination titre 
“ will always show a definite and measurable diminution of 
titre in the course of a week or two. ” One would naturally 
therefore expect that in typhoid convalescents who had been 
inoculated against typhoid the typhoid agglutination titre 
would also show a diminution in the course of a week or two, 
though the titre would not fall below the “higher base line” 
which is found in the inoculated. One would also expect 
that the paratyphoid titre in paratyphoid convalescents 
would show a measurable diminution in a week or two. 
Unfortunately, owing to war conditions, it has been im¬ 
possible for us to test the agglutination titre of every con¬ 
valescent on two or more occasions and at the same intervals ; 
nevertheless 216 were tested more than once, usually three 
or four times. 

Tidy 11 has stated recently that “there is evidence that 
marked pyrexia, perhaps 102° F. for five days, is associated 
with diminution or complete disappearance of ” typhoid 
inoculation agglutinins. “These agglutinins may return, 
but usually Jo not ” (italics ours). He infers, therefore, that 
"a positive agglutination reaction to B. typhosus after the 
fifth day of pyrexia has the same value in an inoculated as 
in an uninoculated person.” Tidy has published very little 
evidence in support of his rather revolutionary statements ; 
besides, he employed a microscopic method, which is less 
accurate than the best macroscopic method. Dreyer, Gibson, 
and Walker 7 have just published figures which completely 
dispose of his main contention. 

We ourselves estimated the typhoid agglutinins of 15 
inoculated soldiers taken consecutively, who had suffered 
from pyrexia of at least 102° F. and for at least five days, 
due to lobar pneumonia, acute pleurisy, rheumatic fever, and 
surgical complaints ; in 3 the pyrexia was still present at the 
time the blood was taken. All agglutinated typhoid in titres 
varying from 1-50 to 1-500. 

It is possible, though not proved, that the general lowering 
of “ resistance ” which occurs in diseases associated with 
prolonged pyrexia may sometimes terfljjorarily diminish the 
titre of “ inoculation ” agglutinins. To act, however, on the 
assumption that a positive typhoid agglutination reaction 
has “the same value” in the inoculated as in the 
uninoculated might be disastrous for the Army, with all 
respect to Captain Tidy. Clearly, if the serological tests 
were believed, the “vast majority of febrile- affections 
occurring in those recently inoculated against typhoid would 
necessarily be diagnosed as typhoid.” 7 In our opinion cases 
of dysentery with pyrexia from the Eastern Mediterranean 
were wrongly diagnosed as typhoid last summer, because 
is was not sufficiently realised how high the titre. of typhoid 
“inoculation ” agglutinins might be. 

GROUP I. —Cases Agglutinating Paratyphoid A or 
Paratyphoid ll \ 

Paratyphoid A series. —Thirty-six cases agglutinated in 
titres ranging from 1-25 to 1-250, and typhoid from 1-25 to 
1-250. They were first examined on the average seven 
weeks after the onset of convalescence ; 31 were examined 
on at least one subsequent occasion; the average time 
between the first and last examinations was four and a half 
weeks. 

Paratyphoid B series .— Seventy-four cases agglutinated in 
titres ranging from 1-25 to 1-2500, and typhoid from 1-25 to 
1-2500. They were first examined on the average seven 
weeks after the onset of convalescence ; 52 were examined 
on at least one subsequent occasion ; the average time 
between the first and last examinations was five weeks. 

Comments. —Almost all, if not all, the cases in this group 
are examples of recent paratyphoid infection for the follow¬ 
ing reasons. 

1. (a) Out of 87 who were questioned, 86 stated that they 
were inoculated against typhoid, (ft) Only 3 stated that 
they were inoculated against paratyphoid—1 in August, 
1915, and 2 in December, 1915. Probably they were mis¬ 
taken, first because paratyphoid vaccine has only been used 
systematically this year, and, secondly, because none of the 


I Complete tables of these cases and some other additional matter 
will shortly bo published in the Journal of the Royal Army Medical Corps. 
F 2 


t The mc-n rarely knew on what date their temperature became normal. 
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three agglutinated paratyphoid B, which they probably would 
have done after a mixed vaccine of paratyphoid A and B, 
especially as the agglutination titre reached by paratyphoid B 
is on the average much higher than that for paratyphoid A 
when tested with the Oxford emulsions. After testing the 
serum reactions of about 600 cases of dysentery and 
“enteric,” we have so far found only three sera agglu¬ 
tinating both paratyphoid A and B ; two had been inoculated 
with paratyphoid vaccine and the third apparently had not. 
(d) Possibly, of course, one or two of the cases may have 
had paratyphoid fever before the war, and the paratyphoid 
agglutinins have persisted and so misled us. There was, 
however, no clinical evidence of these attacks, and the error 
from this cause must be negligible. 

2. If the typhoid agglutinins were due to typhoid inocula¬ 
tions several months ago, and the paratyphoid agglutinins 
to a paratyphoid infection a few weeks ago, one would 
expect the titre of the latter to diminish, as a rule, in the 
four weeks which elapsed between the two examinations, 
whereas the titre of the former would show little or no 
diminution, provided that the typhoid agglutinins were 
uninfluenced by paratyphoid coagglutinins. That this is 
actually the case is shown in a remarkable manner in 
Table I. 

Table I.— Cases Agglutinating Paratyphoid and Typhoid, 
showing the Percentage in which the Titres of Paratyphoid 
and Typhoid remained Stationary, Hose, or Fell between the 
First and Last Examinations. 

Paratyphoid A first examined average 7T weeks after con¬ 
valescence ; last examined 11-5 weeks. Paratyphoid B first 
examined average 6 3 weeks after convalescence; last 
examined 11'2 weeks. 


Paratyphoid. 

Typhoid. 

Ino. of 

Station- i 

Rise 

Fall 

No. of 

Station- Rise ' 

Fall 


cases. 1 

ary X 

z 

7. 

cases. 

sry x X 

I x 

P. T. A ... 

31 

19-4 

32 

77-4 

28 | 

82-1 I 3-7 ' 

14 2 

P. T. B ... ! 

i 

52 

11 : 5 

4-0 

84-5 

50 1 

76 0 6 0 ; 

18-0 

P. T. A 1 
and B... S 

83 

14-5 

3-6 

81-9 

78* j 

78-2 j 5 2 : 

16-6 


* This figure is redifted from 83 to 78, because 4 eases did not 
agglutinate typhoid 1-25, and 1 was tested only once for typhoid. 


(a) The difference in the behaviour between the typhoid 
and paratyphoid agglutinins is even greater than shown in 
the table, because the typhoid titre fell markedly—i.e., 
more than 1 tube in only 14 per cent., whereas the para¬ 
typhoid titre fell markedly in 48 per cent, during approxi¬ 
mately the same interval. 

( b ) Though the paratyphoid titre has fallen in the majority 
of cases and usually to a marked degree, there are a few, as 
one would expect, in which it remained either stationary or 
fell at first only. In this connexion it is interesting to note 
that those which remained stationary were first examined 
8 2 weeks after convalescence, averaee interval 5 7 weeks ; 
those which fell one tube 7-4 weeks, average interval 4 weeks ; 
those which fell two or more tubes 5-5 weeks after conva¬ 
lescence, average interval 5 4 weeks. 

It is remarkable that the titre of the paratyphoid “ infec¬ 
tion ” agglutinins when first tested was usually less than 
that of the typhoid “ inoculations ” agglutinins, and also 
usually diminished rapidly and often disappeared, while 
that of the typhoid agglutinins showed no change. Thus 13 
out of the 31 paratyphoid A cases first examined 7 6 weeks 
after convalescence failed to agglutinate paratyphoid A 
1-25 when examined again on the average 4 weeks later, 
and 23 out of 52 paratyphoid B cases examined 5 3 weeks 
after convalescence failed to agglutinate paratyphoid B 
1-25, on the average 4 7 weeks later. In other words, had 
the examiaation been delayed on the average from about 
6 to 10 weeks two-fifths of the paratyphoid cases would not 
have been diagnosed by the technique we employed. 

One would naturally have expected that the paratyphoid 
agglutinins produced by a recent natural infection of some 
weeks’ duration with presumably large numbers of living 
bacilli, would have outlasted the typhoid agglutinins produced 
several months ago by comparatively small doses of dead 
typhoid bacilli administered on two occasions only. The fact 
that typhoid vaccines are made from strains of bacilli selected 
partly on account of the capacity to form a large amount of 
inoculation agglutinins may help to explain this phenomenon. 


Our results, however, confirm the statement of the Medical 
Research Committee’s leaflet that the titre of paratyphoid 
“infection” agglutinins eventually falls “ below the per¬ 
sistent base line of typhoid agglutination of inoculated 
persons.” Peruzzi,'“ who recently examined the blood of a 
number of officers 30 months after they had either suffered 
from typhoid or had been inoculated against that disease, 
found that the infection agglutinins were absent in 63 per 
cent., while the inoculation agglutinins were present in 
75 per cent. 

(e) The rise in titre in about 5 per cent, of paratyphoid 
and typhoid cases was probably due to experimental error, 
except in two cases paratyphoid B, series 11 (intermittent 
carrier) and 38, which rose from 1-50 to 1-250. 

3. Co-agglutination is in all probability not responsible 
for any of the paratyphoid titres in Group I. ; still, its 
possible occurrence must be considered from three stand¬ 
points : — 

(a) Paratyphoid A producing co-agglutinins for para¬ 
typhoid B and vice versa —There was no evidence of this , in 
fact, we have only found three cases agglutinating both 
paratyphoid A and B, and in two of them the agglutination 
was probably due to a dose of mixed vaccine. 

(b) Typhoid producing co-agglutinins for paratyphoid A or 
B. —There was no evidence of this ; in fact, the sera of 
25 convalescent enterics with a typhoid titre ranging from 
1-250 to 1 5000 all failed to agglutinate paratyphoid A 
or B 1-25. 

(c) Paratyphoid A or paratyphoid Bproducing co-agglutinins 
for typhoid. —Our figures demonstrated that a recent para¬ 
typhoid B infection certainly raised the titre of typhoid inocu¬ 
lation agglutinins thus the typhoid titre was 250 or more in 
51 per cent, of the P.T.B series, whereas the same titre was 
reached in only 14 per cent, of the P.T.A series, and 20 per 
cent, of 162 cases which agglutinated neither paratyphoid A 
nor paratyphoid B (see Group III.). Dreyer 3 also found that 
active paratyphoid infection might produce a rise in inocula¬ 
tion typhoid agglutinins, “though it was usually much less 
evident in paratyphoid A infections than in paratyphoid B 
infections.” 

If the paratyphoid B infection raises the titre of the 
typhoid inoculation agglutinins, one would expect the sub¬ 
sequent fall in 84 per cent, of the paratyphoid B titres to be 
accompanied by a similar fall in typhoid titres. In reality 
the typhoid titres in the paratyphoid A infection fell in 14 per 
cent., but those in the paratyphoid B infection fell in only 
18 per cent, between the two tests. This remarkable dis¬ 
crepancy can be explained by observations made by Dreyer 
and Walker, 15 who found that “ if an animal which has been 
immunised some weeks or a month or two before with a 
particular micro-organism be inoculated with a non-lethal 
dose of a vaccine prepared from some other micro organism, 
its agglutination titre for the first micro-organism exhibits a 
new rapid rise of greater or less extent and pursues a curve 
similar to the ordinary inoculation curve.” In other words, 
under the stimulus of the paratyphoid B infection the 
typhoid agglutinins have in most cases repeated the sudden 
rise and very slow fall which they underwent after the original 
typhoid inoculation. This increase is “due to a reaction 
of a general non-specific character affecting cells and tissues 
which are already engaged in the formation of specific 
agglutinins and causing them to take on the increased 
activity.” 3 

4. We believe a paratyphoid titre as low as 1-25 is prob¬ 
ably always diagnostic of paratyphoid infection in con¬ 
valescents, at any rate provided that paratyphoid vaccine 
had not been used—first, because such titre was never 
present in the various controls, and, secondly, because in 
many of the cases in Group I. the titre of 1-25 disappeared 
without any corresponding change in the typhoid titre. 

We found the titre of paratyphoid B agglutinins as a rule 
much higher than that of paratyphoid A; thus only 11 per 
cent, of the latter cases reached a maximum of 250, but 
30 per cent, of the former reached from 250 to 1250, in¬ 
cluding two of 2500, though these last were tested at the 
very beginning of convalescence. If the results were 
expressed in “standard agglutinin units” the paratyphoid 
B titre would be still higher—e.g., one batch of emulsion 
gave with a titre of 250 paratyphoid A 70 units, para¬ 
typhoid B 93 units. We conclude, therefore, that a para¬ 
typhoid A titre of 1-25 is more significant than a paratyphoid 
B titre of the same amount. Dreyer, as stated before, 
believes a titre of even 1-10 is diagnostic of paratyphoid A. 
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Our figures of “ infection ” agglutinins confirm those of 
Dreyer, also of Coppinger and Gibson 3 with “inoculation” 
agglutinins. These observers found independently that 
after inoculation with a mixed paratyphoid vaccine the 
paratyphoid B titre was much higher than the paratyphoid 
A titre. Castellani's 1 figures show that after his vaccine the 
titre of paratyphoid A and B is practically the same. Harvey 
and Gibson,“* on the other hand, found the titre of para¬ 
typhoid A higher and more persistent than paratyphoid B, 
but they inoculated rabbits. The relative position, how¬ 
ever, of the paratyphoid A and paratyphoid B titre in a 
given series of cases will depend not only on the quantity 
of specific agglutinins and their persistence when formed, 
but also upon the relative agglutinability or sensitivenen of 
the emulsions used to measure those agglutinins. 

Paratyphoid carriers .—The relation between paratyphoid 
carriers and paratyphoid agglutinins was shown in two 
cases. The first was that of a chronic paratyphoid B 
carrier. The paratyphoid B titre has remained steady at 
4-1-500 for 12 weeks, whereas the typhoid has fallen from 
4- 1 1250 to 500 in the same time. The second was that of 
an intermittent carrier who has shown remarkable variations 
in titre: 5 weeks after convalescence the titre was 1-125 ; 
in 17 weeks it had disappeared, but with the reappearance 
of paratyphoid bacilli in the excreta it again rose to 1 125.* * 
The Relative Frequency of Paratyphoid A and 
Paratyphoid li. 

All the statistics from the Near East, whether from 
cultures or serum tests—the results of the two methods will 
not necessarily coincide—show that paratyphoid A was 
much more frequent than paratyphoid B (Bassett Smith, 13 
Ledingham and Penfold, 10 Willcox 16 ). We found the reverse, 
36 cases paratyphoid A and 74 paratyphoid B. The dis¬ 
crepancy may be partly explained by supposing that the 
paratyphoid B agglutinins, on account of their higher 
original titre, persist longer than those of paratyphoid A, 
though we have no evidence of this. There is, however, a 
very simple explanation. Willcox, referring to Archibald’s 
figures, which give the largest number of typhoid and 
paratyphoid cases proved by blood cultures from the Near 
East, says that “up to the end of October, 1915, para¬ 
typhoid B was much more frequent in occurrence than A, but 
after the end of October paratyphoid A was much more 
common.” 

We have arranged 107 of our cases in which the date of 
onset of paratyphoid could be approximately fixed, and the 
results are given in Table II. 

Table II. 


Date of onset. 

No. of cases. 

Ratio of P.T. A to P.T. B. 

August and September ... 

58 


1*0 

! 4-9 

October. 

16 


1*0 

1-7 

November . 

18 


1-2 

10 

December and January ... 

15 

1 

1-5 

10 


When it is remembered that all our cases were diagnosed 
with exactly the same technique, and lyider the same condi¬ 
tions, the results confirm Willcox’s statement in a striking 
manner. It appears that paratyphoid B infections, though 
rare, are much commoner than paratyphoid A infections in 
Europe, especially in England, whereas in India the reverse 
obtains. 11 The change in the incidence of these two diseases 
among the troops in the Eastern Mediterranean last October 
is probably due to the fact that a large number of battalions 
from India were brought there, some of which would be 
infected with paratyphoid A. 

Group II. — Cases Failing to Agglutinate Typhoid , Para¬ 
typhoid A, or Paratyphoid R in 1-25 at the First 
Examination. 

Twenty-eight cases comprised this series. The agglutina¬ 
tion reaction was tested on the average 7 weeks after the 
onset of convalescence ; maximum 12 and 9 weeks, minimum 
1 and 2 weeks. Twenty-six had been inoculated against 
typhoid between May, 1914, and December, 1915; the 
average time from inoculation was 10 months ; 1 refused 

* * In the Medical Research Committee pamphlet it is stated, “A non- 
inoculated 'carrier' (typhoid or paratyphoid) will normally show no 
important change in the titre of his serum on repeated examination at 
short intervals. ’ It is evident that a carrier may show an important 
change in titre: perhaps, however, the word “normally” excludes 
intermittent carriers. 


inoculation and 1 was not questioned, 2 stated that they 
were also inoculated against paratyphoid. Two were 
diagnosed as paratyphoid and 1 as “ paratyphoid A and B.” 

Comment .—The majority of these patients probably never 
had typhoid, because even if the inoculation agglutinins had 
disappeared in about 10 months it is unlikely that the 
typhoid infectiou agglutinins would have disappeared in 
about 7 weeks, especially as 8 of the cases were tested 
3 weeks or less after the onset of convalescence. Again, 
blood cultures appear to have been made in only 1 ease and 
serological tests in 8 cases. Lastly, 12 gave a history of, 
and were first diagnosed as, dysentery, and 1 as malaria. 

Group III .—Cases Agglutinating Typhoid Only. 

It has already been pointed out that a serological 
diagnosis of typhoid cannot be made in those recently 
inoculated unless the titre of the typhoid agglutinins is 
estimated on two occasions at least, if not three or more, 
separated by short intervals. Unfortunately it was only 
possible to do this in 133 out of the 162 oases in this group. 
The results are taken collectively and are summarised ; in a 
few instances, however, individual cases have been alluded to. 
The results are arranged in three series: (a) 95 cases 
examined on three or more occasions ; (i) 38 cases examined 
on two occasions only ; and (c) 29 cases examined only once. 
Those of the first two series are given in Table III. 


Table III.— Cases Agglutinating Typhoid Only, showing the 
Percentage in which the Titre was Stationary , Rose, or Fell 
between the First and Last Examinations. 


- 

stationary 

X 

• ©I _ 
|8g|?a 

Sljll|3 

if 4 

Rise 

y. 

Weeks 
from con¬ 
valescence. 

® ^ 

"3;n; 

U, 

Weeks 
from con¬ 
valescence. 

Weeks 

between 

tests. 

Series A, 95 cases 

67-4 

8-9 

4-7 

9-4 

7 

4*3 

23*2 

7 

5*8 

Series B, 38 cases 

57-8 

5-9 

3-8 

106 

7-5 

3*5 

31*6 

7*4 

3*4 

Series A & B, ( 

133 cases.» i 

64-7 

8T 

4-4 

98 

7 

4 

25-5 

7*1 

4-8 

Typhoid in P. A 1 
& P. B table ... ) 

782 

6*2 

44 

5-2 

7 

5-2 

16*6 

8*1 

6 

P. A & P. B table i 
110 cases. ) 

14-5 

81 

5-9 

3*6 

7-7 

4 

81*9 

63 

4-5 


Comments. 1. The titre (Series A and B) on the first 
examination was 500 to 2500 in 2-3 percent., 250 in 196 
percent., 125 in 36T per cent., 50 in 27 per cent., and 25 in 
15 per cent. 2. In 64 per cent. (Series A and B) the typhoid 
titre was stationary between the two examinations, which is 
strong evidence that the majority never had a recent typhoid 
infection. This is corroborated by the fact that the per¬ 
centage in which the titre was stationary is only a little less 
than that of the typhoid titres in the paratyphoid series, 
where we believe a recent typhoid infection had rarely if 
ever occurred. It forms a marked contrast to the small 
percentage of stationary paratyphoid titres in the same 
series, where we believe a recent paratyphoid infection had 
almost always, if not invariably, occurred. 3. Thirty-four 
cases, or 25 per cent., showed a fall in titre. They were 
arranged according to the number of weeks the first examina¬ 
tion was made after convalescence : 46 per cent, fell in the 
first 4 weeks after convalescence, 29 per cent, in the second 
4 weeks, and 25 per cent, from 9 to 18 weeks. In other 
Table 1V. —Typhoid Agglutinins. 


— 

Titre. 

Weeks. 

Titre. 

Titre. 

Weeks. 

1 

250 

4 

125 

50 

9 

2 

250+ 

4 

125 

50 

11 

3 

250 

7 

125 

25 

13 

4 | 

250 

3 

125 

50 

12 

5 

50 

6 

25 

0 

15 

6 

50 

4 

25 

0 

7 


Average ... 

... 4-7 


Average 

... 11*2 


words, had the first examination been made sooner a larger 
proportion of cases would most probably have shown a fall 
in titre which could be evidence of a recent typhoid infec¬ 
tion. This fall in titre, however, is not really strong evidence 
of a recent typhoid infection, because only 7, i.e., 5 3 per 
cent., fell as much as 2 tubes, whereas in the paratyphoid 
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series 48 .per cent, fell 2 or even more tubes in approxi¬ 
mately the same time. Six cases (Series A) showed a steady 
fall in the titre of at least 2 tubes, which, as they had all 
been inoculated against typhoid more than a year before, 
is, in our opinion, conclusive evidence of a recent typhoid 
infection. 

The seventh (Series IS), first examined six weeks after con¬ 
valescence, showed a titre of 50, which fell to 0 in seven 
weeks ; this also was probably a case of typhoid infection. 
Of the remaining 27 of both series all fell only 1 tube. As 
the fall was so slight, it is in the majority of cases most 
probably due to a gradual normal disappearance of inocula¬ 
tion agglu'inins, or to technical error, and not to active 
typhoid infection. 

4. Thirteen, or 10 per cent., showed a rise in titre ; in 3 
(Series A) the titre rose steadily, viz. : 

No 8 titre 25 (four weeks after convalescence), 125 (5), 
250 (7), 50 (9), 50 (10). Inoculated against typhoid October, 
1914. The emulsion denominator was 5 6 for the first test 
and 7 7 for all the rest. 

No. 9 tiire 250 (9 weeks after convalescence), 500 (10), 
1000 (11), 500 f- (13), 500 (15). Inoculated against typhoid 
October, 1914. The emulsion denominator was 7 7 for all 
tests. 

No 10 fitre 50 (6 weeks after convalescence), 125 (7), 
125 (8), 250(10), 500 -f- (14), 500 4- (16). Inoculated against 
typhoid May, 1915 The emulsion denominator was 5 6 for 
the first test and 7 7 for all the rest. 

It will be noted that in Nos. 8 and 9 the typhoid titres 
steadily rose and subsequently fell; in No. 10 there was a 
steady rise and no subsequent fall in 16 weeks. In our 
opinion this change in titre, although it was unassociated 
with any pyrexia, is strong evidence of recent typhoid 
infection. It suggests the possibility that the patients are 
carriers, at any rate, in case 10, but no typhoid bacilli have 
been isolated after at least four examinations of the excreta. 
If these cases were typhoid, then the typhoid agglutinins in 
typhoid convalescents do not “ always (italics ours) show a 
definite diminution of titre in the course of a week or two.” 
as one is led to infer from Dreyer's statement. * Of the other 
10, 3 rose 2 tubes ; in 1 case (No. 11) probably from infection, 
in 2 (and the remaining 7 rising one tube) probably from 
technical error or change of emulsion denominator. 

5. Other remarkable evidence strongly suggests that very 
few in this group really had typhoid—viz., the typhoid titre 
reached 250 or more in only 20 per cent, of the cases, 
whereas it reached this limit in 51 per cent, of the para¬ 
typhoid B series, the rises being due to co-agglutination and 
not typhoid infection. One would naturally expect, had 
typhoid infection really occurred, that the titre would have 
reached at least 250 in far more than 50 per cent, of the 
cases. Dreyer 0 found the titre greater than 1 500 in 7 out 
of 8 consecutive cases of active typhoid infection, even 
though the patients had never been inoculated. 

Series C. —Of the 29 cases examined once 3 agglutinated 
1-500. 6 1 250, and the remainder varying from 1 125 to 1-25 
Summary. —We have briefly summarised the results, 
though the data arc sometimes incomplete. In only 11 
oases was there a strong probability, if not a certainty, of 
reoent typhoid infection. Even if we assume that as many 
as half the remaining 27 cases in which the titre fell one tube 
were also infected, the total reaches 25 cases (11 4-14)—i.e., 
under 10 per cent, of the whole 300 examined. This forms 
a marked contrast to the 110 or 37 per cent, of cases 
agglutinating paratyphoid; two or three of the latter, 
however, may have been infected with typhoid as well. The 
number of typhoid infections would probably have slightly 
increased if the 29 cases (Series C) had been examined at 
least twice. 

The number of typhoid infections would also have been 
increased if the first examination had been made earlier 
than at an average of seven weeks after the beginning of 
convalescence, but so would the number of paratyphoid 
infections. Our proportion of 1 typhoid case to not less than 
about 4 or 5 paratyphoid cases is corroborated by Archibald's 
figures from blood cultures—19 typhoids to 122 paratyphoids, 
and our own from the excreta of convalescents—2 typhoids 
to 12 paratyphoids. 

Last summer the diagnosis of typhoid was often made 
in the Eastern Mediterranean on insufficient clinical and 
bacteriological evidence. 

(a) Patients with continued “ pyrexia of unknown origin ” 
were called “enteric ” just as they were called “influenza ” 


in England or “ malaria ” in India. The clinical diagnosis 
was especially difficult because fully a third were suffering 
from acute dysentery. There have been cases labelled 
" convalescent dysentery ” from the Eastern Mediterranean 
at the Tropical School Auxiliary Military Hospital, Liverpool, 
under the care of Professor J. W. W. Stephens and Captain 
LI. A. Morgan. R.A.M.C., which have developed “ pyrexia of 
unknown origin ” lasting days or weeks ; but there was no 
serological or bacteriological evidence of typhoid or para¬ 
typhoid infections. 

(A) The bacteriological evidence was insufficient because 
out of 154 patients of the 162 in this group who were 
questioned only 8 per cent, stated that blood was taken from 
their arm, i.e.. for cultures, an operation likely to be remem¬ 
bered. Only 40 per cent, had blood taken from their finger 
or ear, i.e., for serum reaction, though a tingle examination 
is perfectly useless in the diagnosis of typhoid among the 
inoculated. A great improvement has now been made in the 
bacteriological diagnosis, for in a large series of "enteric'' 
cases not included in this paper, which have recently arrived 
from the Eastern Mediterranean, practically all of whom 
contracted the disease this year, 34 per cent, gave us a 
history of blood cultures and 45 per cent, of serological tests. 

Summary and Couclutious. 

1. The serum reactions to typhoid, paratyphoid A, and 
paratyphoid B of 300 consecutive recently convalescent 
“enterics” from the Eastern Mediterranean have been tested 
by Dreyer's technique and with emulsions supplied by the 
Oxford Standard Laboratory, through the agency of the 
Medical Research Committee. 

2. After making about 3000 tests of these and other cases 
we find the emulsions most satisfactory, giving quite clear 
and definite readings, and the technique so simple that it 
o;y: easily be mastered by an intelligent attendant. The 
method is accurate, the margin of error small, and eminently 
suitable for routine work on a large scale. It is essential, 
however, to have the same intensity of artificial illumination 
by day and night for reading the titres. The only practical 
difficulty—viz., that of obtaining sufficient blood—was over¬ 
come by instructing the ward sisters how to fill specially 
made Wright’s capsules. 

3. Control sera of soldiers inoculated against typhoid, but 
suffering from dysentery or surgical diseases, failed to 
agglutinate either paratyphoid emulsions, but the serum 
of every convalescent, 12 in all, excreting paratyphoid A 
or paratyphoid B bacilli agglutinated the corresponding 
emulsion only in titres ranging from 25 to 250. 

4. One hundred and ten, or 37 per cent., of the cases 
tested agglutinated paratyphoid emulsion. 36 agglutinated 
paratyphoid A (titre from 25 to 250) and 74 paratyphoid 
B (titre from 25 to 2500). They were first tested about 
7 weeks after the onset of convalescence. As none, 
with 3 doubtful exceptions, had been inoculated against 
paratyphoid, almost all, if not all, had a recent para¬ 
typhoid infection. This is confirmed by the fact that 
83 cases were tested at least twice, and the paratyphoid 
titres, presumably from “infection,” fell during 4 weeks in 
82 per cent. ; 48 per cent, fell markedly ; 43 per cent, com¬ 
pletely failed to agglutinate at the last test—i.e., would 
never have been recognised as paratyphoid had the first test 
been delayed from about 7 to 11 weeks after the onset of 
convalescence. Occasionally the fall in paratyphoid titre 
was rapid at first and then slower or ceased altogether. The 
typhoid titre, presumably from “inoculation,” fell in only 
17 per cent, of cases ; only 1-4 per cent, fell markedly. 

5. The remarkable diminution and frequent disappearance 
of the paratyphoid “infection” agglutinins which usually 
occurred formed a marked contrast to the stationary typhoid 
“inoculation” agglutinins. This is partly explained by 
supposing that the typhoid vaccines were made from strains 
of bacilli specially selected on account of their capacity to 
form quantities of “ inoculation ” agglutinins. 

6. Co-agglutination. — (a) Between paratyphoid A and B or 
vice versa co-agglutination did not occur with the Oxford 
emulsions, in convalescence at any rate ; only 3 sera out of 
600 have agglutinated A and B simultaneously ; in 2 para¬ 
typhoid vaccine had been used. (A) Typhoid infection or 
vaccine produced titres from 250 to 5000 without agglutination 
of paratyphoid. (A) Paratyphoid B infection, though not 
paratyphoid A infection, certainly raised the titre of typhoid 
inoculation agglutinins. It was remarkable, however, that 
the paratyphoid B titre usually fell while the typhoid 
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persisted ; apparently the paratyphoid B infection stimulated 
the tissues already engaged in the formation of typhoid 
agglutinins to repeat the sudden rise and gradual fall which 
followed the typhoid vaccine. 

7. The paratyphoid A titre averaged a lower level than 
that of paratyphoid B after infection and after vaccine, 
partly perhaps because the paratyphoid A emulsions used to 
demonstrate the presence of agglutinins were relatively less 
sensitive. Consequently a low paratyphoid A titre is the 
more significant; Dreyer, in fact, states that an agglutina¬ 
tion of 1-10 paratyphoid A is diagnostic. 

8. In a persistent paratyphoid B carrier the paratyphoid 
titre showed no change in 4 months, whereas in an inter¬ 
mittent paratyphoid B carrier the titre varied considerably. 

9. Our serological tests independently confirm what 
Archibald found by blood cultures—viz., that in the 
Eastern Mediterranean paratyphoid B infections were 
commoner than paratyphoid A until November, after which 
the reverse obtained. This change in incidence was pro¬ 
bably due to the introduction of paratyphoid A carriers with 
the battalions from India. 

10. Twenty-eight cases—i.e., 9'3 per cent.—failed to 
agglutinate typhoid, paratyphoid A, or paratyphoid B 1 25 
when tested about 7 weeks after the onset of convalescence ; 
all but 2 had been inoculated against typhoid. The majority 
probably had never had typhoid, partly because one-third 
were tested 3 weeks or less after convalescence, and blood 
cultures appear to have been made in only one instance. 

11. One hundred and sixty-two cases agglutinated typhoid 
alone, and were examined on the average 8 weeks after 
the onset of convalescence. Of 133 examined at least twice 
11 showed a marked fall or rise in titre, demonstrating that 
almost all, if not all, had a recent typhoid infection. But 
even including doubtful cases, not more than 10 per cent, 
of the 300 showed evidence of recent typhoid infection. 
This percentage, however, would have been increased had 
the first examination taken place sooner, but so also would 
the percentage of paratyphoid cases. 

12. The number of typhoid cases is evidently small because 
(a) a fall in titre occurred in only 25 per cent. (5 per cent, 
marked). This agrees with the behaviour of the typhoid 
•“ inoculation ” agglutinins in the paratyphoid group which 
fell in 17 per cent. (1 per cent, marked), and contrasts 
strongly with that of the paratyphoid “infection ” agglutinins 
which fell in 82 per cent. (48 per cent, marked). (4) The 
typhoid agglutinins reached a titre of at least 250 in only 
20 per cent, of cases. This is exceedingly small if typhoid 
infection had usually occurred, for the typhoid ‘ ■ inoculation ” 
agglutinins reached the same limit in 51 per cent, of the 
paratyphoid B series (though this high level is presumably 
due to co-agglutination), and in 14 per cent, of the 
paratyphoid A series. 

13. The diagnosis of typhoid in the Eastern Mediterranean 
last summer was less reliable than at home because pyrexia 
of unknown origin is frequent in hot climates ; because fully a 
third of the cases were suffering from acute dysentery ; and, 
lastly, because in our experience it was only controlled by 
blood cultures in about 10 per cent. Serological controls 
were carried out in 40 per cent., but such are useless and 
misleading in the “inoculated” unless repeated at intervals, 
and there is no evidence that this was done. 

14. The diagnosis as “enteric” of cases not suffering from 
these diseases vitiates treatment and discredits prophylactic 
vaccination, while those who recover are regarded as potential 
bacillary carriers, and prevented from returning to active 
service for months. 

15. The prophylactic use of mixed paratyphoid vaccines 
will undoubtedly increase the difficulty of diagnosing para¬ 
typhoid, as typhoid vaccine has done in the case of typhoid. 
The difficulty will be greatest in those mild cases which 
occur, especially in the partly protected, where the infecting 
bacteria cannot be demonstrated. Repeated serological tests 
will be of great assistance in the diagnosis. The most 
suitable method for routine work in war-time is Dreyer's 
with the Oxford emulsions. It possesses the additional 
advantage of being a successful attempt to standardise the 
agglutination tests, and thereby make the results from 
different laboratories strictly comparable. 

16. As far as our opportunities have permitted, we have 
confirmed all the statements of the Medical Research 
Committee's leaflet, with one minor exception. 

Continued at foot of next column . 


ACUTE INTESTINAL OBSTRUCTION. 

By GEORGE F. ALDOU.S, F.R.C.S. Edin., 

SURGEON TO THE SOUTH DEVON ASP EAST CORNWALL HOSPITAL, AND 
CONSULTING SURGEON TO THE TAVISTOCK AND BOPNIIS HOSPITALS. 


The following notes of cases of acute intestinal obstruc¬ 
tion I hope will be of interest. They range over a 
considerable area of time. Some of the causes are 
oommon. some rare, but in dealing with this disease the 
more uncommon conditions should not be lost sight of, as in 
Cases 1, 3, 4, and 6. The chief factors spelling success are, 
first, early operation, and, secondly, one or more enterotomies 
to reduce toxiemia. 

Case 1. Euterosptism .—Female aged 31. There was a 
history of her being struck on Christmas day. Violent 
abdominal pains followed. I saw her in consultation 
at 10 p.m. on Jan. 1st. All the symptoms of acute 
intestinal obstruction were present, rapid pulse, vomiting, 
and visible peristalsis. She was moved to the hospital in 
an ambulance, and two hours later I opened the abdomen 
in the median line. 3 feet of collapsed ileum close to the 
ileo-csecal valve was found. The remainder of the intestine, 
both large and small, was examined. No band, stricture, 
or other obstruction noticed. There was no peritonitis. 
Appendix and pelvic organs were healthy. The case was 
regarded as an enterospasm and the abdomen closed. 
Belladonna was freely given. The patient did not improve. 
The abdomen became more distended. On .Jan. 5th (four 
davs later) I reopened the abdomen and found that the 
coilapsed ileum, which measured 3 feet at the first opera¬ 
tion, was now reduced to 12 inches. Multiple enterotomies 
gave relief to several pints of intestinal contents and the 
abdomen was closed. A free action followed a few hours 
later in response to a turpentine and sulphate of magnesia 
enema. The patient made a rapid recovery and was con¬ 
fined, I am told, lately, and is at present in good health. 

Case 2. Adherent ileum after appendicecttmy.—Yema\e 
aged 25. Twelve mouths ago was operated on for appendi¬ 
citis. She was admitted into hospital for acute intestinal 
obstruction. The .old scar was excised and the peritoneal 
cavity entered at the upper angle- A loop of intestine, which 
proved to be the ileum, was found to be adherent to the 
lower angle, producing an acute kink. This was easily 
separated, the visceral coat of intestine repaired, and dropped 
back. Good recovery followed, as the case was sent to 
hospital early before toxicmic symptoms developed. 

Case 3. Appendix strangulation ileum .—Female aged 46. 
This case I saw in October, 1915. The patient was on the 
operating table at the East Cornwall Hospital, Bodmin, and 
was under the care of Dr. Arthur G. Salmon, suffering from 
acute intestinal obstruction. She was thin, the abdomen 
was very distended, peristalsis was visible, and the vomit 
was ftecal. I opened the abdomen through a central incision. 
Large coils of plum-coloured small intestine at once pro¬ 
truded. This was all wrapped in a warm towel and search 
made. A tight band was seen encircling a large portion of 
the mesentery, which, on separation, proved to be the 
appendix. This was removed, the distended gut emptied 
by enterotomy, and the stump of appendix buried in the 
cajcal wall. The intestine rapidly improved in colour, and 
the abdomen was closed. The patient left the hospital in 
good health three weeks later. 

The previous historv of this case is interesting. Twenty- 
six years ago (May, 1890) Dr. Salmon was called to her and 
found her in a state of profound collapse. No vomiting or 
signs of haemorrhage were present. After 60 hours the patient 
recovered. In April, 1891 (11 months later), the same sym¬ 
ptoms recurred with rapid recovery. Two weeks later she 
complained of cutting pains during micturition, and the 
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right temporal bone of a three months’ fcctus was removed 
per urethram, where it was wedged. Subsequently the 
clavicle, femur, and other foetal bones were removed. The 
ribs came away without assistance. The patient continued 
to pass foetal bones occasionally for another 12 mouths. She 
regained her normal health, but had occasional attacks of 
sickness. I)r. Salmon adds, in the notes from which this 
previous history is compiled, that the attacks of collapse for 
which he lirst saw her probably coincided with the bursting 
of the ectopic gestation sac into the bladder. The foetal bones 
were encrusted with phosphates, and he considers it a 
wonderful performance of nature to rectify a perilous 
condition. 

I am much indebted to Dr. Salmon and Dr. R. B. Anderson 
for their help and notes in this case. 

Cask 4. Appendix nipping ileum.—A child aged 2. This 
case was thought to be an acute intussusception. The child 
was passing blood and mucus. No lump could be felt and 
pain was chiefly on the left side. Vomiting was constant. 
The parietes were incised over the right rectus, and the 
peritoneal cavity entered through a 2-inch incision in the 
posterior sheath and peritoneum. On passing in two fingers 
a tight cord was felt between the right iliac fossa and the 
brim of the pelvis. This was the appendix. A loop of ileum 
(about 9 inches) was tightly nipped beneath it. The appendix 
was removed and good recovery followed. 

CASE 5. Obturator hernia .—Female aged 72. A feeble old 
woman admitted into hospital with acute intestinal obstruc¬ 
tion. The abdominal parietes were so thin that coils of 
intestine presented a curious appearance. No signs of 
external hernia were found and rectal examination was 
negative. A small incision was made in the left linea semi¬ 
lunaris at the lower third, with a view to explore the 
sigmoid. This was found collapsed. The incision was 
closed. A central sub-umbilical incision was then made, 
collapsed small gut was seen, and, on tracing this down 
towards the pelvis, it was found adherent to the obturator 
foramen on the right side. Only a small portion of the 
lumen was nipped. This was released and the serous coat 
of intestine repaired with Lembert's suture. The patient 
made a good recovery. The bowels acted in a few' hours 
and an attack of diarrhoea followed. 

Case 6. Gangrenous Meckel.—A child aged 2J years. This 
case was seen in consultation with Dr. M. Aikman. The 
child was vomiting and had had no action of the bowels for 
three days. The abdomen was distended and rigid. I 
regarded it as a ease of acute appendicitis. The patient was 
admitted to a nursing home the same day. The abdomen 
was opened vertically over the outer half of the right lower 
rectus abdominis (Battle’s incision). The emeum and colon 
were collapsed, an inflamed and partially gangrenous 
Meckel’s diverticulum was found attached to the ileum 
and passing upwards and inwards towards the umbilicus. 
A loop of dark-coloured ileum lay beneath it, tightly 
strangulated. The diverticulum was dealt with and the 
child made a good recovery. In this case the large intestine 
was shrunken to the size of a lead pencil and I had serious 
doubts as to the possibility of it regaining its function. 

CASE 7. Ruptured uterus with gangrenous intestine .—Female 
aged 41. The history of this case is brief. The patient was 
admitted to the Bodmin Hospital in a collapsed condition, 
having been brought a considerable distance by motor-car. 
She was confined 48 hours previously and great difficulty 
was experienced in delivery. Intestine was protruding from 
the vagina. No action or flatus had passed. The abdomen 
was distended. Vomiting was urgent. I sawhera few hours 
later and, assisted by Dr. Anderson and Dr. Salmon, opened 
the abdomen. The peritoneal cavity was full of blood, 
the uterus was ruptured posteriorly, the rent being 
3 inches long. Subtotal hysterectomy was performed, 
leaving both ovaries and the stump covered in the usual 
way. The pelvis was then examined, and 2 feet of small 
intestine was found in a gangrenous condition, quite 
separated from its mesentery. This was rapidly excised, 
division extending well into normal gut, and joined up by 
simple suture. The mesentery was laced up, and the 
parietes united in layers. No rise of temperature followed, 
the bowels acted well in the course of a few days, and the 
patient left the hospital quite well in three weeks. 

Case 8. Carcinoma of colon and ovarian cyst with twist of 
pedicle .—Female aged 23. This patient was seen in con¬ 
sultation with Dr. R. Simpson. Sne had suffered for the last 
few days from constipation and tiad some pain in the left 
iliac fossa. This was dull on percussion, the right side being 
resonant. Enemas and aperients failed to produce any 
relief and she was admitted into a nursing home. On 
opening the abdomen an ovarian cyst with a twisted 
pedicle occupied the left iliac fossa extending upwards 
towards the left side. This was removed without tapping. 
The csacum was tightly distended. It was necessary to 
extend the incision upwards nearly to the ensiform cartilage 
in order to trace the large intestine. A malignant growth was 


found at the hepatic flexure, completely blocking the lumen 
of gut. A mass of glands was present in the mesocolon. 
Relief to obstruction was given bv a emcostomy and the 
abdomen closed, and a few weeks later ileo-colostomy was 
performed. The patient left the nursing home in six weeks, 
the bowels acting well, and health gradually improving. 
The ovarian cyst was of semi-solid consistence. Dr. W. L. 
Pethybridge reported that the ovarian tumour was an adeno¬ 
carcinoma, and probably primary, the growth in the colon 
being secondary. 

Case 9. Hernia: reduction en masse .—Male aged 47. The 
patient was sent to the South Devon Hospital by Dr. H. 
Davis, of Callington, for acute intestinal obstruction. The 
man was very ill, vomiting everything taken by mouth. No 
flatus had passed for some days. On examination a small 
lump, the size of a walnut, was felt just abovo the internal 
abdominal ring on the left side. No external hernia was 
found, and examination of the rectum revealed nothing 
abnormal. The small lump referred to felt like, and was 
thought to be, a gland. Incision was made vertically over 
this, and a small knuckle of gut was found tightly nipped. 
This was dealt with and good recovery followed. I consider 
that the man had had an inguinal hernia which he had 
reduced en masse. 

Case 10. Omental adhesion .—Male aged 47. This patient 
was a powerful, well-built man, sent by Mr. T. A. King, of 
Bude, suffering from acute intestinal obstruction. He was 
vomiting everything taken by the mouth, and there had 
been no action for five days. The abdomen was tightly dis¬ 
tended. He had been in hospital six years ago and had had 
three operations, one being a colotomv which was after¬ 
wards closed. Unfortunately no notes were available. There 
were three scars—one long median, extending beyond and 
obliterating the umbilicus, and one right and left inguinal. 
The central site was chosen, and on opening the peritoneum 
an enormous balk of large intestine presented; this was 
easily turned out into a warm towel. A long, rope-like cord 
of omentum was attached to the upper angle of the incision. 
This was tied off to the extent of 7 inches. An enterotomv 
of the colon evacuated a quart of liquid fteces, and the small 
incision was closed. A similar opening was made in the 
distended small intestine, with relief to a quantity of gas. 
These two enterotomies permitted the easy return of 
intestiue. The appendix was normal. The abdomen was 
then closed, the bowels acted naturally within a few hours, 
and he left the hospital quite well in three weeks. I do not 
know what the patient’s original condition was for which a 
coiotomy was performed, bat the omental adhesion was the 
cause of his obstruction when he came under my care. 

In the treatment of acute intestinal obstruction I cannot 
urge too strongly the importance of early surgical inter¬ 
ference. If this is objected to by the patient, or by his or her 
relatives, the danger of delay and lessened chance of a satis¬ 
factory result should be clearly pointed out. Naunyn (quoted 
in Keen’s Surgery, voi. iv., p. 645 collected 288 cases of 
acute intestinal obstruction which showed recovery in 75 per 
cent, when operated on the first or second day. but falling to 
35 per cent, if delayed to the third day. I quite admit the 
occasional difficulty of diagnosis, but surely it is safer to open 
the abdomen when acute symptoms are present than to wait. 

Plymouth. __ 

IMMOBILITY AFTER JOINT INJURY. 

Bv Sir JOHN COLLIE, M.D. Abkrd., 

HONORARY PHYSICIAN, COUNTY OF LONDON WAR HOSPITAL, EPSOM. 


Many men who have had accidents at or in the neighbour¬ 
hood of a joint draw sick allowances from industrial clubs, 
insurance companies, and the State long after all inflam¬ 
mation has subsided, and when there is no apparent reason 
why pain should be complained of. The suspicion of 
malingering not unnaturally arises in the mind of those who 
have to pay, and a medical opinion is sought where it is 
assumed there is a prima facie case of fraud. The vast 
majority of these cases are, however, not fraudulent, but 
are the result either of mismanagement by those in charge 
of the case or of the patient having adopted his own 
treatment. 

At one time it was almost the universal practice of the 
medical profession to keep joints fixed for many weeks after 
the reduction of a dislocation and to allow splints to remain 
on fractured limbs until the muscles had wasted and strong 
fibrous bands had fixed the adjacent joints; this bad 
practice is still common. Large numbers of these cases 
subsequently apply to bonesetters, and many are cured. 
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It is scarcely fair to blame the public if, not having obtained 
relief from regular practitioners, it deliberately takes the 
small risk of having adhesions broken down and resorts to 
irregular practitioners for this purpose. They occasionally 
come across unreduced dislocations, but since the discovery 
of X ray photography their number must be few. Perhaps 
more frequently bonesetters replace dislocated semilunar 
cartilages where regular practitioners have failed. 

“ Many believe that the bonesetter lives by fraud and 
chicanery, that every joint he is asked to treat is said to 
be “out,” that he gives a mysterious twist of the limb, 
surreptitiously cracks his fingers in the neighbourhood of 
the joint, and, heigh presto I an •'unreduced dislocation ” is 
cured. Now, in most cases the patient is cured, but not by 
the reduction of a dislocation. The swift, accurate, and 
definite movements are those necessary to break down the 
fibrous bands that always form round joints which have 
become stiff for want of passive movements. 

Many bonesetters administer an amcsthetic daily for a few 
days after the initial operation to overcome the muscular 
resistance. People who go to bonesetters do not mind the risk 
and the expense, but a second anaesthetic is quite unneces¬ 
sary, for carefully regulated exercises, although a little 
painful at first, are all that are required to complete the 
cure. I have seen a large number of joints both in civil and 
military practice, some of them temporarily and many 
permanently disabled because the surgeon in charge has 
failed to appreciate that immobilisation of a joint is inevitably 
followed by adhesions. It is not sufficiently recognised that 
the longer adhesions are allowed to remain the greater the 
risk is of permanently impaired function. This is especially 
common where a shoulder-joint has been dislocated or where 
a knee-joint has been the subject of a mild form of traumatic 
synovitis. 

Adhesions sometimes take place at a joint which has been 
fixed so short a time as three weeks. They may bind 
together the articular surfaces and the folds of the synovial 
membrane in the joint, or they may be entirely outside the 
joint. The surrounding tendons may become adherent to 
their sheaths as the result of teno-synovitis. 

Adhesions form in the shoulder-joint in the capsular liga¬ 
ment over the bicipital groove—where an adventitious band 
is sometimes found in connexion with the sheath of the long 
head of the biceps—and over the deltoid bursa; at the 
elbow-joint from the tip of the internal condyle of the 
humerus, corresponding to the fan-shaped internal lateral 
ligament; at the knee the bands adhere to the internal semi¬ 
lunar fibro-cartilage and the internal lateral ligament. 

When estimating the mobility of the shoulder-joint the 
scapula should always be fixed. After adhesions in the 
shoulder-joint have been broken down the arm must on no 
account be put in a sling. I find a very good method of 
inducing patients to extend the shoulder-joint is to place 
them face forwards against a closed door with the palms 
of the hands against the door. They are instructed to 
make both hands gradually creep up by muscular action 
of the Angers against the support of the door until the hands 
are well above the head. The gradual, slow, and compara¬ 
tively painless upward gliding of the hands always produces 
a fascination in reaching a higher point, which has generally 
a very happy result. This movement is much more easily 
performed than raising the hands apart from the support of 
the door, for the strain on the deltoids is not so severe, and 
the upper extremity is raised partially by the assistance of 
the muscles of the forearm. 

The after-treatment of accident cases for which the State, 
an insurance company, or an employer is responsible is 
always difficult to carry out. Amongst a certain class of 
employees there is a feeling of resentment against the 
employer, especially if, as sometimes happens, the injury is 
the result of want of proper care on the part of the employer 
—as, for instance, where a faulty rung of a ladder has been 
discovered to have been the cause of the accident. The 
patient, perhaps not unnaturally, thinks that it is his 
business to see that now the initial suffering is past he shall 
not be submitted to any further pain or inconvenience of 
any sort, and that if he does not fully recover his master 
must take the consequences. Apart from this short-sighted 
policy, it should not be forgotten that many of these people 
have already suffered much both physically and mentally as 
the result of their accident, and that the responsibility for 
the fact that an operation for breaking down adhesions is 


necessary is not that of the master, the patient, or the 
insurance company, but comes a good deal nearer home than 
many members of our profession care to admit even to 
themselves. 

Attempts are sometimes made to break down adhesions 
under nitrous oxide gas, but with it complete muscular 
relaxation cannot be obtained, and the results are unsatis¬ 
factory. I never advise men of the working class who are 
suffering from adhesions in or round a joint to submit to 
treatment in the out- patient department of a hospital. For 
although the operation itself is comparatively trivial, and it 
would appear at first sight to be one eminently suited for the 
out-patient ward, experience shows that subsequent to the 
operation the daily forced passive movements upon which 
success or failure depends cannot be secured in this way. 
The only satisfactory treatment for these cases is to obtain 
admission to hospital, and fortunately only a few days’ stay 
is necessary. 

The way not to succeed in a case of this sort is to send 
such a case to the out-patient department of a hospital, to 
have nitrous oxide gas administered sufficiently deep for a 
dental extraction, to have the limb bent as far as the oppos¬ 
ing muscles will permit, and then to instruct the patient to 
attend as an out-patient at intervals to be massaged by a 
nurse two or three times a week. The anaesthesia is not 
sufficient, the operation cannot be complete, the patient may 
or may not attend for the massage, and in any case it will 
be useless, for the patient will assuredly not permit of any 
passive movements which are in the least painful at the 
hands of anyone except a surgeon. 

Mr. Romer, who has made a special study of this subject, 
points out that when adhesions have to be broken down an 
ansesthetic should always be given, not so much for the 
purpose of avoiding pain as of ensuring the complete relaxa¬ 
tion of the muscles, otherwise the muscles which will be 
involuntarily brought into action may be injured by the 
force necessary to Break down the adhesions. He points out 
that sufficient muscular relaxation cannot be obtained by 
nitrous oxide gas, and that it should never be relied on. 
The elder Hutton, the bonesetter, necessarily performed his 
operations without an anaesthetic, and he overcame the 
resistance of the muscles by rotating the limb on its own 
axis for a considerable time. The rationale of this movement 
seems to be that by throwing the muscles out of their 
ordinary lines of action they are for the time rendered 
powerless. 

When adhesions give way there is no mistaking the result 
of forcible movement—the loud orack or the less highly 
pitched crunch, or it may be merely a tearing sound, indicate 
to some extent to those who have much experience the 
duration of the adhesions. Pain which follows the opera¬ 
tion is insignificant and seldom lasts more than an hour. The 
important point is that unless the medical man who under¬ 
takes this comparatively simple operation is prepared to 
carry out the after-treatment on scientific lines it is 
infinitely better for his patient and himself not to undertake 
it. Prior to the necessary passive movements of the joint, 
which should be commenced within a few hours of the 
operation, the muscles in the neighbourhood of the joint 
should be skilfully massaged. It must never be bandaged, 
and to apply a splint is folly. If the joint is not manipulated 
within 24 hours the ruptured adhesions will re-unite. 

If the injury done to a joint were merely that fibrous bands 
formed, the damage done could be in most cases com¬ 
paratively easily repaired by breaking down the adhesions. 
But prolonged immobility to a joint necessarily entails 
muscular wasting, which is the result partly of disuse and 
partly of nervous reflex action set up by the original injury 
to the joint. To restore the muscular wasting special simple 
exercises are always most useful. The ordinary physical 
exercises of the gymnasium instructor, so useful in health, 
are not suited for these cases. The anterior, middle, and 
posterior fasciculi of the deltoid, for instance, move the 
humerus in different directions, and it is obvious that if a 
few of the anterior fibres are lacerated the exercises useful 
for the development of all the muscles of the upper 
extremity, such as the use of dumb-bells, Ac., cannot be 
appropriate. 

Wharton Hood has pointed out that any movement which 
causes pain will not only be avoided, but whenever circum¬ 
stances call for any approach to it the stronger portions of 
the muscle will be thrown “ on guard ” to protect the weaker 
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parts from going into action. Thus the exercise will fail. 
The secret of success in all these cases is to give the muscle 
very light work at first; for instance, in the case of the 
upper extremity the gradual lifting of a weight by means of 
a handle, rope, and pulley is more effective than forcible 
but indiscriminate movements. The weakened portion is 
coaxed, as it were, to take part in a light movement, whilst 
it would rebel to attempt even to lift a heavy weight. The 
size of the weight should be gradually increased. 

The author whose views I have just referred to observes that 
a few days of such treatment “ will generally suffice to bting 
the specially weakened portions of a muscle into line with 
the remainder, and to get rid of any pain which the earlier 
efforts may have caused. When this has been accomplished 
the muscle may be exercised more freely, and as a whole, 
and the weights employed may be increased. All that is 
necessary in the first instance is so to arrange the exercises 
as to furnish a movement in which the weakest part of the 
affected muscle mnst take its share, and to do this in such a 
manner that the movement in question is started, and in its 
course is facilitated by the descent of the weight which the 
opposite action has drawn up.” 

Porchester-terrace, W. 


catgut, the muscles were brought together, a small rubber 
tube was inserted superficially, and the skin wound was 
closed with Michel’s clips. The anesthetic was admirably 
taken throughout and no change in colour and no respiratory 
or cardiac embarrassment was noted except when the 
pericardium was pulled forward for suture. This traction 
on the pericardium caused slowing of the respiration. 

Recovery was uneventful. The tube was removed in 24 
hours, when some deficient movement of the left side of the 
chest was noted. The respiration rate rose from 26 before 
operation to 32 on the second day, and fell back to 24 on the 
fourth day after operation. Pufse and temperature were 
hardly affected. On the fifth day the sk^n clips were removed 
and the wonnd was healed. On examination 10 days after 
operation the expansion of both sides the chest was 
equal. A faint friction rub could be hearcf>,over the fifth 
interspace to the left of the sternum. No differences from 
the normal could be detected on either side oaf the chests 
Examination 14 days after operation showed both heart and 
lung sounds to be clear. \ 


EXTRACTION OF BULLET FROM MIDDLE 
MEDIASTINUM. 


B? L. E. BARRINGTON-WARD, Ch.M., F.R.C.S. ED1N., 
F.R.O.S. Eng., 

HONORARY BURGEON TO THE KINO GEORGE HOSPITAL AND (WITH CHARGE 
OP ODT-PATIENTS) TO THE GREAT NORTHERN CENTRAL HOSPITAL AND 
THE HOSPITAL FOR SICK CHILDREN, GREAT ORMOND-STREET. 


The following case of bullet lying in close relationship to 
the pericardium presents several features of interest. 

Private-, aged 33, was wounded in France in September, 

1915. The bullet entered the left side of the chest in the 
mid-axillary line. There was no wound of exit. He was 
detained in hospital for six weeks and the wound healed 
uneventfully. In February, 1916, he was passed fit for 

f eneral service again and rejoined his regiment in France. 

Le suffered from sharp pains in the chest with palpitation 
and shortness of breath on marching. Accordingly, in April, 

1916, he was sent to hospital at E-. A radiogram of 

the chest was taken and the diagnosis was made of 
bullet in the pericardium. He was sent back to England 
as unfit for service and on April 28th was admitted to 
the Great Northern Central Hospital. On examination he 
appeared to be a healthy man with no symptoms while at 
rest. He stated that exercise gave him sharp pains over the 

E necordia, with attacks of breathlessness. There was a 
ealed wound in the mid-axillary line in the seventh inter¬ 
space. The heart and lung sounds were normal. A radiogram 
showed a bullet apparently lying in the pericardium near 
the left border of the heart just above the diaphragm. On 
screening, movements of the bullet due to cardiac and 
respiratory excursions were well seen. It was thought that 
the bullet lay in the pericardial cavity, possibly attached to 
the pericardial wall. 

An operation was performed for its removal on May 9th. 
Dr. W. A. E. Dobbin administered chloroform with the 
Vernon Harcourt apparatus. An incision was made in the 
mid-line of the sternum from the level of the fifth costal 
cartilage downwards to the sixth costal cartilage, and then 
along the sixth costal cartilage outwards. The sixth costal 
cartilage was removed. The internal mammary was ligatured 
and the triangularis sterni muscle, which was poorly 
developed, divided. The left lung and pleura, which overlay 
the pericardium as far as the left border of the sternum, were 
pushed aside and the pericardial cavity was opened. It was 
intended, if more room was required, to reflect outwards a 
flap of the fifth, fourth, and third costal cartilages with the 
overlying soft parts. It was found, however, that the removal 
of the sixth costal cartilage gave a surprisingly good view, and 
through this incision it was possible to palpate thoroughly 
the heart and explore the pericardium. The bullet could 
not be felt. It then appeared likely that it was lying on the 
pleural side of the pericardium. The lung and pleura 
were gently separated off the pericardium and at a depth 
of about 4* inches from the surface the bullet was found 
adherent to the pericardium and also to the pleura and lung. 
It lay surrounded by a few beads of pus, with its long axis 
applied to the pericardium, apex forwards. The pleura was 
adnerent to the lung in this situation and this fact 
undoubtedly prevented any extensive collapse of the lung. 
The bullet was extracted, the pericardium closed with fine 


Radiogram showing position of bullet. 

Interesting points in this case are 1. The narrow esc 
of the patient from a fatal injury when wounded. Pre¬ 
sumably the fibrous pericardium was sufficient to stop {he 
career of a spent bullet. 2. The radiographic examinati^H 
The cardiac movements transmitted to the bullet as well^H 
the respiratory movements showed that the bullet was 
intimate relationship to the pericardium. It was difficult fjH 
say on which side of the pericardium the bullet lay. Thdl 
radiograph rather suggested the cardiac side. 3. The com¬ 
parative freedom with which heart and pericardium could 
be examined without embarrassment under an inhalation 
anaesthetic. 4. The possibility of separating the pleura offA 
the pericardium without any recognisable collapse of th^ 
lung taking place. The pleura blew out into the wounfl 
with each inspiration. 

I am indebted to my house surgeon, Miss Miall Smith, fori 
her good assistance and care of the case, and to Dr. 
Morison for the invaluable aid of the N rays. 

Harley-street, W. 


Incredible Meanness.”—A t the last meeting of 
the Barnstaple (Devon) rural council a letter was read froir* 
a medical man in reference to the reduction of notification 
fees from 2s. 6 d. to Is. The writer stated that after allowing 
for the cost of sending “ swabs” for bacteriological examina¬ 
tion only 4*d. remained to the medical attendant for his 
time and trouble, and he added that if the council refused 
to pay the postage the writer would not send any more. The 
letter was written “ as a protest against the incredible mean¬ 
ness” of the Local Government Emergency Legislation 
Act. 
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CESSATION OF TACHYCARDIA ON THE 
OUTBREAK OF SPONTANEOUS 
PERSPIRATION. 

By Sir THOMAS OLIVER, M.D. Glasg., F.R.C.P. Lond., 

PROFESSOR OF THE PRINCIPLES AND PRACTICE OF MKDICISK, 
UNIVERSITY OK DURHAM COLLEGE OF MEDICINE, 
NEWCASTLE-UPON-TYNE. 


Recently I saw in consultation with Dr. S. D. Metcalfe, of 
Benwell, Newcastle-upon-Tyne, a man of sedentary employ¬ 
ment, aged 28 years, the subjectof tachycardia, who had rapidly 
become cyanosed and who was dangerously ill. The patient, 
a well-built man and married, had three days previously, 
when at work, been seized unexpectedly with vomiting, and 
immediately afterwards tachycardia developed. The vomiting 
kept recurring, and was rather a distressing symptom. This 
was not the first occasion on which the patient had suffered 
from such a seizure. Eight years ago, just before his marriage, 
he had an attack ; three years ago he was similarly held, 
and since then he has had minor seizures, but with the 
exception of the original attack, to be subsequently 
mentioned, in none of them had he been so severely held 
as in this last. Until his recovery from this last attack 
no explanation of the seizures was forthcoming. It now 
appears that at" the age of 15 after running a few miles, 
daring which he stumbled twice from exhaustion, his heart 
began to beat violently and the beats were quickened. For 
two days after running he lay in bed unconscious. The patient 
is extremely abstemious and is only a light smoker. There 
is no rheumatic history, nor is there any abnormal physical 
condition of the body ascertainable through which the 
attack could be regarded as having developed reflexly. 

When I saw patient he was lying in bed, calm and 
composed. There was no indication of nervous excitement, 
and, considering the rate at which the heart was beating, 
there was an absence of respiratory distress. The face was 
pale, and although the lips were cyanosed the blueness was 
less than it had been two to three hours previously. The 
.pulse was extremely rapid, about 200 per minute; not all 
the pulsations reached the wrist. On examining the heart 
the apex beat was felt fully one inch external to the nipple 
line and slightly higher up than usual. At and internal to 
the apex beat a loud, blowing, systolic mnrmur could be 
heard, but no second sound, while external to the nipple 
line, in addition to the systolic murmur, a faint but normal 
second sound could be heard. The systolic murmur was 
audible over the lower part of the sternum, also over the 
■base of the heart, where it was followed by a feeble second 
-sound. Over the prjeeordium generally all that could be 
ffieard was an almost constant blowing, systolic murmur. 
The area of cardiac dullness was increased transversely. 
The lungs were normal. There were marked epigastric 
pulsation and an enlarged liver. The urine was normal. 
There was neither oedema nor rise of temperature. A 
moderate amount of sleep and physical quietude had been 
•secured by the hypodermic administration of morphia, 
strychnine, and digitalin. As vomiting still continued an 
■effervescing soda, bismuth, bromide, and belladonna mixture 
was ordered, and this gave relief. 

Dr. Metcalfe, who had examined the patient shortly before 
the attack, was able to assure me that the heart was at that 
time normal and that the apex beat was then inside the 
nipple line. Within three days, therefore, this man’s heart 
had rapidly dilated ; the left ventricle had expanded as 
shown by the situation of the apex beat, and the right had 
dilated as indicated by the epigastric pulsation, while the 
widely distributed systolic murmur was additional evidence 
of an increasing enfeeblement of the myocardium generally. 

The patient's condition was sufficient to cause anxiety on 
account of the recurrent vomiting and the supervention of 
cyanosis upon pallor. Later on. during the evening of my 
visit, perspiration broke forth. Shortly after this the patient 
sat up in bed, and said now that he had began to sweat he 
knew from past experience he would soon be better. His 
expectations were confirmed, but not until another experi¬ 
ence of previous attaoks had become realised in the advent 
of pain located over the manubrium sterni and base of the 
heart, attended by a sense of great difficulty of breathing as 
■the beat of the heart slackened and the pulse-rate fell. 


Having this presage of recovery the patient had on the 
whole a comfortable night. 

Next morning the pulse had fallen to 74, epigastric 
pulsation had disappeared, the systolic murmur was in¬ 
audible, and the apex beat had slightly receded. The rapid 
decline of the tachycardia and disappearance of the physical 
signs of cardiac dilatation upon the outbreak of spontaneous 
perspiration are the main features in the case. It is not 
unusual for tachycardia to suddenly cease. This has been 
known to occur, for example, after the emission of a large 
quantity of urine. 

We searched for an exciting cause of the attack of tachy¬ 
cardia in our patient, but without success. The illness came 
with a vomiting, and it disappeared with a perspiration ; for 
two days the perspiration continued. The thyroid gland was 
normal, so that tbe influence of an internal secretion from 
this gland can be ignored. The view we took at the time 
was that the attack was one of central origin and due either 
to loss of vagal control or to increased discharge from the 
accelerator nerve centres. There was nothing to indicate 
that the attack was consequent upon any primary derange¬ 
ment of cardiac ganglia, for although several of the pulse 
beats failed to reach the wrist this circumstance did not 
seem to point to extra-auricular systoles so much as to 
failure of the driving power of the left ventricle. The 
bundle of His when it has undergone fibrosis is said to 
cause tachycardia; so, too, does arterio-sclerosis of the 
cardiac coronary arteries, but the rapidity with which the 
symptoms and physical signs disappeared, also the outbreak 
of spontaneous perspiration, point to functional derangement 
of the central nervous system. I have seen tachycardia 
cause death through myocardial and general exhaustion. In 
our patient there was never any of the sense of dread or 
distress which are sometimes observed in angina pectoris. 

Newcastle-upon-Tyne. 


SSUbical Societies. 


ROYAL SOCIETY OF MEDICINE. 

SECTION OF SURGERY. 

Treatment of Convaletoent Soldiers by Physiaal Meant. 

A meeting of this section was held on July 21st, Sir 
Rickman Godlek, K.C.V.O., being in the chair. 

Sir Rickman Godlek announced that Sir Alfred Keogh, 
Director-General, had written expressing his regret that he 
could not be present, as he had hoped, and stating that 
General M. W. Russell was representing him at the meeting. 
Sir Rickman Godlee extended the welcome of the society 
to the staffs of the medical services of the tour colonial 
contingents, and invited them and any other visitors to take, 
part in the discussion should they so desire. 

Major Tait McKenzie, R.A.M.C., read a paper on the 
Treatment of Convalescent Soldiers by Physical Means. He 
said the military general hospital was very much like a 
general post-office in one respect, for in the latter the material 
was sorted out into first-class, second-class, and third-class 
matter. The first-class matter in these hospitals was 
distributed to various hospitals for operation or other treat¬ 
ment, and usually found its way back into Lite firing line 
within a month or so of the commencement of the disability. 
It was usual for the second-class matter to stay a little 
longer in a convalescent hospital, but most of these patients 
were back at the front in the course of Six or eight weeks. 
But there remained the third-class matter, which was not 
brought back by these two processes. At the beginning of 
the war this material accumulated in various depots and 
became an increasing encumbrance to the military autho¬ 
rities. It was to provide for this class of case, which could 
not be brought back in a few days or weeks or within six 
months, that the “ Command Depot ” was established. Hisown 
experience was obtained at the Heaton Park Depot. In the 
first year of the war so many urgent matters required attention 
that the Director-General was unable to provide for the situa¬ 
tion until the Command DepOt was established for the recep¬ 
tion of the more prolonged cases. This convalescent hospital 
was under the Royal Army Medical Corps, and a limit of 
six months was placed on the time necessary to treat the 
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cases. The prime objeot of the Command Depot was to 
return the patients to active service. If that could not 
be done, the next best thing was to get them fit to serve on 
lines of communication abroad. Failing even that, they 
aimed at getting the men into some sedentary work which 
was useful to the Army at home. If none of these purposes 
oould be accomplished in the case of any patients, then the 
object was to remove them from the Army as soon as 
possible. The sources from which the men in the Command 
Depots came were various, and included convalescent hos¬ 
pitals and the depots of various regiments, and the kind 
of case varied with the source. There were a very large 
number of nerve cases ; men suffering from various forms of 
shock, cases which were tremulous, which stammered, 
which had either diminished or increased sensitive¬ 
ness ; those who suffered from breathlessness and 
from rapid and dilated hearts owing to over-exertion. 
There were also many cases of supposed rheumatism and of 
real rheumatism, cases suffering from the after-effects of gas 
(bronchitis and asthma), and patients with debility following 
the serious dysentery which was prevalent at Gallipoli, 
enteric, and malaria. In the depot to which he was attached 
there was also a constant stream of wounded, men who had 
been shot in every conceivable part of the body, and those 
suffering from contractures, stiff joints, and very painful 
scars. There were usually 2000 or 4000 cases in each depot, 
and the treatment carried out was largely that which came 
under the heading of physical therapy. This included elec¬ 
tricity, hydrotherapy, radiant: heat, massage, passive exer¬ 
cise, mechano-therapy, and progressive physical training. 
It did not follow that because a case was having massage it 
should also have passive movement or active exercises. If 
the scar-tissue were not properly organised these movements 
were liable to break it down again, the inflammatory process 
might be renewed, and the last state of such a patient would 
be worse than the first. The electrical equipment consisted 
of the three forms of current usually supplied by the polystat. 
The faradic was mostly used in the diagnosis of nerve 
injury, for the treatment of functional heart trouble, and to 
stimulate wasted muscles. By the employment of the con¬ 
denser the current was rhythmically interrupted and its 
intensity varied, and in cases which did not permit of move¬ 
ments being carried out it formed a good substitute for them. 
Arm and leg baths through which the galvanic current was 
passed were found useful for weakened limbs, for some cases 
of frost bite, general conditions of impaired circulation, and 
for the softening of scar-tissue by ionising with sodium 
chloride and iodide of potassium. The less irritating sinu¬ 
soidal current was of value in maintaining nutrition of 
muscles whose nerve-supply was defective. The electrodes 
used were copper-wire mesh, adjusted to fit the thigh, leg, or 
other special region, the electrode being covered with felt. 
Naturally, when dealing with such large numbers of men, 
the prescriptions were carried out, more or less, in classes, 
and every care was taken to supervise their operation, other¬ 
wise the effort was wasted. With the help of the Committee 
on Balneology of the Royal Society of Medic ne the oulinary 
hat had been converted into an ideal hydrotherapy establish¬ 
ment. The hot or cold stimulating douche had been useful 
not only in treatment but also in diagnosis of the real 
nature of cases of supposed rheumatism. The serious 
cases of rheumatism were treated in the sub-thermal 
tub bath, the 20 minutes' immersion in this at a tempera¬ 
ture of 94° F being followed by general massage. The 
large pool bath, capable of immersing up to their necks 
12 men at a time, was kept at a temperature of 94°. The 
stay was one hour on each occasion. Cases of shock and 
disordered heart were given this bath as a routine measure. 
For patients with painful scars or frost-bitten feet, a whirl¬ 
pool bath, in which the water was kept violently agitated, 
was given at a temperature of 110°. For painful* limbs the 
urging of compressed air into the stream provided a comfort¬ 
ing effervescent envelope. Twenty minutes of this produced 
a flushing with blood, the circulation remained enhanced for 
hours, and the patients experienced a definite sense of relief 
It also constituted an excellent preparatory course for 
message and manipulation. When it was not desirable 
for the scar to be softened dry heat was applied by means of 
radiant-light baths. The Aimeric-Paget Massage Corps had 
supplied trained masseuses and each operator could treat 
20 cases daily. Recently the massage staff had been 
strengthened by the addition of the first graduates from 


St. Dunstan’s who had been blinded in action. Only those 
who had been carefully trained should be allowed to carry 
out this important work. As massage progressed it was 
supplemented by passive manipulation. The necessary 
re-education of affected muscles and joints was, to a 
large extent, accomplished by arranging tasks of pro¬ 
gressive difficulty. At his depot specially designed 
weight-and-pulley machines were in use for this purpose. 
Later free gymnastics threw the patient more on his own 
resources. Men at this stage were joined by those suffering 
from shell-shock, those able to do only very light exercises, 
and debilitated convalescents from enteric or dysentery. 
These progressed together to the stage, if possible, of full 
physical training. Not more than 30 per cent, of the cases 
of disordered heart's actiou could be brought back to class 
A, as arduous work brought about a relapse in most of them. 
And the bronchitis which had been started by exposure to 
gas was frequently reawakened by a forced effort to run and 
jump. The orthopmdic, the puzzling nerve conditions, and 
other obscure cases could now be referred to the established 
special hospitals. The results obtained in the Command 
Depots fully justified their establishment.’ At Heaton Park, 
half the patients had been rendered again fit for active 
service and had rejoined their units in the fighting line ; 
12 per cent, had been sent to the lines of communication 
abroad, 12 per cent, to useful sedentary work at home, 
while the remaining 28 per cent, had been discharged as 
“ permanently unfit.” The eight Command Depots had, since 
their establishment, returned a full Army division to the 
fighting line. The average time these men were under 
treatment had been less than three months, and many of 
the cases which could not be restored to category ‘A” yet 
had their opportunities for a useful career in civil life greatly 
increased by the treatment. Major McKenzie finally 
expressed his indebtedness for help rendered to him by 
his assistants 

Lieutenant-Colonel R. J. Morris (of the Command Depot, 
Ripon. and of Harrogate) pointed out that Professor Ling, 
more than a century ago, coordinated and elaborated physical 
exercises as a definite treatment of suitable conditions. These 
remedial exercises were divisible into active, passive, and 
duplicated. In the last of these the work was partially done 
by the patient, another person providing the resistance. In 
his experience at Ripon the physical means had proved to be 
the most efficacious. Since November, 1915, over 76 per cent, 
of the men in his depot had been returned to service. 
The physical means used there were massage, remedial 
gymnastics without apparatus (conducted by experienced 
masseurs and masseuses), exercises with apparatus (such as 
fixed bicycle exercises, rowing machines, grip dumb-bells, 
graduated weights), and stimulation of nerves and muscles 
by galvanic and faradic currents rhythmically interrupted 
and reversed, on the Bergonif: system. This latter was par¬ 
ticularly useful on account of the trophic effect of impulses 
passing through the motor nerves. When the patients were 
able to endure more strenuous exercises members of the Army 
gymnastic staff from Aldershot took them in hand, under the 
supervision of a commissioned officer in that service. Owing 
to the mental condition of the patients, due to their expe¬ 
riences, the work called for much patience. Many cases 
were sent much too late. He considered that Command 
Depots were excellent institutions, and even better results 
would be obtained by them when they were more generally 
known among the authorities who were responsible for 
sending the cases. 

Dr. W. Bkzi.y Thorne recommended mineralised 
baths for irritable heart and rheumatism. He had had 
cases of trench rheumatism scarcely able to move after treat¬ 
ment by radiant heat, massage, and the internal administra¬ 
tion of salicylates who yet were placed entirely on their feet 
by means of mineralised baths and exercises, especially if 
instead of drying the patient after taking the bath he were 
allowed to dry gradually in his blanket. He gave some 
instances of successful results thus obtained. In cases of 
irritable heart and muscular tremors care should be taken to 
avoid long immersions. 

Dr. R Fortescue Fox thought the reports of the work 
by Colonel Morris and Major McKenzie most opportune, 
and the whirlpool baths were a new feature, so that 
nothing very dogmatic could yet bo said about them ; but 
there was every reason to consider that at high temperatures 
and for long periods they materially assisted the moving of 
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immobilised limbs. He emphasised the importance ot 
actively insisting on mensuration in these cases periodically 
from the commencement, as it would greatly aid a satisfactory 
solution of this difficult question. The Balneological Committee 
of the Society considered it very advisable to have, in all 
places where physical means were employed for wounded 
soldiers, a uniform system of record, so that the oppor¬ 
tunities for study and the advance of medical knowledge 
furnished by the war should not be neglected. 

Colonel Rodd (Canadian Hospital, Ramsgate) said that at 
his depot at Ramsgate' practically the same classes of cases 
were seen as Major McKenzie had described, though mostly 
at a rather earlier stage. As in all other departments of 
medicine, the important matter was the diagnosis, and at 
Ramsgate a special medical board paid particular attention 
to this. In six weeks quite a considerable number of 
myopathic and neurasthenic cases were found to have tertiary 
syphilis, and the recognition of this and the immediate 
application of appropriate treatment soon resulted in those 
men being back in the firing line. The apparatus used at 
the depot had been constructed very cheaply, and was quite 
efficient for the purpose. He described the method of 
graduation towards fitness which was carried out, ending 
with instructors who took the men on route marches and 
others who had charge of them on the playgrounds, the men 
being required to spend two hours per day at play of some 
kind. They could not work at the light duties allotted to 
them more than four hours per diem, and they must not 
work less than two hours. This.limitation was necessary, as 
some of the more eager were willing to put in eight hours 
daily. A series of periodic checks by medical officers were 
carried out to ensure that patients, while not being over¬ 
taxed, were making the best possible progress towards 
recovery. 

Dr. E. P. Cumberbatch thought the subject of the treat¬ 
ment of injuries and wounds inflicted in war had received 
only small attention in Major McKenzie’s address, for he 
made no mention of treatment by those most important 
electrical methods diathermy and the high-frequency current. 
He wished briefly to refer to what Major McKenzie spoke 
of as "third-class material”—i.e., cases of paralysis of 
muscles and nerves which would be left after the war had 
concluded. These could be appropriately called fourth-class 
material. In the electrical department at St. Bartholo¬ 
mew’s Hospital he was seeing cases which had been dis¬ 
charged from the Army and were attending for further 
treatment of paralyses due to nerve injuries received 
earlier in the war. Cases which had had injuries to nerve 
trunks would, even under the best treatment, require atten¬ 
tion for 18 months or longer before the return of some 
degree of power, and he considered that the best treatment 
of such cases was by baths supplied with the rhythmically 
varying sinusoidal current. In his department at the hos¬ 
pital a series of such baths had been in operation for nine 
years, and the results in the treatment of cases of paralysis 
following nerve injuries and diseases of nerves were 
uniformly good. 

Major W. J. TURRELL (Oxford) said it had been most 
interesting to him to hear Major McKenzie’s paper, as it 
treated the subject from the general standpoint of physical 
therapy, which included many subsections that often were not 
correlated. The present contribution scarcely exhausted 
the possibilities of modern electro-therapy. A most impor¬ 
tant method of treatment was by diathermy. When a 
continuous current was interrupted muscular contractions 
ensued but when their frequency exceeded 500 per second 
no visible contraction occurred and the patient was not 
conscious of any sensation. From the ordinary high- 
frequency current benefit had been derived for a great many 
years. The whirlpool bath and various forms of hot bath 
affected the surface of the body or limb only, whereas in 
diathermy the current proceeded direct through the tissues 
intervening between the two electrodes, and the beneficial 
current could be brought to bear on any part of the system 
That was surely a great advance, and it had been very 
efficacious for frost-bite and for the relief of acute pain. It 
was perfectly safe to use and it suitably warmed up tissues 
as a preliminary to massage. He quoted figures from his 
technical department at Radcliffe Infirmary. Oxford, and 
proceeded to point out the advantages, in certain cases, of 
the static machine, the violent contractions so produced 
constituting an efficient auto-massage of the muscles ; it also 


cleared up joint effusions and phlebitis and liberated fibrous 
adhesions. The Bergonifi system was also useful for the 
same kind of case. These further developments of electrical 
methods were well worthy of consideration in the treatment 
of wounded soldiers 

Dr. W. Gordon (Exeter) said the Command Depdts had 
been long hoped for. There were a deplorable number of 
cases which had been transferred from one place to 
another until the stage at which most good could 
have been accomplished had passed. He had great 
faith in treatment of some forms of injury by means of hot 
sand ; some cases derived more benefit from that than from 
the application of radiant light or heat. With regard to 
the use of mineralised water for remedial baths he was told 
at a large establishment in the north of Paris that it was of 
no consequence whether the water was sulphurated or not. 
He agreed as to the benefits of employing a proper periodic 
system of mensuration. It assisted in accurate diagnosis, 
ensured that the best treatment was being applied at each 
stage, and enabled one to confidently apply the right method 
to each class of case owing to the results already obtained 
in similar ones. He did not favour too great an economy in 
the setting up of the necessary apparatus. 

Dr. R. Ackerley (Llandrindod Wells) said he had been 
treating cases of injury and nervous disease by physical 
means for more than 20 years, and in his view the great 
object to aim at was to overcome defects of circulation by 
producing active congestion in the affected part. If the patient 
was to be spared pain one must begin with passive movements ; 
active movements should not be the first stage. The presence 
of pain was sometimes the only obstacle to movement, and 
this pain must be removed in the best way. Some cases 
were successfully treated up to the point of taking short 
walks, and he suggested that such cases should be sent to 
places where they could have Swedish exercises and then be 
trained to march with their full pack. 

Major McKenzie briefly replied. He said that they had 
not facilities in the Command Depots for mineralising the 
baths ; reliance was placed on the temperature. The benefits 
obtainable from the high-frequency current were still so 
much a matter of dispute that it was questionable whether it 
was justifiable to instal an expensive apparatus for that form. 
The Bergonifi system was in full operation at Ripon under 
Lieutenant-Colonel Morris. 


SECTION OF DERMATOLOGY. 

Exhibition of Cases. 

A meeting of this section was held on July 20th, Dr. J. H. 
Stowers, the President, being in the chair, when the 
following cases were shown :— 

Dr. E. G. Graham Little: 1. Xanthoma Tuberosum. 
Lesions commenced on the right elbow two years ago, since 
when they have appeared on the left elbow, knees, and in the 
sacral region. The urine was natural ; nothing else abnormal 
was discovered, and no other member of the family was 
affected. 2. Acne Urticata of Kaposi. The lesions appeared 
as diminutive papules resembling millet seeds in the skin. 
The itching was intense, which made the patient scratch and 
pick the seed-like bodies out. Excoriations and bullie 
resulted. When certain lesions had healed others reappeared 
in the same situation. The extremities and not the face 
were involved. —Most of the members thought the case was 
either one of lichen planus with bullous lesions or dermatitis 

herpetiformis.-3. Urticaria Pigmentosa in a male aged 34. 

The patient had had the condition for 17 years. 

The President : Lupus Vulgaris in a female aged 19. The 
initial lesion was a small ulcer in the mouth which first 
appeared in 1912. Since then lupus nodules had appeared 
on the skin around the mouth, other ulcers in the mouth, 
and tuberculous adenitis in the neck had also supervened. 
The right cheek was now much swollen owing to the presence 
of a dense infiltrated mass of tuberculous tissue. Although 
most of the recognised forms of treatment, including X rays 
and Finsen light, had been frequently applied, the patient’s 
present condition had not materially improved. 

Dr. G. PERNET : Dermatitis Herpetiformis in a small boy 
aged 5. The patient had had several recurrences since the 
disease first started two years ago. The trunk, front and 
back, was involved, but there was no pruritus. 

Dr. W. Knowsley Sibley : 1. Urticaria Pigmentosa in a 
man aged 19. The duration was only two months, and 
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the patient did not complain of itching. 2. Naevus with 
Ulceration. The patient was a man. aged about 20, with a 
congenital ntevus and partial gigantism of the region of the 
right knee-joint. In connexion with the nsevns were 
patches of* ulceration and pigmentation.—Dr. F. Parkes 
Weber considered the case to be one of multiple pigmentary 

sarcoma of Kaposi.-3. Case for diagnosis. Patient had had 

for 12 years on hands, knees, and ankles lesions closely 
resembling lichen planus. There were other lesions which 
were raised, hard, and not unlike warts. — Dr. H. G. Adamson 
pointed out that similar cases had been described in 
America under the name of lichen obtusus corneus. 


MEDICO-PSYCHOLOGICAL ASSOCIATION 
OF GREAT BRITAIN AND IRELAND. 


Mental Disabilities for War Service. 

The seventy-fifth annual meeting of this Association was 
held at the rooms of the Medical Society, C hand os-street, 
London, W., on July 27th, Lieutenant-Colonel David G. 
Thomson, the President, beiDg in the chair 

Sir George Savage read a paper entitled, “Mental 
Disabilities for War Service.” He said that though he did 
not wish in any way to protect shirkers, he wanted to avoid 
sending into the Army mun who were almost certain to 
break down under training, or when they arrived at the 
front. He had met many doctors who acted on the idea of 
giving the men a chance. He granted that sometimes a 
complete change in mode of life might convert a hypo¬ 
chondriac into a useful worker, but in taking a risk one must 
see on whom the risk fell. He saw at one hospital numbers 
of men who ought never to have been accepted, men who 
involved much trouble and anxiety, as well as cost to the 
nation. He had been consulted by many former patients 
and their relatives as to their fitness for military service. 
When men had had at least one attack of insanity heredi¬ 
tary predisposition must influence judgment of the case. It 
was his practice to oppose the enlistment for active service 
of any young man with a direct insane inheritance who had 
had one marked attack of mental disorder within a few 
years of this date, if such disorder had needed detention. 
Some of these men were quite suitable for home or munition 
work. In these cases the previous breakdown was usually 
unknown to the man’s employers or associates, who therefore 
dubbed him a shirker or a coward. He had seen several 
people who were becoming unstable because they had been 
made keenly to feel the mistrust of other people ; in some it 
seemed a lesser danger to allow them to enlist on account of 
the fear, otherwise, of their developing delusions. In some 
the struggle to decide as to what was their duty had led to 
various forms of functional mental disorder. One case 
formerly seen for adolescent mental weakness, with inability 
to concentrate in training for a profession, experienced a 
return of the old symptoms when the question of enlist¬ 
ment arose. There had also been a recurrence of sym¬ 
ptoms of mental disorder in so-called shock cases, and 
his opinion was that none of these cases should be allowed 
to return to duty under six months. A class of case which 
he usually allowed to run the risk of enlisting was that in 
which the young man had shown, earlier in life, a great 
weakness for lying and pilfering, for which no treatment 
seemed to do good. It was possible such men might make 
good fighters. It was interesting to recognise a form of 
functional epilepsy which might follow shock or injury. He 
had seen men, who, as the result of psychic strain or shock, 
lost consciousness for short periods, and though when removed 
from the strain they recovered, yet they relapsed when sent 
back to duty. He was confirmed in his opposition to the 
enlistment of inveterate somnambulists. His experience had 
included some peculiar cases of obsession. One case was 
that of a manufacturer who since a railway accident in 
which he happened to be had never travelled in a train 
and had a dread of doing so. His mother was in 
an asylum, and the speaker opposed his enlistment. A 
large and important class was the syphilitic, including 
the general paralytic, the ataxic, and some para-syphilitic 
cases. Very many cases of early general paralysis 
had occurred in the Army, and the anxious life was well 
calculated to start the more active symptoms. No man with 
a clear history of nerve degenerative symptoms related to 
syphilis should be allowed to enter the Army, but in some 


of the cases the symptoms were recent, and these, after suit¬ 
able treatment, might be allowed to enter the service. 

Dr. Percy Smith said that he had met with a number of 
cases similar to those spoken of by Sir George Savage. 
Patients with whom he had come into contact, perhaps 
years before, had come recently to learn the right course 
for them to follow. In some worry about the war and the 
new requirements had brought a return of their former 
symptoms, and in most of them he did not hesitate to say 
the men ought to be exempted. Medical officers of the Army 
who did not know the history of the man, and might not 
have had any special knowledge of mental disorder, did not 
recognise that men who looked physically fit might yet be 
very unfit for the Army, because they would soon break down 
under its ritual. Certainly no case of epilepsy ought to be 
allowed to enter the Army. Some had got in, and had been 
made much worse. He detailed several cases in his own 
experience. One man, aged 45, who had always been 
neurotic, joined the Anti-Aircraft Company, and was put on 
to search-light duty,, with the result that he had acute 
insomnia, great depression, and a suicidal tendency. A 
youDg man, aged 23, whose father was insane, was given 
a commission, and only a w*eek afterwards he broke down 
and attempted suicide. Yet he had been refused permission 
to declare sick. His depression was followed by acute 
delirium. Some cases had suffered severe strain by the 
feeling that they were not doing their share, yet they were 
mainly manifestly unfit. 

Dr. G. E. Shuttleworth said that daring the course of 
the war he had seen some men who were originally feeble¬ 
minded boys, and were now brought to him with the view 
of being certified as unfit for military service. He did not 
so certify them straight away on that mere fact, because in 
the South African War some reputedly feeble-minded boya 
made, when they grew up, very good soldiers. He was 
acquainted with the figures for the special schools in 
London and Birmingham, and in 1915 it was reported that 
70 had joined from the London schools and 100 from Bir¬ 
mingham. There was something to be said in favour of insti¬ 
tutional children, because they had had a good deal of drill 
and were prompt in carrying out commands ; moreover, the 
Army discipline was likely to do much to keep them straight, 
if they had sufficient nerve force to stand the incidental 
shocks and strains. Careful judgment was required in 
regard to the anxious patients in better social positions. 
He had had one or two cases of moral imbecility. These 
were interesting, but very difficult to group. One boy 
developed, at puberty, a great leaning to lying and stealing, 
though he had been very straightly brought up. He 
enlisted, and in Flanders was constantly in trouble. Dr. 
Shuttleworth said that he wrote to the officer, giving a 
history of the boy, and the result was that he was dis¬ 
charged. He had had his measure of punishments, but there 
was no benefit. 

Dr. Seymour Tuke said it had probably fallen to the 
lot of most of the members to be called upon to certify 
as to the fitness or otherwise from the mental point of 
view of men to join the Army. He recently had had 
much trouble with a family which had an extraordinary 
history on the mental side, and as the member of it 
who came to him about an exemption certificate had 
suffered much from insomnia and quite lost himself when he 
was worried, he did not hesitate to certify him as unfit for 
the Array, though he was able to follow a quiet occupation 
for his living. Those who had a pronounced neurotic history 
should be treated with suspicion. One such man was in the 
South African War, and on his return he developed such a 
ready speech that he was put on to recruiting. During this 
work he became increasingly excited and was now the 
subject of subacute mania. There was an old history of 
tubercle, otherwise he was a strong man. 

The President considered the subject an interesting and 
difficult one, and one on which it was not easy to lay down 
definite principles. Those in charge of war hospitals saw 
the results of admitting persons to the Army who had 
suffered mentally, or who at least were potential lunatics. 
Yet when asylums had to be vacated in order to make room 
for war cases there was difficulty in finding room for ail 
the insane patients, and where there was any doubt the 
patients were set at liberty. Some of these joined the 
Army, and a number had written asking how their old friends 
in the asylum were now. 
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The Diseases of Women. 

By Sir John Bland-Sutton, F. II.C. S. Eng.. LL. D., Surgeon 
to the Middlesex Hospital; and Arthur E. Giles, M.D., 
B.Sc. Lond., F.R.C.S. Edin., Senior Surgeon to theChelsea 
Hospital for Women, and Gynecologist to the Tottenham 
Hospital. Seventh edition. With 150 illustrations. London: 
William Heinemann. 1916. Pp. 571. Price 15s. net. 

In the seventh edition of this manual the text has been 
thoroughly revised and the subject matter rearranged. The 
authors have departed from the anatomical system of 
classifying diseases and have adopted a pathological system. 
As they point out in dealing with malformations, displace¬ 
ments, and infections which are liable to affect several 
portions or the whole of the pelvic organs, it is evident that 
the anatomical classification must lead to confusion, whereas 
the pathological classification enables the student to obtain 
a much clearer view of the sequence of the lesions involved. 
The result of this change is to give the book many new 
features and undoubtedly to increase its value. The general 
size and form of the book have also been altered for the 
better. The diagnosis of the various pelvic affections, their 
treatment, both medicinal and operative, and their 
prognosis, are all considered in separate sections; this saves 
a good deal of repetition and should prove useful to the 
student. The statistics given of the results of abdominal 
operations on the female pelvic organs at the Chelsea 
Hospital for Women are very interesting, comprising as they 
do 3483 cases with 71 deaths, or an average mortality of 
only 2 03 per cent. 

The section on ectopic gestation is also most interesting. 
We notice, however, that the authors still consider that the 
blood in a tubal mole lies between the chorion and the 
amnion rather than in the chorio-decidual space, and in their 
series the frequency of cases of tubal moles to tubal rupture 
is in the proportion of 1 to 4. a figure which differs very 
markedly from that given by most authorities. In the 
section on fibrosis uteri no mention is made of the important 
work of Briggs and Hendry, which seems to show that it is 
extremely doubtful if there is any causal relationship at all 
between this condition and severe uterine hemorrhage. 
The only treatment suggested is hysterectomy, and the 
good results which have followed the intra-uterine appli¬ 
cation of radium are entirely ignored. The description 
given of the extended abdominal hysterectomy, generally 
known as Wcrtheirn’s operation, is not full enough and 
would be of little assistance to anyone practising this 
operation for the first time. We are told that the 
operative mortality is very high and that no reliable returns 
concerning the remote results are at present available. 
But the authors can hardly be unacquainted with the very 
full and careful results published by Wertheim himself, and 
we must therefore conclude that they consider these statistics 
unreliable. We doubt, however, if this opinion is held by 
other gynecologists who have studied these important results. 
The practice of introducing two fingers into the rectum in 
performing the operation of perineorrhaphy, illustrated in 
Figs. 135 and 138, is not only quite unnecessary, but a most 
septic and undesirable procedure. 

We have called attention to some minor blemishes in 
what is in general a very useful book for the student and 
practitioner, and one possessing marked originality. The 
illustrations are good and well reproduced. 


American Scwcracje Practice. 

By Leonard Metcalf and Harrison P. Heddy. London 
and New York: McGraw-Hill Book Company. Vol. I., 
pp. 747; Vol.II., pp.564 ; Vol. III.,pp. 851. Price25s. each. 

The authors have divided their snbject into three sections, 
a volume being devoted to each as follows: Vol. I.. Design 
of Sewers; Vol. II., Construction of Sewers; and Vol. III., 
Disposal of Sewage. As the general title implies, the ground 
covered deals with American practice in this branch of 
engineering, but, as a matter of fact, the authors include 
copious references to the practices of other countries, notably 
England, France, and Germany. The book possesses, 


therefore, a more than local value, and it presents a very autho¬ 
ritative statement on the technique of sewage. The broad 
generalities of the problem are well brought out and the 
volumes make a comprehensive contribution to our knowledge. 
Apart from a historical introduction, Vols. I. and II. are con¬ 
cerned in a full description of the engineering aspects of ihe 
question. The firstchapterin Vol. I. is very interesting reading, 
and amounts to a historic account of the growth of sewerage 
schemes, in which the authors draw attention to the lessons 
taught by early sewerage works. In this leference they give 
an account of the development of the water-carriage system 
at present in use in the metropolis engineered by Sir Joseph 
Bazalgette in 1855, soon after the cholera, epidemics. Paris 
also, it is interesting to recall, inaugurated a sewerage system 
after a severe cholera epidemic in 1832. Many advances 
have since been made in the ultimate treatment and disposal 
of sewage, and this is the subject of Vol. III. Here we 
find the chemical and biological methods of purification 
adequately described, and we know of no more thorough 
survey of the subject in the light of recent developments. 
These three volumes will be a very valuable source of refer¬ 
ence to engineers, chemists, and all students anxious to be 
familiar with the world’s methods of engineering, treating, 
and purifying sewage. 


LIBRARY TABLE. 

The Essentials of Bistoloyy (Descriptive and Practical) for 
the Use of Students. By Sir Edward A. Schafer, M.D., 
Sc.D., LL.D., F.R.S., Professor of Physiology in the Uni¬ 
versity of Edinburgh. Tenth edition. London : Longmans, 
Green, and Co. 1916. Pp. 563. Price 10s. 6a'. net.—The 
tenth has followed the ninth edition of this useful manual 
within little more than two years, in spite of the increasing 
dearth of medical students. The text has been revised 
without any notable alterations, and many illustrations have 
been added, the majority being photographs of microscopic 
preparations. The endocrine glands, as we should expect 
from the author, have been specially generously treated. We 
repeat again here the complaint that not all the sections 
have a note of the scale of magnification. The addition of 
this to each illustration and of the method of staining 
adopted would materially add to the value of the book 
without increasing its size. The present-day student is 
fortunate to possess such a manual as this, complete in 
essentials and attractive in form. 

Measures for Avoidance and Extermination of Flies , 
Mosquitoes. Lice, and other Vermin. By H. Maxwell- 
Lbfroy, M.A., F Z.S., Professor of Entomology, Inqierial 
College of Science and Technology ; late Imperial Ento¬ 
mologist to the Government of India. Calcutta and Simla : 
Thacker, Spink, and Co. ; London : W. Thacker and Co. 
1916. Pp. 17. Price Is. net.—A second edition of Professor 
Lefroy’s useful pamphlet is welcome. It contains simple 
instructions for avoiding the attack of disease-carrying 
insects and for their extermination. The pamphlet was 
written in response to inquiries from doctors, nurses, and 
others as to how to protect themselves and those under their 
charge. The first edition was circulated privately last 
summer and enjoyed great popularity. 'Ihe present edition 
has been brought up to date with the help of the ento¬ 
mologists who have been working at the front and of 
investigations carried on during the winter at the Imperial 
College. Matter specially applicable to India has been 
added. The simple directions and modest price briDg the 
pamphlet within the reach of all. 

The Maintenance of Ifea tk in the Tropics. By W. J. 
Simpson, C.M.G., M.D Aberd , F.R.C.P. Lond., Professor 
of Hygiene and Public Health in the University of London. 
Second edition. London : John Bale. Sons, and Danielssnn, 
Limited. 1916. Pp 174 Price 3s 6 d. net—This little hand¬ 
book on the maintenance of health in the tropics was written 
more than ten years ago at the request of the Committee of 
the London School of Tropical Medicine, and describes in a 
simple and popular manner the measures of personal hygiene 
desirable for visitors or residents in the tropics. That Professor 
Simpson has gained his object is evidenced by the call for a 
second edition. The book has been brought up to date and 
the chapter on snakes revised by Colonel Alcock. No one 
should live in hot countries without taking to heart the 
lessons inculcated in this little book. 
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AN IMPROVED BED-REST. 

This improved form of bed-rest, combined with table and 
book-rest, which has already proved a great boon to wounded 
soldiers, has been brought to our notice by Mr. H. W. 
Husbands, M.R.C S. Eng., L.R.C.P. Bond. As will be seen 
from the illustration, the apparatus is of the folding type, and 
is very light to handle, weighing 8 or 9 lb. The book-rest E 
can be folded up and locked down on catch d when a table 



only is required, and a detached wooden table can be 
substituted for the canvas roller-table if necessary. The 
whole of the table and book-rest part of the apparatus can be 
folded out of the way when a bed-rest only is required. The 
advantages claimed for this bed-rest are : Firstly, there is no 
objectionable bottom crossbar at the lower end of the back, 
the only crossbar F being kept well behind, the patient being 
supported by the canvas back and cross webbing. Secondly, 
the extension of the canvas back J under the patient makes 
a comfortable support for his back ; should the patient be 
unable to raise himself to enable this extension piece to be 
passed under him, it can be turned back and buttoned 
securely out of the way. Thirdly, the canvas of the back 
and of the table can be easily removed for washing. 

The apparatus can be obtained from Mr. R. Brooks-King, 
Widecombe, Taunton, the price for the bed-rest alone being 
9,v.; bed-rest and table, 13*. 6d.; and bed-rest, table, and 
book-rest, 15*. 6d. _ 


A NEW APPARATUS FOR THE INTRATRACHEAL 
INSUFFLATION OF ETHER. 

It has been frequently urged that the outfit required for 
this valuable method of anaesthesia is too cumbersome and 
unnecessarily expensive, and it has long been my feeling 
that both these objections ought to be overcome. The 
apparatus described here is a further attempt (vide The 
Lancet, July 11th, 1914) to meet this criticism ; the design 
was roughly sketched and placed before Messrs. Mayer and 
Meltzer in 1914, but for various reasons execution was deferred 
until last year, and the finished model was shown before the 


Section of Anaesthetics of the Royal Society of Medicine 
on April 14th la9t. The idea underlying the apparatus is 
that ether drips from a container (b) into a central chamber, 
through which passes the air current (a) from the motor 
or foot bellows, and is there vapourised, partly by this means 
and partly by the heat imparted by an encircling hot-water 
jacket. The tap c regulates the flow of ether, which can be 
delivered in drops or in a continuous stream. The tube G. 
connecting the ether container and the vapourising chamber, 
equalises the pressure on the upper and lower surfaces of the 
ether, and regular dropping is ensured. During amesthesia 
the tap of the equalising tube must be kept open, but if the 
container needs refilling during an administration this tap 
must be first closed before the bung of filling funnel (P) is 
removed, and kept closed until p has been replaced. At the 
end of amesthesia the container can be emptied by means of 
a tap (not shown). K is the safety valve I the manometer, 
and L the tap on the exit tube for reducing pressure. The 
hot-water jacket is filled at N, and emptied bv opening o. 
The thermometer, H. should register 110° to 120° F., accord¬ 
ing to the temperature of the room and the nature of the 
operation. A Y-piece provided with a tap is fixed in the 
tubing from the motor for attachment to an oxygen cylinder. 



The hot-water jacket stands in a non-conducting cover. The 
apparatus is simple and compact; it weighs 5£ lb. and 
measures 84 X 4£ X 12 inches. The arrangement of the 
motor and foot bellows is practically the same as that 
previously described (vide supra). 

Messrs. Mayer and Meltzer, Great Portland-street, W.. have 
made the apparatus with their usual care and skill. 

Francis E. Shipway, M.D. Cantab. 

Queen Anne-street, W. 


Sphagnum Moss Dressings in Ireland.—A 
Dublin correspondent writes :—“ When the Irish War 
Hospitals Supply Depot started its work in November, 1915, 
at 40, Merrion-square, Dublin, the entire control of sphag¬ 
num moss was handed over to the Royal College of Science 
Detachment of the St. John Ambulance Brigade, which has 
since organised 25 sub-depots throughout Ireland with the help 
of advice from Colonel Cathcart. Some difficulty was at first 
experienced in getting the proper moss, but after sending 
correct samples to collectors an excellent supply was 
obtained, the quality of that coming from Galway, Mayo, 
and the King’s County being particularly good. * A com¬ 
mittee of the Royal College of Science Women’s Division 
manages the depOt, for which excellent work-rooms have 
been granted by the Department of Agriculture. During 
the last seven months sphagnum dressings have been 
turned out as follows : Simple dressings, 58,957 ; 
dysentery pads, 325; elbow and garden cushions, 1435; 
the latter being made from the inferior samples of moss. 
Eighty different hospitals have been supplied in England, 
Ireland, France, Belgium, Egypt, and Greece, and the requests 
for dressings are now so numerous that it has been found 


difficult to keep up with the demand. A special effort made 
during the past six weeks has resulted in an output of over 
20,000 dressings in June and over 16,000 for the first half of 
July. The War Office has requisitioned 5000 sublimated 
dressings each month, and this branch of the work is 
carried out at the premises of Messrs. Fannin in Grafton- 
street. The history of sphagnum moss as a dressing 
goes back to considerable antiquity. The following incident 
is recorded in Joyce’s ‘ Child’s History of Ireland.’ In the 
year 1014, when marching home after the battle of Clontarf, 
the Dalcassians were attacked by an old enemy, M’Gilla 
Patrick, a prince of Ossory. Their chief gave orders to 
place the wounded in safety in the rear, but they insisted on 
taking part in the fight. 4 Let stakes from the neighbouring 
wood be fixed in the grouud,’ said they, 4 and let us be tied 
to them for support, with swords in our hands, having our 
wounds bound up with moss, and let two unwounded men 
stand by each of us, on the right and on the left. Thus will 
we fight, and our companions will fight better for seeing us.’ 
It was done so, and when the Ossorians saw this they were 
struck with fear and pity, and refused point-blank to fight 
with such resolute and desperate men.” 







The Lancet,] 


THE LANCET GENERAL ADVERTISER 


[August 5, 1918 


PARKE, DAVIS & Co.’s PAGE. 


A CASE OF ARTHRITIS DEFORMANS TWO 
YEARS AFTER TREATMENT WITH 
RHEUMATISM PHYLACOGEN. 


Mrs. D., 43 years. Duration of disease, 15 years. There 
is no family history of rheumatism. 

The disease began with a tender swelling in one heel, 
intensely painful and with much redness, shortly after the 
birth of her second and last child. At intervals of from two 
to three weeks similar attacks occurred in her shoulders, 
wrists, knees, and other joints. In about a year the attacks 
became more frequent, but the pain was able to be relieved 
by medicine given her by her doctor, but all medication 
failed to stop the progressive nature of her complaint. The 
joints began to become permanently swollen and stiff till she 
could only get up and move about with great difficulty. 

During the summer months there was always some 
alleviation, but March was her worst time, the pain 
coming on worse in the evening, like very bad toothache, 
lasting through the night and becoming bearable in the 
morning, allowing her to attend to some household duties. 
This went on for several years, during which time besides 
medication she tried vapour baths and brine baths at 
Droitwich without any effect. She was also in the 
Cambridge Hospital for Special Diseases for some three 
weeks without any permanent benefit. About four years 
ago the patient got very much worse till nearly every joint 
in her body was affected, and she was never free from pain, 
with very bad sleepless nights. 

Two years ago, when treatment with Phylacogen was 1 
commenced, the picture was that of an advanced and very bad 
case of arthritis deformans. The patient suffered continually 
agonising pain, which distorted her features when she 
moved, could not bear the weight of her bed-clothes at night, 
could with difficulty and great pain just manage to shuffle a 
few inches at a time across the floor, even the thickness 
of the oil-cloth covering being an obstacle requiring the 
greatest care to negotiate. It took her quite three minutes 
to rise from or get down to a chair ; she could not raise her 
hands above the level of her chest, had to be carried up and 
down stairs, had not been out of doors, except in a bath-chair, 
for over two years, could do nothing to dressing or feeding 
herself, was very low-spirited, with no brighter outlook in 
life than the day when she should be confined to bed a 
helpless cripple. 

On examination nearly every joint in her body was involved, 
even to her lower jaw and neck, deformity and swelling were 
very marked, shoulder, elbows, hip-joints were very stiff, but 
not so deformed as the other extremity joints, the right wrist 
was completely ankylosed and left nearly so, subluxation of 
the proximal phalanges of the right hand was complete and 
the left nearly so, besides being pushed over so much to 
the ulnar side that the little finger was almost.at aright 
angle to its normal direction, all the joints were very much 
swollen and tender ; the knees were so much deformed that 
one could hardly be got past the other. The toes-were as 
bad as the fingers. Muscular wasting was very pronounced. 

Treatment began the beginning of February, 1914, with 
lc.c. Rheumatism Phylacogen, injected subcutaneously into 
the arm and repeated in 48 hours ; 2c.c. 48 hours after the 
second, also repeated in 48 hours, and so on, an increase of 
lc.c. after a repetition of the former quantity till lOc.c. 


were being given ; 6 or 7 doses of 10 c.c. were given. There 
was considerable reaction to the injections at first, each 
increase being followed by reaction, but not generally when 
a repeat dose was given. Shiverings and headache were the 
main symptoms, with a rapid pulse and sometimes small 
rises in temperature, the patient having to go to bed. These 
all passed off by the afternoon of the following day, when 
the patient usually felt some improvement over her previous 
condition. Considerable local swellings round the seat of 
injection occasionally occurred, but these were generally 
gone in 24 hours. 

The first effects of the injections were the diminution of 
pain and the absorption of the softer elements of the 
swellings in and about the joints. Bleep very soon became 
normal, and from a nervous wreck the patient became her 
former high-spirited self. In about three weeks she walked 
to the top of her street, a considerable climb, and the 
following Sunday walked to church, about 500 yards. 
Strength came back progressively till she could grasp 
firmly and without pain. Spells of damp weather and 
East winds bringing back pain and swelling in some of her 
joints, she had some more injections during the first 12 
months and a second course in January and February, 1915, 
somewhat like the first course, but reaching the maximum 
dose, 10c.c., more quickly. During May and October she 
had more doses of 5 to 10c.c. weekly, more as a prevention 
than really required by any set-back. 

In all the patient has had about 500 c.c. 

All pain and swelling has gone except in so far as the 
ends of the bones themselves are enlarged, but there are 
indications that these swellings are in course of modification 
and getting smaller. This is specially noticeable in the 
metacarpo-phalangeal joint of the left little finger. Before 
treatment the relative position of the ends of the bones could 
not be made out owing to the great swelling of the peri¬ 
articular tissues. This swelling has quite gone and the 
proximal end of the phalange is on the ulnar side of the 
metacarpal bone, quite half an inch from the end ; the ends 
of the bones are not increased and seem denuded of cartilage. 

For many years the patient had not been able to take off 
her wedding ring owing to the enlarged finger-joint, but 
within a few weeks after the commencement of treatment 
the ring came off without difficulty. 

The gradual onset, one joint becoming acutely inflamed, 
and then a period of quiescence, followed by an attack in a 
different joint, each succeeding attack being more severe 
and accompanied by rise in temperature and general dis¬ 
turbance, seems to point to a blood infection by some 
organism which had a selective preference for the joints, 
gradually weakening their resistive power till a general 
disease of the joints was set up. 

Another point of interest in this case was the constant and 
fairly severe reaction which followed each increase in the dose. 

The patient is now in excellent health and spirits, and 
within the past month she made the journey alone to 
Yorkshire, whither she went for a holiday. (June 30, 1916.) 


Other reports showing the value of Rheumatism Phylacogen 
in rheumatic conditions will be found in our booklet, 
“ Phylacogen Therapy,” a copy of which we shall be glad to 
send to any medical man on request, 

PARKE, DAYIS k Co. 
50, Beak Street, Regent Street, London, \V. 
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THE 

NESTA 

PATENT HYGIENIC SPRING MATTRESS 

IS THE ONLY MATTRESS 

THAT HOLDS 

THE CERTIFICATE OF THE INSTITUTE OF HYCIENE. 


THE “NESTA” IS AN OVERLAY MATTRESS 

■and is constructed in the latest and most approved principle ; the internal filling is composed, 
of specially tempered steel wire springs; before the springs are manufactured the wire is 
covered, hy our own machinery, with a white cotton moisture-proof braid which renders the 
springs not O'nly noiseless in action but at the same time rustproof—a sure preventive against 
the discomfort of broken springs. Each spring is secured to its neighbour, thus forming an 
entire surface of springs. The means of securing the springs is so ingenious that, whilst not 
one of the numerous springs can ever lose its original position, it is impossible for any one 
spring to interfere with the action of its neighbour; but, on the contrary, each spring assists 
those near it, thus preventing any undue strain cm any one or batch of springs. By varying 
the gauge of wire used, the “ Nesta" Mattress can be made to any required resiliency—from 
the luxurious softness of a down bed to the firmness of a good hair mattress. The internal 
spring filling is covered with calico, which is then upholstered in wool or hair according to 
the quolity. The “ Nesta ” Pillow, made on the same principle, will never lose its shape, and 
is a revelation of comfort to those who have only used the ordinary feather pillow. 


ENTIRELY BRITISH THROUGHODT. 



The “ NESTA” is made in all sizes and several qualities, including the “ PREMIER,” which is 
as light as an ordinary hair mattress. The “ COT ” Mattress is specially suitable for 
young growing children, and will recommend itself to all Medical Men. 


Sold by all high-class Furniture shops, or Catalogues , full particulars , 
and name of nearest Agent will be gladly sent on receipt of a card. 


“ NESTA,” LTD. ("a*), 60, Silver St., Edmonton, London, N. 
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THE LANCET. 


LONDON: SATURDAY, AUGUST 5, 1916. 


Provision for the War Cripple. 

In spite of the marvellous development of 
modem artillery and small arms for their work of 
destruction, the vast majority of wounds which 
they inflict are such as to enable the bearer to 
•return to his military duties within a longer or 
shorter time. In an address delivered at the 
Surgical Section of the Royal Society of Medicine, 
which we summarise in another column, Major 
Tait McKenzie, R.A.M.C., describes the various 
degrees of disability and what is the plan adopted 
for each, with particular reference to the class of 
•cases in which special, and in many instances pro¬ 
longed, treatment is required. In order to unload 
the military hospitals and to group these men where 
the personnel and paraphernalia for special treat¬ 
ment are conveniently accessible, Command Depots 
have now been established up and down the country, 
each containing 2000 or 4000 beds. Nine depots 
are at present in existence—at Seaford, Shoreham, 
Tipperary, Ballyvonare (Buttevant), Randalstown, 
Ripon North, Sutton Coldfield, Kinmel Park (Rhyl), 
and Heaton Park (Manchester). Major McKenzie 
gives an outline of the methods employed at 
one of these for relieving the stiffness of muscles 
and of joints, after the actual injury which 
caused them has healed, and in general for restor¬ 
ing to convalescence by appropriate means any 
physical disability, whether due to wounds or to the 
diseases incidental to service. As the methods have 
evolved and systematised, and as experience in 
selection of cases has grown, results are being 
obtained in this country comparable to those which 
have been claimed for similar methods in France, 1 
and a larger proportion of wounded men have 
returned to the front or have been retained for 
some less arduous form of military service. 

Unfortunately, when everything possible has been 
done for them, there remains a certain number of 
luckless ones whose disability is such as to incapaci¬ 
tate them from further service. From our Navy 
and Army, numbering millions, employed in every 
form of service in many parts of the world, a large 
quota of discharges on account of permanent 
disablement might well be expected. It is there¬ 
fore with a sense of relief that we note the 
actual figures quoted ' i a circular (No. 9) sent down 
by the War Pensions Statutory Committee to the 
Local Committees. From the beginning of the 
war up to May 31st, 1916, a period approaching 

1 The La'Ckt, March 25th, p. 691. 


two years, the total number of disabled sailors 
and soldiers discharged from all causes was 33,919. 
Of these, 1381 were eyesight cases, 2224 wounds 
of arm or leg necessitating amputation, 12,529 
wounds or injuries of limbs in which the limb 
could be retained, 2446 wounds and injuries to the 
head, 2122 other wounds and injuries, leaving 13,017 
invalided on account of chest complaints, heart 
disease, rheumatism, and other disabilities in 
smaller number. Similar figures are available for 
a year ago, and a comparison of the two returns 
allows a rough calculation of the monthly incidence 
of disability, amounting to 90 eyesight cases, 150 
amputations, and 950 injuries to limbs not requiring 
removal. Representing, as this monthly figure 
must do, an appalling amount of individual suffer¬ 
ing, whether directly as a result of wounds and 
disease, or from its remoter effects on a man's 
prospects and outlook upon life, the figure is, at all 
events, now known, and the problem of dealing 
with it one which can be squarely faced. 

The task of making provision for the care of 
disabled officers and men after they have left the 
service is one of the most important functions 
devolving on the Local Committees of the War 
Pensions Statutory Committee. For those who are 
completely and permanently disabled for any kind 
of useful employment, nothing remains but the 
allotment of a pension sufficient to maintain a 
comfortable life free from anxiety. For this pur¬ 
pose six million pounds have been allotted by the 
Exchequer in the expectation that supplementary 
funds will be at the disposal of Local Committees. 
The number of men who have so far been awarded 
a permanent pension on the full totally disabled 
rate is very small. The Central Committee is alive 
to the undesirability of condemning men to a life 
of idleness if this can possibly be avoided, and the 
Local Committees have been asked to see in every 
case how far the disabled man may be encouraged to 
take light employment, and in the case of the partially 
disabled to be educated for taking his full share 
again in the industry of the country. For some the 
prospect is open of training leading to employment 
on an agricultural colony, but the Central Com¬ 
mittee has laid down that, so far as practicable, 
disabled men should be encouraged to return to their 
own homes and to take their place in the ordinary 
industrial community under normal conditions of 
employment. The Board of Trade is giving con¬ 
sideration to the best method of guidance as to the 
rate of wages to be paid by the employer in any 
particular case. The success of the whole scheme 
will rest with the action of the Local Committees. 
Some of these are already formed and in active 
work, others have not yet buckled to their task. 
On them devolves the personal and friendly 
contact with the disabled man which will enable 
the nation’s debt to him to be discharged with 
individual thoughtfulness and care. Nothing can 
completely compensate the war cripple for his 
disability, but it is in the power of the War 
Pensions Local Committees to see that his life is 
made as happy and as useful as his disability 
permits. 
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The Regulations with Respect to 
the Sale of Cocaine. 

Ministerial statements in the House of Commons 
had prepared the way for the announcement of 
Borne forms of restriction on the distribution of 
cocaine, but few people expected that the regula¬ 
tions would be so drastic as those which were 
gazetted last week, coming into force forthwith. And 
yet the new conditions are by no means unneces¬ 
sarily strict, for there is no occasion—-or we know 
of none—requiring the use of cocaine except under 
the supervision of properly qualified persons. 
Legislation such as that which has been enacted 
does not accord with preconceived views in this 
country with respect to provision for the use 
of poisons, and it is doubtful whether in peace 
time it would have been possible to secure the 
adoption of such a course as that indicated by 
the Order in Council; but the evils in the midst 
of which we live are constantly being relieved by 
vigorous movements towards reform. Not only is 
it made an offence to import cocaine except under 
licence, but it is now illegal for any unauthorised 
person to have cocaine in his possession, or for a 
pharmaceutical chemist to supply cocaine except on 
the written order of a medical practitioner. Thus by 
one stroke of the pen, as it were, the trivialities of 
the Pharmacy Acts are replaced by effective preven¬ 
tion of the abuse of a mischievous dfug. And the 
Pharmaceutical Society—the body that administers 
the Pharmacy Acts—has been well advised in 
adopting the policy of cooperating with the Govern¬ 
ment in the endeavour to put a stop to a 
baneful traffic. It would not have been wise either 
in behalf of the Society or of pharmacists in general, 
to plead, in the one case, a vested interest in the 
administration of the Pharmacy Acts and, in the 
other, a vested interest in the sale of cocaine. The 
central pharmaceutical authority has placed the 
welfare of the State before its own, and deserves 
the hearty commendation of the public. 

The new regulations, severe as they may appear 
to the ordinary observer, are less stringent than 
those after which they are fashioned—namely, the 
regulations framed under the Harrison law of the 
United States. In America, as has been explained 
in The Lancet recently, it is not sufficient for the 
prescriber of cocaine to be a registered medical prac¬ 
titioner or for the dispenser to be a qualified pharma¬ 
cist—both prescriber and dispenser must also be 
registered under an “ anti-narcotic law.” But the 
principle and the object of the American legislation 
are the same as our own ; the principle in each 
case being the restriction of the distribution of 
cocaine to well-defined channels, and the object 
the prevention of the cocaine habit. In future 
the cocaine habitue will be dependent for his 
supplies of the drug on clandestine sources, and as 
it is no doubt correct to assume that special efforts 
will be made to prevent smuggling, we may take 
it that the cocaine habitue will soon be almost an 
extinct type in this country. The new regulations 
affect medical practice only as regards the writing 
of the prescription. A medical man who writes 
a prescription of which cocaine is one of the 


items must (1) sign it with his full name and 
address and qualifications; (2) write the date 
on it ; (3) mark it with the words, “ Not to be 
repeated ”; and (4) specify the total amount of 
cocaine to be supplied. These requirements 
entail departures from the practice usually 
observed by prescribers, but it is important that 
they should do exactly as the new law requires. 
Strangely enough, it is not necessary in prescribing 
a proprietary medicine containing cocaine to state 
the total amount of cocaine to be supplied; it is 
sufficient to state the quantity of the proprietary 
medicine. It is not quite clear why this distinction 
is made. Preparations containing leBS than one 
part of cocaine in a thousand do not come under 
the regulations. 

The pharmaceutical chemist is affected by the 
new conditions to the extent that he may only 
supply cocaine on, and in accordance with, a written 
prescription of a medical practitioner, which pre¬ 
scription he may only dispense once, except in 
pursuance of fresh directions duly endorsed on the 
prescription by the medical practitioner by whom 
it was originally issued. Registered dentists and 
registered veterinary surgeons are not prohibited 
from using cocaine in their practices, but this 
exemption does not extend to uon-registered dental 
practitioners, and it is to be hoped that the Govern¬ 
ment will continue in their refusal to alter the regu¬ 
lations for the benefit of such unqualified persons. 
Anyone may be an unqualified dentist, and if we 
allow an unqualified dentist the right to have 
cocaine in his possession theoretically we allow 
the same privilege to everybody. The regulations 
as to the importation of cocaine without licence, and 
as to the possession of cocaine, also apply to “ raw 
opium, powdered or granulated opium, or opium 
prepared for smoking" and any solid or semi-solid 
mixture.containing opium. 


Annotations. 

“ Ne quid nirais.” 

THE ANNUAL MEETING OF THE BRITISH 
MEDICAL ASSOCIATION. 

The eighty-fourth annual meeting of the British 
Medical Association was held in London last week, 
Dr. J. A. Macdonald, chairman of the Council, pre¬ 
siding, in the unavoidable absence of Sir Alexander 
Ogston. The scientific and social side was very 
properly dropped on account of the war. At the 
General Meeting Sir Clifford Allbutt was elected 
President of the Association for the ensuing year 
in succession to Sir Alexander Ogston. The 
gathering .was reminded by one of the members 
that they were assembled on the eve of the fiftieth 
anniversary of the death of Sir Charles Hastings, 
the founder of the Association, and a motion was 
carried unanimously recording “ the unabated 
veneration of the British Medical Association for 
its ever-honoured founder.” The Representative 
Meeting had already recorded its deep regret at 
the untimely and patriotic death of Sir Victor 
Horsley, the first chairman of Representative 
Meetings after the reconstitution of the Association. 

While the business of the General Meeting was 
purely formal, at the Representative Meeting, 
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presided over by Mr.E.B.Turner, some very important 
subjects were discussed. Chief among these was the 
position occupied by the general practitioner with 
reference to the State treatmeutof venereal diseases. 
Following the advice in the final report of the Royal 
Commission on Venereal Diseases, the State, through 
the Local Government Board, now proposes to 
organise arrangements for adequate laboratory 
facilities and skilled free treatment, the measures 
being entrusted to councils of counties and to 
county boroughs, while 75 per cent, of the cost of 
carrying out the schemes are to be met out of the 
Imperial Exchequer. Immediate adequate facilities 
for the diagnosis and treatment of venereal 
diseases—syphilis, gonorrhoea, and soft chancre 
being so defined—are to be furnished when 
and where they are absent or deficient. This 
means the establishment of clinics at hospitals, 
the gratuitous supply of salvarsan or its substitutes, 
and laboratory facilities for aid in diagnosis. The 
circular letter from Mr. Long, President of the 
Local Government Board, asking for the help 
of public bodies concerned, pointed out that such 
clinics should be available for the treatment 
of all comers without distinction as to means 
or place of residence, adding, very properly 
though with some discrepancy, that the treat¬ 
ment Bhould be given as far as practicable in co¬ 
operation with the patient’s own doctor. The 
position is an anxious one for the general prac¬ 
titioner and a serious one for the public, who 
will certainly not desire to see the personal medical 
adviser superseded by officials. On the motion of 
Dr. Macdonald, it was decided unanimously by the 
Representative Meeting that a deputation should 
go to the President of the Local Government Board 
to explain the issues involved. It is intended to 
secure a pledge that an Order will be issued by the 
Board to every local authority concerned, requiring 
it to have effective consultation with a representa¬ 
tive of the local medical profession at the earliest 
stage of the scheme, and through all its stages. 

The energies of the Association have been devoted 
in a great measure since the breaking out of the 
war to the securing of a good supply of officers for 
the Royal Army Medical Corps. The Central Medical 
War Committee has accepted with gratitude the 
great organising assistance of the Association, and 
with the aid of the public departments concerned— 
namely, the Local Government Board, the Board of 
Education, and especially the National Health Com¬ 
mission—it has been possible for the Committee 
to consider both the medical needs of the general 
public and the individual positions of those accept¬ 
ing commissions. It is well known to our readers 
that recently the War Office has felt compelled to 
modify the terms under which temporary com¬ 
missions in the Royal Army Medical Corps were 
given, and the departure from the definite agree¬ 
ment that these commissions entailed one year only 
of service was naturally made the subject of debate 
at the Representative Meeting. A message from 
Sir Alfred Keogh, the Director-General of the 
Army Medical Service, was delivered to the meeting 
by Sir Robert Morant, defining and explaining the 
changes which had taken place. Sir Alfred Keogh’s 
communication will be found on p. 253 of this issue 
of The Lancet. It emerged from the discussion 
of the activities of the Central Medical War Com¬ 
mittee that the British Medical Association up to 
the end of 1915 had spent no less than £900 on the 
work of the Committee, while a motion to ask the 
Government for reimbursement was patriotically 
rejected. 


THE EARLY DIAGNOSIS OF PULMONARY TUBERCLE. 

The difficulties attending the early diagnosis of 
pulmonary tubercle in certain cases are well 
recognised, but since the welfare of the- patient 
depends on a prompt recognition of his condition 
the difficulties have much exercised the mind 
of the profession, as various important clinical 
and laboratory methods bear witness. A new 
method has been worked out by Professor Carlo 
Martelli, of the University of Naples, and is 
described in the issue of II Policlinico of July 9th 
(Practical Section). Briefly, the technique consists 
of the following steps: (1) To promote bronchial 
secretion and expectoration by means of iodides, 
one-half to one gramme daily, given with decoction 
of senega and syrup of ipecacuanha for two or 
three days; (2) to collect the sputum, 100-200 
or more c.c., and homogenise it with an equal 
quantity of antiformin for two to four hours in 
a thermostat ; (3) thoroughly to centrifugalise 
the material in conjunction with repeated wash¬ 
ings with physiological salt solution; (4) to make 
smears of all the residue, staining the prepara¬ 
tion with Ziehl’s carbol-fuchsin in the ordinary 
way and another after Much’s method for granules. 
Professor Martelli claims that this technique will 
reveal the presence of scanty bacilli and collec¬ 
tions of Much granules in cases where neither 
clinical nor ordinary bacteriological methods are 
sufficient to form a diagnosis. We question whether 
it is ever necessary to resort to the induction of an 
iodide bronchial catarrh which may indeed in 
certain cases reveal bacilli, but only at the expense 
of turning a “closed” case into an “open” one. 
If there is close cooperation between the clinician 
and the laboratory expert, ensuring the obtaining 
of the most suitable specimens of sputum for 
examination, we believe that the tubercle bacilli, 
when present, will rarely fail to be found by 
ordinary means. Experience shows that bacilli are 
rarely revealed by the antiformin method when 
not discovered in direct films. 


TETANUS DUE TO THE USE OF CATGUT. 

One of our correspondents in Scotland described 
in The Lancet of July 1st (p. 33) the establishment 
of a factory in Edinburgh for the manufacture of 
surgical catgut, a product for which we depended 
on Germany before the war. He stated that the 
manufacturer had found it impossible to produce 
from catgut, obtained under septic conditions, a 
sterile ligature by means of a subsequent medica¬ 
tion after the strings had been twisted and dried 
without impairing the tensile strength. The diffi¬ 
culty of sterilisation is illustrated by an unfor¬ 
tunate case reported to the Academie de Medecine 
of Paris on June 20th by M. Charles Nicolle and 
M. Henri Bouquet. A woman, aged 47 years, 
was admitted to the French Civil Hospital, 
Tunis, with a large umbilical hernia, partly 
reducible. Morestin’s operation for radical cure 
was performed, a transverse incision being made 
above and below the umbilicus, when a large flap 
of skin and fat was removed. When the sac was 
opened the omentum was found adherent and was 
resected after ligature with catgut. The intestine 
was not seen. The sac was resected and closed. 
The aponeuroses were united by three catgut 
sutures. The wound in the skin was closed by 
metallic sutures and Michel’s clasps. A small 
drain was inserted at each end. The drains were 
removed on the third day and the patient did well 
until the sixth day, when, although the wound 
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looked well, the temperature rose to 101T° F. On 
the seventh day she refused food because of “ pain 
in the throat, and wry-neck.” On the eighth day 
there were trismus and attacks of opisthotonos. 
The wound still looked well, but there was a slight 
purulent discharge from the point of drainage on 
the left side. Death took place on the ninth day in 
spite of serum treatment instituted two and a half 
days after the appearance of symptoms of tetanus. 
After death the wound was opened. Inthe position of 
the aponeurotic suture the tissues were greyish 
and there was a little pus. Two catgut sutures were 
removed, and after wiping with gauze were sent in 
sterile tubes to the Pasteur Institute. There the 
catgut was washed in normal saline solution and 
desiccated at a temperature of 98 6 F. for eight 
hours. It was then broken up in a little bouillon 
and inoculated with some drops of the latter in the 
muscles of the thigh of two guinea-pigs and two 
mice. After an incubation period of 48 to 72 
hours tetanus appeared in all the animals. It 
rapidly became generalised in the mice, who 
succumbed on the fifth day, but it remained local 
in the guinea-pigs. There was therefore no doubt 
that the patient's death was due to the presence 
of tetanus spores in the catgut. This had been 
obtained from an important French house in sealed 
tubes, and the anhydrous vapours of acetone had 
been used to sterilise it. It is noteworthy that at a 
recent meeting of the Academie de Medecine a 
well-known surgeon, M. Quenu, declared that he 
had never experienced any serious accidents due 
to the use of catgut. _ 

EXOPHTHALMOS IN LEUKAEMIA. 

Dr. C. Schiotz describes (Tidsskr. f. d. Norske 
Laegeforenimj, Christiania, 1916, xxxvi., 545, 601) 
the case of a cellulose worker, aged 22, who had 
an attack of “ influenza ” at the beginning of 1915 
and remained unwell thereafter. During May and 
June he was ill in bed, with headache, chilliness, 
dizziness, and increasing exhaustion, while his 
sight became very bad for a time. Early in August 
his eyes began to protrude from their orbits, aud 
diplopia and epiphora were noted. He went into 
hospital and was found to have an enlarged liver, 
though the spleen could not be felt and the 
lymphatic glands were but little enlarged. The 
blood count showed 1,600,000 red cells per c.mm. and 
84,000 white cells, of which three-quarters were 
large lymphocytes 13 to 17 m in diameter, 16 per 
cent, were small lymphocytes, 8 per cent, neutro- 
phile cells; the red cells varied considerably in 
size and shape. Both eyes protruded, particularly 
the right, and showed limited movements. Both 
conjunctivie were chemotic, on the right side so 
much so that the eye could not be closed. The 
optic discs looked cloudy and were swollen two 
diopters high; there were haemorrhages round the 
right disc. Examination of the patient’s thorax 
with the Roentgen rays showed a general enlarge¬ 
ment of the bronchial lymphatic glands on the 
right side. The patient was given arsenic, and at 
the same time was treated with the Roentgen rays, 
the orbits, hepatic region, and splenic region each 
receiving four exposures. So far as the eyes were 
concerned, the result was excellent; the exoph¬ 
thalmos and chemosis entirely disappeared within 
a fortnight. The patient continued to have head¬ 
ache at times, however, and the blood count 
exhibited little or no improvement, the percentage 
of htemoglobin, measured by Sahli’s method, falling 
in five weeks from 45 to 25; Dr. Schiotz notes that 
the temperature chart from time to time was just 


like that of tertian malaria, attacks of fever up to 
102’4°F. recurring at intervals of 48 hours for 
several days together. Discussing the etiology of 
exophthalmos in leukeemia, he says that it is com¬ 
monly attributed to the presence of lymphomas 
within the orbits. Dissatisfied with this explana¬ 
tion, he develops at some length the view that it 
may be a toxic phenomenon, and may result from 
the action of a toxin produced by the unknown 
infecting agent that causes leukaemia. He quotes 
the case of a farmer, aged 48, whom he saw in 1914, 
who developed slight exophthalmos apparently as 
the result of smoking too much tobacco (15 to 20 
pipes a day), and notes that nicotine poisoning can 
produce widening of the palpebral fissure and pro¬ 
trusion of the eyeball in experimental animals. 
Other drugs capable of causing exophthalmos are 
adrenalin, paraphenylene diamine, salvarsan, tetra- 
hydronaphthylamine, and dionin. Among the 
diseases in which exophthalmos may sometimes 
occur are Ibrahim’s primary chronic arthritis of 
children, lead poisoning, malaria, pellagra, and 
leukmmia. Dr. Schiotz points out that all the drugs 
he mentions are amino bodies, and he argues that 
probably something is amiss with the metabolism 
in the diseases in which exophthalmos sometimes 
occurs, with the result that toxic amino bodies, 
perhaps connected with the purins, find their way 
into the circulation and cause protrusion of the 
eyeballs. He thinks it doubtful whether this pro¬ 
trusion can be brought about by stimulation of the- 
weak layers of involuntary muscle found in the 
orbits. _ 


TRICHIN/E IN THE CEREBRO-SPINAL FLUID. 

Over two years ago Dr. William Lintz, of Long 
Island College Hospital, demonstrated for the first 
time the trichina spiralis in the cerebro-spinal 
fluid of a patient suffering from trichinosis, and 
expressed the view that lumbar puncture might 
prove useful in the diagnosis of the disease. In 
the Journal of the American Medical Association of 
June 10th he has returned to the subject andi 
pointed out that this discovery has been con¬ 
firmed by Leon Bloch, Young, and others. It is note¬ 
worthy that in the case reported by the latter, while 
the parasites were demonstrable in the cerebro¬ 
spinal fluid, they could not be found in the muscle 
tissue. Dr. Lintz now reports three more cases in- 
which he found trichinae in the cerebro-spinal 
fluid. All the patients were Italians who had 
eaten infected pork 21 days before lumbar puncture. 
Typical trichinosis developed. In performing 
lumbar puncture every precaution was taken not 
to introduce into the trocar parasites which might 
be present in the muscles of the back. The 
trocar was introduced with its stilet, and the 
latter was withdrawn only after the cerebro-spinal 
canal was reached. In appearance the fluid was 
normal and showed no sediment. There was a 
faint trace of albumin. On centrifugalisation the 
sediment showed only an occasional lymphocyte 
and 1 to 4 trichina embryos per field. These were 
motile and retained their activity to some extent 
for three days when kept at room temperature. 
If the trichina: be found in the cerebro-spinal 
fluid with some frequency this method should prove 
useful in diagnosis. In the same number of the 
Journal of the American Medical Association Dr. 
W. T. Cummins and Dr. G. R. Carson report a case 
of trichinosis in which, after an exhaustive search 
of several sedimentised specimens of cerebro spinal 
fluid, one sluggish embryo, 0’1 mm. long and 
0 006 mm. broad, was found. 
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Many limbs have been lost and are still being lost in the 
present war, and all the resources of modern surgical ingenuity 
are at work to replace them. Artificial arms and legs may attain 
a high degree of perfection and their evolution is doubtless 
not yet complete, but there is this difference between the 
arm and the leg that, whereas an artificial leg can replace 
fairly well all the ordinary functions of the real limb and 
adequately serve for home and business life, the artificial 
hand as at present evolved can only perform a few of the 
functions of the real hand whose loss will always be painfully 
felt so long as its fellow is not specially trained in single- 
handed dexterity. The experience of those who have lost 
an arm and who have become expert in the single use of the 
other should be of help to those who are still novices. 

Count Zichy lost his right arm when he was only 14, and 
51 years later, at the age of 65, he published at Budapest an 
illustrated manual which he called the “ Book of the One- 
armed ” or “Hints for Developing the Capacity of Becoming 
Independent with only One Hand.” A distinguished 
Viennese surgeon, Freiherr von Eiselsberg, contributes an 
introduction to this manual, in which he says :— 

I have indeed as a young student already had the oppor¬ 
tunity of admiring your inimitable art as piano virtuoso and 
worthy pupil of your great master, Liszt, and when I had the 
pleasure in later years of making your personal acquaintance 
I saw with astonishment of what remarkable skill your 
single hand was capable. The book, w'hose clear style and 
instructive illustrations I as a surgeon can specially value, 
should be of special interest at the present time when so 
many are losing an arm. While a foot can comparatively 
easily be almost completely replaced by an artificial limb 
this is unfortunately not at all 
the case with a lost arm. The 
book will bring comfort to the 
maimed and will show that, 
where the will is iron, the loss 
even of an arm may be lightly 
borne. In reading your book who 
will not be reminded of Helen 
Keller’s work, which shows what 
untiring diligence and practice 
may effect even when two im¬ 
portant senses as sight and hear¬ 
ing are lost. Your book, dear 
Count Zichy, will certainly help 
many soldiers to bear their mis¬ 
fortune more easily. 

Count Zichy describes in his 
memoirs the accident which 
deprived him of his arm. It was 
at a hunt, and his servant had 
left two loaded guns leaning 
against the back seat of the 
donkey-cart. One of these went 
off at the shortest possible range, severing the right brachial 
artery and necessitating a primary amputation. On reco- 
F 3 vering from 

the operation 
the Count was 
so annoyed at 
the irritating 
roughness of 
his servant 
who mocked 
at his help¬ 
lessness that 
he chased him 
from the room 
and deter¬ 
mined to 
dress alone. 
He describes 
the proceed¬ 
ing thus:— 

It took 
me three 
hours but I 

Cutting the nail of the little finger while the thumb succeeded, 
keeps the knife in poGiti»n against the chest and I made 
presses on the back of the blade. use of the 


An example of the use of the teeth. One end of the tie Is held 
between the teeth, leaving the hand free to make the loop. 

door-handle, articles of furniture, my feet and teeth in order- 
to accomplish it. At table I ate nothing which I could not. 
cut up, and to-day 1 peel apples, cut mv nails, ride, manage a 
four-in-hanfi, and with gun and 
Fig. 2. rifle am quite a fair shot. II 

the grace of God permits me yet 
time on earth I will write, for the- 
use and benefit of so many young 
men, the “Book of the .One- 
armed.” 

Count Zichy then gives exact 
details in the book, with illustra¬ 
tions, of the various operations, 
four of which we reproduce here. 

His closing words are full of 
encouragement. While repeating 
his warning that superhuman 
patience is necessary to the attain¬ 
ment of one-armed dexterity, he 
urges the novice to look forward 
hopefully to a life of independ¬ 
ence and usefulness. '* You must 
not pass your life in mourning.” 
he says, “ so many posts are 
open to you. If a soldier of 
high rank you may indeed continue to serve, particularly, 
with infantry. In every business office you are available. 

Fig. 4. 


Showing » penknife being opened by the thumb and middle 
finger while held in place against the chest by the index 
linger. 


Peeling an apple. The quarter is held nearly upright, the thumb 
pressing lightly at the lower end, while the knife begins to cut from 
the top. The quarter inclines as the cutting proceeds until it finally 
lies on the plate. 

If you are not well off seek a position of trust as overseer, 
porter, and so forth. If you are a gamekeeper apply to the 
forester. I am convinced that in a factory one can attain 
to a certain usefulness and also on a farm.” 


THE ACQUIREMENT OF SINGLE-HANDED 
DEXTERITY. 


Fig. 1. 
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THE SERVICES. 


Royal Navy Medical Service. 

The following appointments have been notifiedStaff- 
Surgeons : J. D. Keir to Hyacinth and J. R. Clark-Hall to 
Dolphin. Temporary Surgeons: J. J. Gasperine, W. VV. K. 
Brown, A. W. Walker, and E. M. Harrison. 

Royal Army Medical Corps. 

Major I. A. O. MacCarthy is retained on the Active List 
and to be supernumerary. 

A. E. Ward to be temporary Honorary Captain whilst 
employed at the Springburn and Woodside Central Red 
Cross Hospital. 

Temp. Captain G. F. Darker relinquishes his commission. 

Temporary Lieutenants to be temporary Captains: T. 
Perrin, R. D. Lawrie, R. N. Thomson, and C. C. Holman. 

Temporary Honorary Captain R. W. Collum relinquishes 
his commission on ceasing to be employed with St. John 
Ambulance Brigade Hospital. 

Temporary Lieutenants H. Parsons and C. Cooper 
relinquish their commissions. 

Canadian Army Medical Corps: Major W. H. Merritt, 
from Canadian Artillery, to be temporary Major. 

Captains to be temporary Majors: R. M. Gorssline, E. C. 
Cole, A. W. McPherson, and J. S. Jenkins. 

Indian Medical Service. 

The King has approved the promotion of R. J. Macnamara 
from Lieutenant-Colonel to Colonel. 

The King has approved the grant of the temporary rank of 
Lieutenant to Narayan Mahadev Bodas, Jafcis Chunder 
Chukerbuti, Saroj Kumar Sanyal, Bangalore Pasupuleti 
Balukrishna Naidu, Dhaniishaw Phirozshaw Karaka, A. W. 
Panton, Abani Mohan Ghosh, Tanguturi Janakiramiah, 
Philip de Mello, Jehanjir K. Moolan-Feroze, N. B. Kolsavala, 
Chembil Vittil Appunni Menon, A. C. L. La Frenais, 
Jesuduson Sellyah David, Munguldas Tuljaram Kbandwalla, 
Kalyanpur Harihar Bhat, Premai Trambakrai Majmundar, 
and Rustom Pestonjee. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Cadets to be Lieutenants : W. L. Ingham and C. W. 
Dudley, from Leeds University Contingent, Officers Training 
Corps”; C. Rudd, from Birmingham University Contingent, 
Officers Training Corps; H. G. Broadbridge, from Univer¬ 
sity of London Contingent, Officers Training Corps; W. C. C. 
Easton, from the Manchester University Officers Training 
Corps; and the following from the Edinburgh University 
Officers Training Corps: M. Foster, J. Bennet, A. K. Gibson, 

B. J. Ryrie, J. M. Smellie, D. G. Stoufce, J. A. Mackenzie, 
W. N. Greer, D. G. Duff, A. McL. Ferrie, I. MacKenzie, 
E. A. Mills, C. Milne, J. Milne, C. P. Penberthy, E. W. Fish, 
W. Corner, and R. R. S. Weatherson. 

To be Lieutenants: J. A. Nicholson and M. Stewart. 

Territorial Force. 

Army Medical Services. 

Major (temporary Colonel) F. J. Brown relinquishes his 
temporary rank on vacating the appointment of Assistant 
Director of Medical Services. 

Royal Army Medical Corps. 

East Anglian Field Ambulance: D. F. Torrens to be 
Lieutenant. 

London General Hospital: Captain C. A. Pannett is 
seconded while holding a temporary commission in the 
Royal Army Medical Corps. 

Wessex Casualty Clearing Station: Lieutenant C. A. 
Raison, from South Midland Casualty Clearing Station, to be 
Lieutenant. 

East Lancs Field Ambulance : Lieutenant C. Hibbert to 
be Captain. 

West Lancs Field Ambulance: Lieutenant R. Findlay to 
be Captain. 

Lowland Casualty Clearing Station: D. Cameron and 
J. Chalmers to be Lieutenants. 

North Midland Casualty Clearing Station: Lieutenant 

C. S. J. Kearney to be Captain. 

Northumbrian Field Ambulance : Major (temporary 
Lieutenant-Colonel) P. R. Ash relinquishes his temporary 
rank on ceasing to command a Field Ambulance. 

West Riding Field Ambulance : Captain (temporary Major) 
H. N. Goode relinquishes his temporary rank on ceasing to 
command a Field Ambulance. Major F. Whalley to be 
temporary Lieut.-Col. whilst commanding a Field Ambulance. 

Wessex Field Ambulance: Major E. B. Bird to be 
temporary Lieutenant-Colonel whilst commanding a Casualty 
Clearing Station. Major (temporary Lieutenant-Colonel) 
E. B. Bird relinquishes his temporary rank on ceasing to 
command a Casualty Clearing Station. 

Attached to Units other than Medical Units. —W 7 . A. Milne 
(late temporary Lieutenant, R.A.M.C.), C. E. Proctor, and 
P. G. Phillips to be Lieutenants. 


Journal of the Royal Army Medical Corps. 

First place is given in the July issue of this journal 
to a well-illustrated paper by Captain David Thomson 
and Captain J. Gordon Thomson on Protozoological Re¬ 
searches, including investigations on the sand in Egypt, 
undertaken to elucidate the mode of spread of amoebic 
dysentery and the flagellate diarrheoas. The conclusions of 
the authors regarding the sanitary measures necessary for 
the prevention of these diseases are on lines “ identical with 
those required to prevent the other intestinal scourges, such as 
typhoid fever aucl bacillary dysentery.” The authors advocate 
a larger sanitary staff in warm climates with bad sanitation. 
In a paper on the treatment of gonorrhoea Lieutenant-Colonel 
L. W. Harrison describes successful results from treat¬ 
ment by intramuscular injections of mercury succinimide 
administered in a 5 per ceut. solution either in three doses of 
50 milligrammes or two of 75 milligrammes at intervals of 
three days. A paper on the Surgical and Antiseptic 
Values of Hypochlorous Acid (Eusol), by Captain John Fraser 
and Captain II. J. Bates, discusses the use of this antiseptic. 
Preliminary Observations on Disinfection of the Naso¬ 
pharynx of Meningococcus Carriers by means of Air Saturated 
with* a Solution of Disinfectant are contributed by Lieu¬ 
tenant-Colonel M. H. Gordon; and a paper on Malingering, by 
Sir John Collie, deals with the examination of the upper 
extremities. Fly Traps for Camps, Hospital Precincts, and 
Trench Areas form the subject of an illustrated paper by 
Colonel Andrew Balfour, C.M.G., and the Louse Problem at 
the Western Front is very fully dealt with by Lance-Sergeant 
A. D. Peacock, M.Sc., formerly entomologist to the Govern 
ment of Southern Nigeria, lecturer in zoology at the Uni¬ 
versity of Durham. 


VITAL STATISTICS. 


VITAL STATISTICS OF LONDON DURING JUNE, 1916. 

In the accompanying table will be found summarised 
complete statistics relating to sickness and mortality in 
the City of Loudon and in each of the metropolitan boroughs. 
With regard to the notified cases of infectious diseases, it 
appears that the number of persons reported to be suffer¬ 
ing from one or other of the 10 diseases specified in the table 
was equal to an annual rate of 4-8 per 1000 of the civil popula¬ 
tion, estimated at 4,310,030 persona; in the three preceding 
months the rates had been 5-6, 5'3, and 4 7 per 1000 respec¬ 
tively. The lowest rates during the month were recorded in 
Kensington, Hammersmith, Fulham, the City of West¬ 
minster, and Stoke Newington; and the highest rates in 
Shoreditch, Bethnal Green, Stepney, Bermondsey, and 
Deptford. The prevalence of scarlet fever showed no varia¬ 
tion from that recorded in the preceding month ; among the 
several boroughs this disease was proportionally most pre¬ 
valent during June in the City of London, Bethnal Green, 
Stepney, Deptford, and Lewisham. The Metropolitan 
Asylums Hospitals contained 1256 scarlet fever patients at 
the end of the month, against 1735,1608, and 1325 at the end 
of the three preceding months; the weekly admissions 
averaged 159, against 208,190, and 155 in the three preceding 
months. The prevalence of diphtheria showed only a trilling 
decrease in June; this disease was proportionally most 

revalent in Hampstead, Shoreditch, Bethnal Green, 

tepney, Bermondsey, and Greenwich. The number of 
diphtheria patients under treatment in the Metropolitan 
Asylums Hospitals, which had been 1417, 1331, and 1242 at 
the end of the three preceding months, had risen again 
to 1313 at the end of June; the weekly admissions 
averaged 152, against, 160, 149, and 152 in the three pre¬ 
ceding months. Enteric fever showed a slightly increased 
prevalence as compared with that recorded in other recent 
months; of the 35 cases notified during June, 4 belonged 
to Paddington, 4 to Stepney, 3 to St. Maryiebone, and 3 to 
Hackney. There were 44 enteric fever patieuts under 
treatment at the end of June in the Metropolitan Asylums 
Hospitals, against 46, 39, and 30 at the end of the three 
preceding months; the weekly admissions averaged 7, 
against 7, 7, and 5 in the three preceding months. Erysipelas 
was proportionally most prevalent in Shoreditch, Bethnal 
Green. Poplar, and Deptford. The 20 cases of puerperal 
fever included 3 in Greenwich and 2 each in Islington, 
Holborn, Poplar, Battersea, and Camberwell. The 44 cases 
of cerebro spinal meningitis included 5 in Stepney, 4 in 
Islington, and 3 each in Poplar, Southwark, Bermondsey, 
and Lambeth. The 4 cases of poliomyelitis belonged 
respectively to Bettmal Green, Stepney, Bermondsey, and 
Camberweil. 

The mortality statistics in the table relate to the deaths of 
persons actually belonging to the several metropolitan 
boroughs, the deathB occurring in institutions having been 
distributed among the boroughs in which the deceased 
persons had previously resided. During the four weeks 
ending July 1st the deaths of 3787 London residents 
were registered, equal to an annual rate of 115 per 
1000; in the three preceding months the rates had 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING.JUNE, 1916. 

(Specially compiled for The Lancet.) 
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* Including membranous croup. 


been 18*1, 17-2, and 12 9 per 1000. The death-rates in 
June ranged from 7 8 in Hampstead, 8-9 in Wandsworth, 
90 in Lewisham, 10*1 in the City of Westminster, 10 3 in 
Paddington, and 10-4 in Battersea and in Camberwell, to 
12*7 in Chelsea and in Poplar, 13 2 in Kensington and in 
Southwark, 13-7 in Shoreditch,and 16-3 in Finsbury. The 3787 
deaths from all causes included 235 which were referred to 
the principal infectious diseases; of these, 74 resulted from 
measles, 7 from scarlet fever, 30 from diphtheria, 60 from 
whooping-cough, 7 from enteric fever, and 57 from diarrhoea 
and enteritis among children under 2 years of age. No 
death from any of these diseases was recorded during the 
month in Stoke" Newington or in the City of London ; among 
the other boroughs they caused the lowest death-rates in 
Hampstead, Hoi born, and Woolwich ; and the highest rates 
in Chelsea, Islington, Finsbury, Southwark, and Bermondsey. 
The 74 deaths from measles were 58 fewer than the 
corrected average number in the corresponding period of 
the five preceding years; this disease was proportionally 
most fatal in St. Pancras, Islington, Hackney, Southwark, 
Battersea, and Greenwich. The 7 deaths from scarlet fever 
were 11 below the corrected average number, and included 

2 in Battersea and 1 each in Poplar, Lambeth, Deptford, 
Lewisham, and Woolwich. The 30 fatal cases of diphtheria 
showed a decline of 8 from the corrected average number; 
of the 30 deaths from this disease 5 belonged to Southwark, 

3 to Bermondsey, 3 to Wandsworth, and 2 each to Islington, 
Shoreditch, Poplar, and Greenwich. The 60 deaths 
from whooping-cough were 12 below the average ; the 
greatest proportional mortality from this disease was 
recorded in Hammersmith, Islington, Finsbury, and Poplar. 
The 7 deaths from enteric fever were equal to the corrected 
average number, and included 2 in Stepney and 1 each in 
Kensington, Chelsea, the City of Westminster, Islington, 
and Camberwell. The 57 deaths from diarrhoea and enteritis 
among children under 2 years of age were 14 below the 
corrected average number ; this disease was proportionally 
most fatal in Paddington, Kensington, Fulham, Chelsea, the 
City of Westminster, St. Marylebone, Islington. Finsbury, 
and Bermondsey. In conclusion, it may be stated that the 
aggregate mortality in London during June from these 
principal infectious diseases was 30‘5 per cent, below the 
average. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,(XX) persons at the last Census, 7929 births and 
3469 deaths were registered during the week ended Saturday, 
July 29th. The annual rate of mortality in these towns, 
which had been 11 1, 10 9, and 11 1 per 1000 in the three 
preceding weeks, fell in the week under notice to 10 4 

f er 1000 of their aggregate civil population, estimated at 
7,312,295 persons for the year 1915. During the first four 
weeks of the current quarter the mean annual death-rate in 
these towns averaged 10 8, against 10-7 per 1000 in London. 
Among the several towns the death rate last week ranged 
from 3 2 in Oxford, 3'4 in Enfield, 3 7 in Wimbledon, 3 9 in 
Ilford, and 5 5 in Southport, to 14 7 in Middlesbrough and 
in Burnley, 15T in Sunderland, 15 4 in Cambridge, 164 in 
Darlington, and 22 8 in Bury. 

The 3469 deaths from all causes were 206below the number 
in the previous week, and included 221 which were referred 
to the principal epidemic diseases, against numbersdeclining 
from 335 to 212 in the eight preceding weeks. Of these 
221 deaths, 72 resulted from infantile diarrhoeal diseases, 
64 from measles, 36 from whooping-cough, 35 from diph¬ 
theria, 9 from scarlet fever, and 5 from enteric fever, but 
not one from small pox. The annual death-rate from these 
diseases was equal to 0-7, against 0 7, 0 7, and 0-6 per 1000 
in the three preceding weeks. The deaths attributed to 
infantile diarrhoea, which had been 54, 51, and 46 in the 
three preceding weeks, rose to 72, of which 16 occurred 
in London and 5 in Liverpool. The deaths from measles, 
which had been 60, 62, and 59 in the three preceding weeks, 
rose last week to 64, and included 14 in London, 11 in 
Sheffield. 6 in Liverpool, 5 in Manchester, and 4 in West 
Ham. The fatal cases of whooping-cough, which had been 
61, 40, and 42 in the three preceding weeks, fell to 36, and 
included 4 each in London, Birmingham, and Liverpool, 
and 3 in West Ham. The deaths from diphtheria, which 
had been 36, 47, and 43 in the three preceding weeks, fell 
to 35 last week, and included 12 in London, 3 in St. Helens, 
and 3 in Middlesbrough. The deaths from scarlet fever, 
which had been 4, 15, and 17 in the three preceding weeks, 
fell to 9 last week, of these 9 deaths 3 belonged to London. 
The fatal cases of enteric fever, which had declined from 
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13 to 5 in the live preceding weeks, were again 5 last week 
and showed no excess in any particular town. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had declined from 1303 to 1216 in the five 
preceding weeks, rose slightly to 1221 on Saturday last; 171 
■new cases were admitted during the week, against 170, 
150, and 172 in the three preceding weeks. These hospitals 
also contained on Saturday last 12S8 cases of diphtheria, 
184 of measles, 153 of whooping-cough, and 40 of enteric 
fever, but not one of small pox. The 878 deaths from all 
causes in London were 17 fewer than the number in the 
preceding week, and corresponded to an annual death-rate 
of 10 6 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 95, 117, and 99 in the 
•three preceding weeks, fell to 90 in the week under notice. 

Of the 3469 deaths from all causes in the 96 towns, 136 
resulted from violence, 296 were the subject of coroners’ 
inquests, and 1054 occurred in public institutions. The 
causes of 31, or 0 9 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in London and its 14 suburban districts, 
in Bristol, Leeds, Sheffield, and 60 other smaller towns. Of 
the 31 uncertified causes, 7 were registered in Birmingham 
and 6 in Liverpool. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1029 births and 566 deaths were registered during the week 
ended Saturday, July 29th. Theannual rate of mortality in 
these towns, which had been 12-4,12 6, and 112 per 1000 in 
the three preceding weeks, rose to 12 5 per 1000 in the week 
under notice. During the first four weeks of the current 
quarter the mean annual death-rate in these towns averaged 
12'2, or 14 per 1000 more than that recorded in the large 
English towns. Among the several towns the death-rate 
last week ranged from 5 7 in Perth, 90 in Dundee, and 
•9 2 in Coatbridge, to 17 4 in Greenock and 18 7 in 
Hamilton and in Ayr. 

The 566 deaths from all causes were 55 above the 
number in the previous week, and included 37 which 
were referred to the principal epidemic diseases, against 
44 and 39 in the two preceding weeks. Of these 37 deaths, 
15 resulted from infantile diarrhooal diseases, 7 from measles, 
6 from diphtheria, 5 from scarlet fever, and 4 from whooping- 
cough, but not one from either small-pox or enteric fever. 
The annual death-rate from these diseases was equal to 0 8, 
against 0 7 per 1000 in the large English towns. The deaths 
attributed to infantile diarrhoeal diseases, which had been 
5, 8, and 7 in the three preceding weeks, rose last week to 15, 
and included 9 in Glasgow, 3 in Edinburgh, and 2 in Ayr. 
The deaths from measles, which had declined from 19 to 18 
and 17 in the three preceding weeks, further fell to 7 last week, 
■and included 5 in Glasgow. The fatal cases of diphtheria, 
which had been 5, 3, and 6 in the three preceding 
weeks, were again 6 last week; 2 deaths occurred in Glasgow 
and 2 in Edinburgh. The deaths from scarlet fever, which 
had been 5, 7, and 3 in the three preceding weeks, rose to 
5 last week, and included 3 in Glasgow The fatal cases of 
whooping-cough, which had been 8, 8, and 3 in the three 
preceding weeks, were 4 last week; all 4 deaths were 
registered in Glasgow. 

The deaths referred to diseases of the respiratory system, 
which had been 64, 50, and 62 in the three preceding weeks, 
declined to 40 in the week under notice, and were 6 below 
the number registered in the corresponding week of last 
year. The deaths from violence numbered 32, against 16 
and 22 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 193 births and 110 deaths 
were registered during the week onded Saturday, July 29th. 
The annual rate of mortality, which had been 17 6,18 8, and 
15 2 per 1000 in the three preceding weeks, fell to 14-4 per 
1000 in the week under notice, against 10 6 and 12-4 per 1000 
in London and Glasgow respectively. 

Of the 110 deaths at all ages, 22 related to infants under 
1 year and 25 to persons aged 65 years and upwards. Four 
■deaths of infants (under 2 years of age) were referred to 
diarrhoeal diseases. 

The causes of 4 deaths were uncertified, and 4 others were 
the subject of coroners’ inquests, while 49, or 45 per cent., 
-of the total deaths occurred in public institutions. 

During the same period 155 births and 93 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 12-4, or 2-2 per 1000 less than in the 
previous week, and included 17 of infants under 1 year of 
■age and 18 of persons aged 65 years and upwards! One 
death was referred to measles and 1 each to scarlet fever, 
whooping-cough,and infantilediarrhceal diseases. Thecause 
■of 1 death was uncertified and 4 others were the subject of 
■coroners’ inquests; 34 deaths occurred in public institutions. 


<Dbita|r. 


Sir WILLIAM HENRY POWER, K.C.B., F.R.S., 
F.K.C.S. Eng., 

LATE I'KINCH’AI. MEDICAL OFFICES OF THE LOCAL GOVERNMENT 
HOARD. 

It is with feelings of the deepest regret that we announce 
the death, in his 74th year, of Sir William H. Power, K.C. B., 
who died at his residence in East Molesey on July 28th. 

Sir William Power had the distinction of belonging to an 
old medical family, and was the fifth representative of the 
profession in direct succession from father to son, beginning 
with John Power, a surgeon in Warwickshire, born in 1730. 
He received his early education at University College School, 
after which he became apprenticed, as a medical student, 
to his father. Dr. William Henry Power, of Ladywell, 
Kent. Later, he entered St. Bartholomew’s Hospital, and 
qualified as a Member of the Royal College of Surgeons 
and as a Licentiate of the Society of Apothecaries in 
1864. He devoted the next six years to the practice of 
clinical medicine and surgery, and held several important 
hospital appointments. For some years he was resident 
medical officer to the Victoria Park Hospital for Diseases of 
the Chest, and here he acquired that intimate knowledge of 
pulmonary tuberculosis which proved so useful to him in his 
subsequent investigations of problems associated with that 
disease. By a strange coincidence, Power commenced his 
life’s work in the very year that the Local Government 
Board was created by joining the medical department, 
as a temporary medical inspector, in 1871. In that year 
the medical department of the Privy Council had been 
transferred to the newly formed Local Government Board, 
and comprised such well-known men as John Simon, Seaton, 
Buchanan, Thorne, Netten Radcliffe, and Ballard. With 
these distinguished men as colleagues Power commenced 
a public health career, which was destined to be fruitful 
in advancing our knowledge of all branches of preventive 
medicine and in evolving the organisation of the public 
health administration of this country. The aims and objects 
of these pioneers were well expressed in the writings of 
Sir John Simon, who stated: “ I believe we had the 

credit of earnestly endeavouring to learn the truth, and tell 
the truth, as to the matters which our inquiries regarded.” 
Power was a real prophet and professor of truth. He 
possessed in a remarkable degree the faculty of observa¬ 
tion, doubtless first awakened by a love of natural history 
which remained with him a passion throughout his life, 
while his ability to weigh facts and adduce from them 
correct conclusions has rarely, if ever, been excelled by 
any worker in medical research. These rare gifts were 
applied by him in elucidating many problems connected 
with infectious diseases, the far-reaching results of his work 
in this connexion being well known to every student of 
public health. 

Perhaps one of the most striking of Power’s inquiries was 
that in relation to the part played by small-pox hospitals in 
influencing the distribution of the disease in their neighbour¬ 
hood. He found that increased incidence of small-pox in 
the surrounding districts followed the admission of acute 
cases into Fulham Hospital, and that if the surrounding 
area were divided into zones by means of circles drawn upon 
the map, with the hospital as a centre, and a quarter, half, 
three-quarter, and one-mile radii respectively, the proportion 
of invaded houses to the total number of houses in each zone 
diminished as the distance from the hospital increased, and 
that this relation held good in each quadrant of each zone. 
The distribution of the cases was not such as to suggest 
any relation to lines of traffic to and from the hospital 
or to ambulance routes. These remarkable facts formed 
the basis of the theory of aerial convection of small pox 
infection which was formulated bv Power and led to results 
of great practical importance. The small-pox hospitals of 
the Metropolitan Asylums Board were formerly situated 
within, or in the outskirts of, London, and were in most 
instances surrounded by thickly populated areas. Power’s 
statistics of small-pox incidence in the registration districts 
of London during the years 1876 -85, relatively to the opera¬ 
tion of small-pox hospitals in the metropolis, proved that, 
for whatever reason, the local distribution and intensity of 
small-pox during the epidemics which occurred in the period 
under review had been influenced in large measure by the 
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proximity or otherwise of the London small-pox hospitals. 
The figures demonstrated that there were instances in 
which the opening of such hospitals for the reception of 
acute cases of small-pox in parts of London hitherto com¬ 
paratively free from the disease had been followed by 
severe local outbreaks in the immediate neighbourhood of 
the hospitals. Subsequently, as is well known, the use of 
these hospitals in London was abandoned, and all cases 
of small-pox were removed to institutions situated outside 
the metropolis. With the inauguration of this departure 
small-pox ceased to prevail on anything like the scale 
recorded when the hospitals were within the metropolitan 
area. 

Power was the first to demonstrate that diphtheria could 
be spread through the agency of milk. The facts on which 
this conclusion was based are contained in a report to 
the Local Govern¬ 
ment Board, dated 
December, 1878, 
on an epidemic 
prevalence of 
diphtheria in 
North London. 

He also showed 
that milk - borne 
scarlet fever was 
not in every case 
due to specific 
contamination of 
the milk from a 
human source, but 
that the cow was 
prone to a disease 
apparently of a 
similar character, 
and that consump¬ 
tion of the milk 
of such unhealthy 
animals was 
capable of pro¬ 
ducing scarlatini- 
form disease in 
the human sub¬ 
ject This hypo¬ 
thesis was first 
suggested by 
Power in con¬ 
nexion with a 
scarlet fever out¬ 
break investigated 
by him in St. Giles 
and St. Pancras in 
1882, and was defi¬ 
nitely established 
by the circum¬ 
stances of the 
classical outbreak 
in Marylebone 
and other London 
districts, in 1885, 
which was asso¬ 
ciated with a farm 
at Hendon. An 
account of this 
outbreak appears 
in the fifteenth 
annual report of 
the medical officer 
of the Local 
Government Board, dated 1885. One of the most notable 
instances of Power’s remarkable insight into natural pheno¬ 
mena was furnished by his pronouncement in regard to the 
causes which give rise to the ability possessed by certain 
waters of dissolving lead. After study of the subject gene¬ 
rally, he suggested that the inscrutable behaviour of soft 
moorland waters in regard to their plumbo-solvent action 
was probably due to low forms of organic life. Inquiry was 
then made into the matter, on an extensive scale, by the 
medical department of the Local Government Board, when 
Power’s hypothesis was abundantly proved, it being shown 
by Houston that the acidity of such waters and their con¬ 
sequent plumbo-solvent ability were due to the presence 


of acid-producing bacteria in the peat of the gathering- 
grounds from which such waters were derived. The 
elucidation of this problem led to far-reaching results, 
for, when steps were taken to neutralise the acidity of 
these plumbo-solvent waters before delivery to the houses 
of the consumers, lead poisoning, due to dissolved lead 
in the drinking water, which had been very prevalent 
in certain of the industrial communities of the north, 
practically ceased, and is now rarely met with in this 
country. 

In 1887 Power was promoted from the rank of inspector to 
be assistant medical officer, in which capacity he remained 
until the retirement in 1892 of Sir George Buchanan, when 
he became the first assistant medical officer. Following 
upon the death of Sir Richard Thorne, he was appointed 
in 1900 Principal Medical Officer of the Board, which 

office he retained 
until 1908, when 
he reached the 
official age for 
retiring from the 
Civil Service. It 
was while acting 
as assistant medi¬ 
cal officer that he 
established those 
intimate personal 
relations with the 
medical staff' 
which were 
largely respon¬ 
sible for the 
excellent work 
done by the de¬ 
partment during 
the remainder of 
his tenure of 
office. One of 
the most modest 
of men, with a 
physical dread of 
notoriety, he con¬ 
stantly kept in 
the background' 
while helping 
others to attain 
success — not 
merely his col- 
leagues at the 
Local Government 
Board, but also 
a large circle of 
friends who were 
in the habit of 
seeking his advice 
on a wide range 
of subjects asso¬ 
ciated with medi¬ 
cal problems. In 
directing the 
work of the 
medical inspec¬ 
tors his shrewd 
judgment of the 
capacities of 
each man on the 
staff enabled him 
to choose the in¬ 
spector whose 
talents were most suited to any particular piece of work which 
had to be done, while his remarkable powers of intuition and 
constructive criticism combined with the kindliness of his 
personality rendered his influence widely felt. It is lament¬ 
able that no less than seven of the men whom Power trained 
as medical inspectors, and who so largely contributed during 
his time to the strength of his department, have predeceased 
him. Apart from the three assistant medical officers, the- 
present medical staff unfortunately includes only a few men 
who had the privilege of being associated with Power in the 
study of national problems of public health. 

Power rightly considered that one of the best methods of 
securing sanitary reform throughout the country was by 
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Sir William Henry Power, K.C.B., 

LATE PRINCIPAL MEDICAL OPFICER TO THE LOCAL GOVERNMENT BOARD. 
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drawing public attention, through official publications, to the 
conditions obtaining in insanitary districts, and a consider¬ 
able portion of the time of the medical staff was, in his day, 
occupied in inquiring into the sanitary circumstances 
and administration of the more backward districts of 
England and Wales. We cannot imagine a more valuable 
work by the central health authority than this, and, as 
a matter of fact, it led to material improvement in the 
health conditions of many parts of the country. Sometimes 
it resulted in local reform, while in other instances the pub¬ 
lished reports came to form a mass of official evidence 
which acted as a strong impetus to general legislation or to 
better central administration in sanitary matters. Another 
fundamental principle in Power's schemes of reform was 
to press on his department the necessity of improvement 
in the education and remuneration of sanitary inspectors. 
These officers perhaps do not know how great a friend they 
have lost, for Power seldom told anyone of his accomplished 
work. 

Long before his appointment as assistant medical officer 
Power was entrusted with the important task of editing the 
reports appearing in the Annual Reports of the Medical 
Officer under the heading “ Scientific Investigations,” and 
this work he retained, as a labour of love, till the very 
last, notwithstanding the many and increasing duties which 
devolved upon him. Many of the inquiries conducted by 
the Board’s medical staff during Power’s tenure of office led 
to the publication of official reports which formed standard 
works on the subjects with which they dealt—such as, for 
example, ‘‘The Influenza Epidemic of 1889-90,” by Eranklin 
Parsons; ‘‘Oyster Culture in Relation to Disease,” by 
H. T. Bulstrode. It was mainly through Power's efforts 
that in 1904 a foods department was established by 
the Local Government Board on lines which had been 
carefully thought out by him for a long time beforehand. The 
results which this new branch has achieved have more than 
justified the anticipations of its founder, more especially 
since the outbreak of the present war, during which it has 
rendered valuable services to the State. 

On the death of Sir Richard Thorne, Power was appointed 
a member of the Royal Commission on Sewage Disposal. 
The scientific work of the experts employed by the Commis¬ 
sion was, in great part, carried on under his direction and 
forms the basis of our present knowledge of the principles 
and practice of sewage disposal. He was closely associated 
with the work of the Royal Commission on Tuberculosis 
(Human and Bovine), while the late Sir Michael Foster was 
its chairman, and on his death was nominated to the chair 
of that Committee. He acted for some years as the Crown 
nominee on the General Medical Council. He was the 
recipient of the Jenner medal of the Epidemiological 
Society of London, the Bisset-Hawkins medal of the Royal 
College of Physicians, London, the Stewart prize of the 
British Medical Association, and the Buchanan medal of 
the Royal Society. The value of his scientific work was 
recognised by his election as a Fellow of the Royal Society 
in 1895. 

In his early days Power was, as might be expected from 
his tine physique, an athlete, and gained some distinction 
as a cricketer. He was also an adept in the use of the gun 
and found some relaxation in duck-shooting during the few 
short absences which he allowed himself from official duty. 
He was married early in his official career, but lost his 
wife after only four years of married life. He leaves two 
daughters. 

It is difficult to do justice to the memory of Sir William 
Power. While respected by all and beloved by those who 
had the privilege of coming intimately in contact with him, 
it is probable that, owing to his retiring disposition, few 
have recognised, at its true value, the importance of his 
achievements, which were so silently accomplished. It was 
perhaps only among his own staff that the wide scope and 
effect of his work were fully known and appreciated. 
Medicine, more than any other science, has attracted from 
the earliest times men of outstanding ability and originality 
of thought, who have devoted their lives to study of the pheno¬ 
mena presented by the human subject in health and disease. 
To few such men has nature yielded her secrets more 
abundantly than to Sir William Power, whose work in the 
cause of hygiene will ever be an inspiration to those who 
promote the welfare of their fellow-creatures by helping to 
maintain and improve the public health. 


THOMAS JAMES WALKER, M.D. LOND., F.R.C.S. Eng., 

CONSULTING SUEOKON TO THE PETXKBOBOUQH INF IBM TRY. 

The death of Dr. T. J. Walker, of Peterborough, deprives 
the ranks of general practitioners of one of their oldest and 
most distinguished members. 

Thomas James Walker was born in 1835 at Peterborough, 
where his father was a well-known medical man ; he came 
of a strong stock, for both his parents passed the age of 90. 
He was educated at the University of Eiinburgh, was a 
demonstrator of anatomy to Goodsir, and graduated at the 
University of London, carrying off the University gold medal 
in ■physiology at the first M B. examination and that for 
medicine at the final examination in 1857. After gradu¬ 
ating he was appointed medical tutor at Queen’s College, 



Thomas James Walker, M.D. Lond. 

Birmingham, which had just been founded, and was subse¬ 
quently elected assistant physician to the Queen’s Hospital. 
He was urged to practise in Birmingham as an obstetric 
physician, but he felt it his duty to join his father in general 
practice. Before doing so he went to Vienna for six months, 
and there he was especially attracted by laryngology, 
Czermak having just demonstrated the clinical value of the 
laryngoscope. Walker’s interest in this subject never flagged. 
In The Lancet of Nov. 9th, 1861, he published the first 
case, in England, in which a laryngeal polypus was removed ; 
20 years later at the International Medical Congress in London 
in 1881 he was one of the secretaries of the Section of Laryngo¬ 
logy ; and the last paper he wrote, in 1913, was entitled 
“ A Retrospect of Laryngology, 1860-1910.” But when he 
entered on a busy general practice his tastes grew catholic 
and he became the rare example of a first-rate all-round 
man. 

For 54 years he spent an extremely busy life and took 
few holidays. In 1862 he was appointed surgeon to the 
Peterborough Infirmary and held that office for 42 years, 
seeing in- and out-patients with the utmost regularity, and, 
although there were only a few beds, he utilised his oppor¬ 
tunities to the utmost. He was always on the look-out for 
new methods and fresh ideas ; he was a successful ovario- 
tomist in the early days of that operation, and was one of 
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the first in this country to perform gastro-jejunostomy 
successfully. He adopted Listerian methods when they were 
introduced, and had the operating theatre of the infirmary 
reconstructed that he might adapt his methods to the 
teachings of the aseptic school. He was a neat and suc¬ 
cessful operator, and was a particularly dexterous lithotomist 
at the time when vesical calculus was a common complaint in 
the Eastern counties—a local feature which seems to be dis¬ 
appearing. His reputation spread rapidly, and his services 
as an operator and his advice in consultation were sought 
by colleagues over a wide area. He had little leisure for 
literary work beyond the narration of interesting single 
cases in the journals ; two papers, however, which broke 
new ground ought to be mentioned. In the Transactions 
of the Royal Medical and Chirtirgical Society for 1889 he 
published a paper on Colourless or Clay-coloured Stools 
Unaccompanied by Jaundice, connected with Disease of the 
Pancreas, which proved the undisputed part played by the 
pancreas in the colouration of the stools. In 1905 he pub¬ 
lished in the Clinical Transactions a series of cases of 
Acute Ascending Paralysis in Patients Suffering from 
Chronic Cystitis. He also wrote the articles on Diseases of 
the Larynx in the first edition of Quain's “ Dictionary of 
Medicine.” When the Royal Society of Medicine was 
founded be was one of the first members of council, and he 
was more than once elected President of local branches of 
the British Medical Association, for his high position in his 
own district was not due to his professional attainments 
alone. His character and his high ideals earned him 
universal respect, while his firm, kindly manner and his 
considerate thoughtfulness endeared him to all his patients. 
Rich and poor alike knew that he took a real personal 
interest in them, and many of them would seek his advice in 
circumstances of difficulty which had no relation to medicine. 

Amid the heavy calls of practice Dr. Walker cultivated 
other interests. A learned archaeologist, he formed a 
valuable collection of Saxon and Roman remains, found near 
Peterborough, and bequeathed them to the city. He recently 
spent most of his scanty leisure in researches, both locally 
and at the Public Record Office, into the history of French 
prisoners of war in Napoleonic times, a large detention camp 
having existed for some years at Norman Cross, near Peter¬ 
borough. These researches were embodied in a book, “The 
Depot for Prisoners of War at Norman Cross, Huntingdonshire, 
1796-1816,” which is of interest at the present time, as 
its pages show by contrast how much more humane are the 
methods now adopted in this country in dealing with 
prisoners of war. He was an enthusiastic Volunteer in the 
early days of the movement, went to camp every year with 
his battalion, and ultimately became lieutenant-colonel and 
received the V. D. It is interesting to note that six of his 
sons are serving in the Navy or Army in the present war. 
He threw himself energetically into all local schemes for social 
improvement and was a sober advocate of temperance. He 
was a good rider and keen sportsman. On his eightieth 
birthday his city honoured him by making him an honorary 
freeman, and a few months later his portrait was presented 
to him by public subscription. 

Until recently there was no abatement of his energy, 
and in spite of his years he did a day’s work which 
would have tried much younger men. But in the last 
18 months troubles came quickly upon him. His wife 
died after 50 years of happy married life, and a few 
months later Dr. George Kirkwood, his partner and close 
friend for 40 years, also died. These blows told on his 
strength. In June he had a severe feverish attack, which 
compelled him to take to his bed. His strength failed 
rapidly, and he died on July 19th. Thirteen children 
survive him, of whom four have adopted their father’s 
profession—Dr. Walter Walker, Dr. Alec Walker, and 
Captain J. Walker, R.A M.C. (T.) (who were in partnership 
with him), and Captain Russell Walker, R.A.M.C. 


BUSHELL ANNINGSON, B.A., M.D. Camb., 

LECTURER ON MEDICAL JURISPRUDENCE AT THE UNIVERSITY OF 
CAMB ftl DUE. 

With Dr. Bushell Anningson has passed away, at the 
advanced age of 78 years, a well-known figure in Cambridge 
and one associated with the public health administration of 
the neighbouring districts over a period of 40 years. 

Bushell Anningson came of a Lincolnshire family and was 
born at Idle in Yorkshire. His father was in medical prac¬ 
tice in London and wished hi" son to follow in his own 


profession, sending him to Gonville and Caius College, 
Cambridge, in 1865. Anningson early showed his aptitude 
for his studies, gaining two scholarships when an under¬ 
graduate and taking honours in the Natural Science Tripos. 
He passed his M.B. in 1869, taking the M.D. degree in 1877 
with a thesis upon the Infective Constituents of Vaccine 
Lymph. In the meantime he was demonstrator to Sir George 
Humphry, then professor of surgery. In 1875 Anningson 
obtained his first public health appointment under the 
Cambridge Improvement Commissioners, and this was the 
commencement of a series of appointments which ultimately 
brought under his administration an area exceeding 500 
square miles. Most of the sanitary and preventive measures 
now in operation in the borough of Cambridge were initiated 
by him, notably the Infectious Disea-es Hospital and the 
sewage works. Although fully occupied in administrative 
work, Anningson held with distinction teaching appoint¬ 
ments in the University of Cambridge. He was lecturer 
on medical jurisprudence, and one of the earliest 
teachers of sanitary science in the country. The establish¬ 
ment of the Diploma of Public Health was one of the 
products of his activity. His merits were recognised by 
public bodies in this and other countries. He was Univer¬ 
sity delegate at the Hygienic Congress at Budapest in 1894 
and at Madrid in 1898 ; he was an associate of King’s 
College, London, and of the Socifittj d'Hygibne of France, 
and a member of the council of the Royal Sanitary Institute. 
Anningson was an indefatigable worker, and it was in the 
midst of his strenuous work that he died. He contributed 
articles to many journals, and of other works published by 
him we may mention the “Evolutionof Human Communities 
in Relation to Disease,” and the “ Origin and Progress of 
Sanitary Endeavour.” 

In 1888 Dr. Anningson married the only daughter of Mr. 
Samuel Davy, of Christchurch, who survives him. 


THE LATE DR. W. W. H. TATE. 

In reference to the obituary notice of Dr. Tate, which 
appeared in our last week’s issue, Dr. Herbert Spencer 
writes :—“ I knew Walter Tate well for more than 30 years. 
He obtained his first resident appointment at University 
College Hospital in 1888, a few months after I was elected 
to the staff, and afterwards he became house physician 
and resident medical officer to the hospital ; in all these 
appointments he was assiduous in the performance of his 
duties and most popular’ with patients, nurses, students, 
and staff. Ever since those days, in which he laid the 
foundation of a successful gynaecological career in a 
wide general training, I have watched his work with 
admiration and maintained an unbroken and unclouded 
friendship, which, cut short by the hand of death, leaves a 
feeling of sadness and grief, assuaged by the sweet memory 
of a man of high principles and honour, a charming per¬ 
sonality, and one of the best and most unselfish men I ever 
knew. Appointed to St. Thomas’s Hospital, and succeeding 
Dr. Cullingworth at an early age, Walter Tate soon acquired 
an extensive experience in gynaecology, in which he was a 
skilful and successful operator, and made many valuable 
contributions to literature. He was devoted to his hospital 
work and took much pains in teaching the students, with 
whom he was very popular. Equally devoted to him were his 
private patients of all ranks, who could Dot fail to appre¬ 
ciate his kindness, geniality, sound judgment, honesty, and 
skill. Bold in performing necessary operations, he was averse 
from performing those which his experience, judgment, 
and humanity led him to know to be of doubtful utility. 
Though devoted to no ‘ sport,’ Walter Tate had in an unusual 
degree the faculty of warming both hands at the fires of 
life, work and play, in both of which he took great pleasure. 
His ‘ play ' of late years took the form of motor trips through 
many parts of England and in social meetings with his 
friends. Some of his excellent professional work is recorded 
in transactions and journals; the memory of his genial, 
cheerful, charming, and sterling personality will ever remain 
enshrined in the hearts of his friends.” 


King’s College Hospital Medical School 
(University of London). —The Burney Yeo scholarships 
for 1916 have been awarded to Robert Roberts, B.A., Radiol 
College,Oxford ; J. MylesBickerton, B.A..Pembroke College, 
Cambridge; and Geoffrey Arthur Harrison, B.A., Gonville 
and Caius College, Cambridge. 
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Comspnhiue. 


“Audi alteram partem.” 


THE WORK OF THE REGISTERED 
HOSPITALS FOR THE INSANE. 

To the Editor of The Lancet. 

Sir,—I have read with great interest Dr. Henry Rayner’s 
protest against the small amount of charitable work done by 
some of the registered mental hospitals in England. I think 
he will agree that this has for a long time been well known 
to all engaged in consultative work in mental medicine, and 
I was disappointed in noting his definite statement that the 
Board of Control had no power to compel some of these 
institutions to live up to the purpose for which they were 
originally licensed. We know well those institutions which 
are doing true charitable work, in spite of not being able to 
make their actual earnings meet their yearly expenditure, 
but we also know the difficulties we often experience in our 
attempts to get deserving cases taken into some registered 
hospitals at a small weekly payment. The poor middle-class 
mental patients have of late years been able to gain admis¬ 
sion to many of our rate-supported asylums at a minimum 
charge of £1 Is. to £1 5«. a week, and we have in the many 
cases coming to us welcomed this help. I fear, however, 
even in the case of some of these public asylums there 
has developed a tendency to build palatial annexes out 
of the ratepayers’ money and enter into competition 
with private institutions with large amounts of capital 
invested. I only heard the other day from a very reliable 
source of one such public asylum receiving patients 
paying very high terms, and I know that to get a 
deserving case into this institution at a small weekly pay¬ 
ment is often not at all an easy thing to do. I believe I am 
stating a fact when I say that many of the private asylums 
of this country do more real charitable work than those 
institutions which were given a licence on the specific under¬ 
standing that their profits should be utilised to help those 
who could not afford more than a small weekly sum. 

The great fact that must be continually brought forward 
in all these discussions is that, according to the reports of 
the Commissioners in Lunacy, the recovery-rate of mental 
diseases is to-day no higher than it was in the “seventies” of 
the last century. The ever-increasing difficulty in getting 
mental cases with small means quickly under skilled care 
must, I feel sure, account to a great extent for this 
lamentable fact. 

If the Board of Control have no existing powers to remedy 
this evil, surely it would not be difficult to get a small Act 
passed enabling them to have more real authority over these 
institutions. I am, Sir, yours faithfully, 

L. A. Weatherly, M.D. Aberd. 

Bournemouth, July 29th, 1916. 


AORTIC INCOMPETENCE, DIGITALIS, AND 
THE WAR-WORTHY HEART. 

To the Editor of The Lancet. 

Sir,—S o long ago as 1829 Hodgkin concluded, from his 
own experience, 1 2 that neither blood-letting nor digitalis was 
advisable in cases of “retroversion of the aortic valves.” 
Corrigan, with whose name aortic incompetence is frequently 
associated, contrasted aortic with mitral lesions, and regarded 
digitalis as dangerous in cases of “inadequacy of the aortic 
valves.” 3 In all subsequent discussion on this point there 
has been that defence of, and objection to, the use of digitalis 
in aortic incompetence which denotes a theme marked by 
uncertainty based on experience. Perhaps the most satis¬ 
factory and tersely expressed opinion on the subject is that of 
the late Sir William Broadbent when he states ' that digitalis 
is only useful in cases of aortic regurgitation manifesting 
“mitral symptoms”—in other words, when the power of 
the ventricle to fulfil its functions efficiently has waned. 
That digitalis under any circumstances is only indicated 

1 Lomion Medical Gazette, vol. iii., p. 442. 

2 Ediii. Med. anri Surg. Jour., April 1st, 1832. 

8 Heart Disease, p. 117. 


when cardiac force has ceased to be equal to propulsive need 
will scarcely be questioned. Dr. Seymour Taylor, in his 
interesting paper in The Lancet of July 15th, arrives at a 
sound conclusion when he writes of the “seriousness of 
aortic regurgitation,” and you also echo in the leading 
article on Aortic Incompetence in your issue of July 22nd 
a similar opinion, and one which would scarcely have 
required restatement had not some of recent years, with 
altogether unjustifiable emphasis, relegated to the limbo of 
childish conceptions that importance of the mechanical 
factor in the circulation represented by the valvular 
apparatus. 

I agree with Dr. Taylor that clinical experience is at least 
as valuable as laboratory research, but the two, on the whole, 
are very helpful to one another, although the physiologist at 
times claims a degree of authority in practical medicine 
which the physician cannot concede. A laboratory study of 
the development of the heart is, however, very enlightening 
both as to the value of the valvular apparatus in maintaining 
the circulation and in sparing the work of the heart. The 
valves develop late; they are the finishing touch given to 
the cardiac mechanism. Prior to the completion of the 
aortic valves the circulation is not steadily progressive but 
oscillatory, to and fro, see-saw, and this in proportion to the 
slowness of cardiac action. It is less oscillatory when the 
circulation is quickened, and more so when it is slowed. 
There is, indeed, no more perfect picture of Corrigan’s pulse 
than that seen in the developing heart before the aortic 
valves are competent. 

Experimental physiology teaches the same lesson. Marey 
and Chauveau 1 showed by experiment on the horse that 
destruction of the aortic valves caused a rise both of intra¬ 
ventricular pressure and heart-rate, while Corrigan noted 5 
what we know to be true of the otherwise normal heart 
affected with aortic valvular disease—namely, that the heart- 
rate has a high average. Corrigan placed it at 1X0 beats a 
minute. As the effect of digitalis is not only to increase 
muscular tone, but to lower cardiac rate, it finds a useful 
place only when the power of the heart is diminished and 
its rate very considerably increased, so much increased that 
its reduction to 100 or so a minute may be regarded as low. 
In a paper on the Treatment of Aortic Valvular Disease, 6 
I endeavoured to show that lesions requiring increased pro¬ 
pulsion, of which aortic incompetency is the best example, 
need acceleration in action, while those requiring increased 
aspiration demanded cardiac retardation. While atropin in 
small doses is the best cardiac accelerant, digitalis is 
without doubt the best retardant, and may have to be pushed 
boldly even in aortic incompetence when the heart has failed. 

As regards prognosis and work capacity in aortic valvular 
disease, on which, as on many other points in Dr. Taylor’s 
paper it is not possible to dwell here, much depends upon 
two factors: (1) the etiology of the condition and (2) the 
character and amount of the lesion. As regards the first 
point, an aortic incompetence due to specific disease, with a 
concurrent obliterative endarteritis, which may be often 
assumed to exist, is, even in a young subject, of graver pro¬ 
gnosis than the same condition arising from rheumatic 
valvulitis or senile change, unless the cardio-motor (nodal) 
mechanism be involved. With reference to the amount of 
lesion, Dr. Taylor writes of one of his cases of aortic regurgi¬ 
tation as showing “accentuation and reduplication of the 
second sound over the pulmonary artery.” 7 Inasmuch as 
the second sound is due to the closure of the sigmoid 
cusps of both the pulmonary artery and the aorta, and 
its reduplication to asynchronous closure of these valves, 
it is manifest that both valves must have been fairly 
competent to have yielded the reduplication noted. But 
the estimation of the amount of valvular lesion is admittedly 
a difficult matter, yet it should be attempted, unless we 
adopt the attitude of the cult which rega r ds the valvular 
state as negligible. This particular heresy, however, 
promises to be short-lived, and your leading article correctly 
asserts that “ the victim of aortic incompetence must be 
rigidly excluded from the Army.” To this it may be 
added with equal emphasis, that the bearer of any organic 
valvular lesion whatever should also be excluded. I have 
personally had to advise the exclusion from the Army of 


4 CIrc. d. Sang, pp. 674-75. 

5 Luc. cit. 

6 Brit. Med. Jour., March 14th, 1896. 
7 Loc. cit., p. 97. 
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“victims” of valvular disease considered war-worthy by 
some disciples of the cult in question. 

I may refer, in conclusion, to the perplexities of your 
correspondent, Captain Adolphe Abrahams, whose letter 
appeared in The Lancet of July 29th, induced by a study of 
Captain John Parkinson's paper in your issue of July 22nd, 
the carefully collected and well-weighed data in which render 
it valuable. His suggestion of an objectively flawless 
but essentially inadequate heart is quite in accordance with 
probability. Some years ago I contributed an article to 
The Lancet s on Cardiac Inadequacy, borrowing the term 
from an expression used by the late Sir Andrew Clark 
in discussing “ renal inadequacy." In the paper referred to 
I examined the question of cardiac inadequacy rather fully. 
That there is a native difference in organic adequacy will 
scarcely be disputed, and I agree with Captain Parkinson 
that only a moiety of the more or less rapid and easily 
accelerable hearts met with in so-called “ soldier's heart ” 
are referable to hyperthyroidism. Sir James Barr’s conten¬ 
tion that cases of hyperthyroidism without pronounced 
enlargement of the gland are overlooked is, however, 
probably correct. 

That defective endocrinic tone plays a part in these cases 
is probable, and is shown by the lack of sustained energy in 
cardiac action. This loss of tone appears to me to be of 
neural origin, and the determination of what I have termed 
the cardio-pulmonary reflex is, I believe, a valuable index to 
the power of adaptation shown by the heart under exertion 
An easily elicited retardation of the heart while unaccele¬ 
rated, on deep respiration and a rapid return to the normal 
rate on the cessation of exertion, I have been taught by 
experience to regard as indicative of that control which 
denotes good cardio-vascular tone. I therefore find myself 
quite in accord with Captain Abrahams in ascribing import¬ 
ance to undue prolongation of acceleration after a given work 
test, and have myself employed it as such and have advised 
others to do so also. On the other hand, a native cardiac 
inadequacy without any evidence of organic or persistent 
disease may quite validly exclude a man from military 
service. 

There can also be little doubt, as Captain Abrahams 
suggests, and it has before been pointed out, that there is a 
•considerable psychical element in many cases of so-called 
“ soldier’s heart.” The conditions of modern war are even 
more calculated to induce the neurasthenic state and bring 
such tendencies into activity than the conditions of previous 
wars. The frequent night attacks and high explosives, 
denoting as they do banished sleep and excessive stimula¬ 
tion, are well calculated to produce shock and disorder, 
especially, although by no means exclusively, in more highly- 
strung individuals. The cord tends to vibrate long after it 
has been struck, and to emit frequently a music far from 
exhilarating. For this reason the aggregation of neurasthenic 
cardiopaths in a special Cordarium, such as that which has 
recently been established at Hampstead, has always appeared 
to me to be wrong in principle. Such cases can be as well 
investigated and, I believe, more successfully treated outside 
an emphasised cardiopathic atmosphere. 

I am, Sir, yours faithfully, 

Alexander Morison. 

Upper Berkeley-street, W , July 29th. 1916. 


THE SHOCKLESS OPERATION. 

To the Editor of The Lancet. 

Sir, —I was much interested to read Dr. Manson 
Fergusson's letter in your issue of July 15th. in answer to 
my article on this subject. I notice that Dr. Fergcsson 
prefers local anaesthesia with the patient fully conscious to 
the method advocated in my paper. While this may be an 
advantage when operating upon hardy Scotch patients, and 
when a skilled anaesthetist is not easily obtainable, it is not 
generally speaking. I think, as good a method as that in 
which the patient is kept unconscious. Very many patients 
cannot face with equanimity a long operation upon them¬ 
selves even when pain is entirely absent, and they are liable 
as the result of fright alone to become faint and collapsed 
either during, or soon after, the operation. As most second- 
year students and nurses know from personal experience, it 
is no slight ordeal to be present at a long operation, even 


8 Thk Lancet, vol. 1.. 1902, p. 1098. 


when the subject is someone else. How much more difficult 
when the subject is oneself 1 As Dr. C'rile has pointed out, 
a considerable degree of shock may occur from mental 
anxiety alone, and it is our duty to protect the patient from 
this as far as possible. 

Dr. Fergusson is alarmed at the possibility of the patient’s 
struggling during an abdominal operation, but this should 
never occur with gas and oxygen if a good anesthetist is 
available, and I personally have had no experience of it. 
The method is, of course, still rather new to many anaes¬ 
thetists, but I feel confident that great improvements in the 
production of analgesia with gas and oxygen will occur as the 
result of increased experience with the method. In America 
gas and oxygen as a general anaesthetic is being extensively 
used and is increasing in popularity, and I feel certain that 
the same will occur in this country, especially in London, 
where specialism in the administration of anaesthetics has 
reached its greatest development. 

I am glad that Dr. Fergusson has drawn attention to the 
possible danger from chloroform and adrenalin in associa¬ 
tion. I have personally never seen any bad results from the 
combination, but this is probably because I have used only 
very dilute solutions of adrenalin and very small quantities 
of CHClj. I believe, however, that Dr. Fergusson is correct 
and that CHCI, should not be given when adrenalin is to be 
used, as there have been, to my knowledge, one or two deaths 
which might be attributed to this cause. 

I am. Sir, yours faithfully, 

London, July 26th, 1916. P. LOCKH ART-JIUMMERY, F.R.C.S. 


DIGITALIS IN AORTIC INCOMPETENCE. 

To the Editor of The Lancet. 


Sir, —Dr. Seymour Taylor's article on the above subject in 
your issue of July 15th prompts me to record the following 
case of aortic regurgitation treated with tincture of digitalis. 


A man, about 40 years old, was admitted to hospital on 
account of dyspnoea and oedema of the legs. This condition 
was duo to morbus cordis, and the presence of aortic regurgi¬ 
tation was evident by the usual signs. There was evidence 
of the disease being syphilitic. He was put to bed on a 
restricted diet. Some inconsiderable improvement followed. 
Digitalis was given with caution. Very definite improve¬ 
ment followed its use. This observation was controlled by a 
careful record of the daily output of urine. The following 
figures were obtained :— 


Successive Duration in Dail.v amount digitalis 
periods. days. given, in minims. 

1 . 8 . None . 

2 . 10 . 15 . 

3 . 6 . None . 

4 . 9 . 22* . 

5 . 12 . 22* . 


Daily average 
excretion of 
urine. 

740 c.c. 
980 „ 

660 „ 

1050 „ 

1070 „ 


The effect of the drug on the output of urine was apparent 
48 hours after its first administration, and the above periods 
are taken accordingly. 


This case illustrates one of the events which may follow 
the administration of digitalis and it is little more trouble to 
record than the pulse-rate. When the case presents definite 
clinical evidence, such as this, of the immediate value of 
digitalis in aortic incompetence one awaits comprehensive 
statistics, proving its effect in shortening life, before passing 
adverse judgment on its value. 

I am. Sir, yonrs faithfully, 

Geoffrey Evans, 

July 15th, 1916. Temporary Surgeon, R.N. 


MEDICAL ELECTRICITY DIRECT FROM 
THE MAIN. 

To the Editor of The Lancet. 

Sir, —In The Lancet of June 10th. p. 1176, a device 
is described for safely utilising the current from the 
main for medical purposes by interposing a water resist¬ 
ance. It claims to be something new, but is not water 
not only one of the best, but one of the oldest forms of 
resistance for galvanism 1 It has always been used by elec¬ 
trical engineers, and Professor Leduc—in whose laboratories I 
first saw it—has always worked very largely with it. The 
experiments in his book (which was published many years 
ago and which is now the classic on ionic medication) were 
worked out entirely with water resistances. Since the 
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beginning of the war he has been supervising the electrical 
work in the 100 hospitals of the Loire military district, and 
the object of this note is to mention his method, because 
it is different from British methods. 

The apparatus in his research laboratory cost him, as he 
said, “ nothing.” Anyone who happens to have by them a 
glass bowl, some bits of carbon and of wire, a lamp, and 
a spare milliamperemeter, can make one for the same, by 
arranging them thus :— 



The current from the main (c) is taken through a lamp 
(L) for safety—or 2 lamps. Then to the cylindrical bowl 
of water (about 6 8 inches X 10 18 inches) and led to 2 
carbons A a' which are on a movable wooden rod. At the 
position in the diagram nothing passes to the patient—but 
as A A' is moved round towards carbons B b' (which are 
fixed immovable to the sides of the bowl] the resistance is, 
of course, diminished, and the current may thus be regulated 
for the patient (p); the quantity being read off on the 
milliamperemetre (M). 

As there are so many thousands of cases now needing ionic 
medication it is an advantage to be able to give multiple 
doses simultaneously. In the Loire district it is a favourite 
plan to have four patients seated or reclining round a table 
about 4 feet square, for which some wounded carpenter has 
made a double top, with a space of about 7 or 8 inches in 
between. Four glass bowls of similar depth are set upon the 
lower shelf. Four circles are cut out of the upper shelf over 
them. These act as lids, and also can be twisted round to 
carry the movable carbons. The current enters the under¬ 
shelf, and as nearly all war wounds do better with a 
current that is interrupted, it is passed through a metronome 
which is fixed on the middle of the top shelf. From here it 
is divided up and passes to the four separate resistances for 
the four separate patients. 

As a practising electrician who has for the past 14 years 
treated all wounds (excepting those of viscera) from the 
earliest possible moment after infliction with static and 
galvanic electricity, I would consider some such apparatus 
as the above one of the absolute essentials in the best 
treatment of any wound. 

I am, Sir, yours faithfully, 

London, July 10th. 1816. Ettie SAYER. 


MOUTH HYGIENE IN THE ARMY. 

To the Editor of The Lancet. 

Sir, —During the month of February, 1916, I kept a 
careful record of the condition of the teeth and gums of 
nearly all the eases admitted into my field ambulance. 
Those cases, of which no record was kept, were either 
severely wounded or cases which were rapidly evacuated to 
the casualty clearing station, owing to their serious condi¬ 
tion. This meant that those cases whose mouths and teeth 
were possibly in a bad condition due to seriotu illness were 
eliminated from any calculation. The following is the result 
of the notes which I kept:— 


(а) Number of men admitted whose teeth showed no signs of 

hiving been cleaned . 279 

(б) Number of men admitted with illness which ml^ht have been 

either caused or aggravated by the very foul and septic con¬ 
dition of their teeth and gums . *.. 66 

(c) Number of men admitted whose teeth showed signs of being 

brushed fairly regularly. 76 

(ri) Number of cases of which no record of the condition of teeth 

was m*dc . 61 


For the first half of this month, when the above records 
were taken, the troops were out of action, in rest well 
behind the firing line, and were where they had ample 
supplies of water. For the latter half of the month the 
division was in action, where possibly water was not so 
plentiful, but the records for the two periods show a 
smaller number of cases admitted under (J) heading during 


the latter period, when they were in action, and the supply 
of water was less plentiful. So 66 cases came into one field 
ambulance with symptoms which, in the opinion of the 
medical officers in charge of the cases, and in my opinion, 
were due to the neglected state of their teeth. If to avoid 
the risk of overstating the case we say that only in 50 of 
these cases was the condition due to the foul neglected state 
of their teeth and gums, it can be estimated that some 
thousands every month are admitted into field ambulances 
with symptoms due to neglect of mouth hygiene. 

The K.A.M.C. has done wonders in this war in keeping 
down the admission rate of serious diseases, and even a 
liberal number of dentists are being provided to look after 
the men’s teeth ; but it appears to me that the subject has 
to a large extent been overlooked, possibly because at first 
sight it may not seem of great importance, and secondly 
because, no doubt, it is not a congenial task for regimental 
officers to examine their men s teeth ; but in my opinion they 
should have the necessity for doing this pointed out to them 
in the strongest possible manner, and neglect should be 
visited with serious penalties. 

The above figures would be more strikingly in favour of my 
argument but for the fact that I was instrumental in having 
the following order published in the 19th Division Routine 
Orders on Feb. 3rd, 1916 :— 

D.R.O. 107. 3rd February , 1310. Discipline. 

A large amount of the sickness in the Division is due to the fact that 
the cleanliness of the teeth is very largely neglected, resulting in such 
ailments as dyspepsia, gastritis, rheumatism, general debility, and 
even symptoms resembling inliuen/a. Commanding officers, and more 
especially company officers, should see that every man is in possession 
of a tooth-brush and that this is used for its legitimate purpose, and 
C.O’s. i'c units should impress upon all concerned the importance 
of the hygiene of the mouth. 

I am. Sir, yours faithfully, 

G. J. Stoney Archer. 

Lieutenant-Colonel, K.A.M.C. 


WALKE R-GORDON LABORATORIES: A 
TEMPORARY SUSPENSION OF WORK. 

To the Editor of The Lancet. 

Sir, —Will you permit us to inform the members of the 
medical profession that owing to the conditions now 
existing we find it no longer possible to carry out the 
methods and arrangements which constitute the essence of 
this business, and we are obliged, therefore, with the 
greatest regret, to close down until the termination of the 
war. We are, Sir, yours faithfully, 

Walker-Gordon Laboratories, Limited. 

Weymoutli-sfcreet, July 31st, 1916. 


Society for the State Registration of 
Trained Nurses. —At the last meeting of the executive 
committee of this society Mrs. Bedford Fenwick, the Pre¬ 
sident, proposed a motion recording “ the profound sorrow 
of the society at the irreparable loss sustained by the death 
on active service in Mesopotamia of its distinguished Vice- 
President, Colonel Sir Victor Horsley, C.B., F.R.C.S., F.R.S., 
LL.D." The motion was carried in silence, the members 
standing. 

Donations and Bequests. —By the will of the 
late Mr. ,T. Plews the Merthyr Tydfil General Hospital will 
receive £500.—The late Mr. Salomon Stern has bequeathed 
£500 to the London Hospital, King Edward’s Hospital Fund. 
—Under the will of the late Sir Michael Barker Nairn, Bart., 
bequests of £6000 have been left to the Kirkcaldy Hospital, 
£2000 equally between the Cupar Victoria Nursing Associa¬ 
tion, the Ladybank Victoria Nursing Association, the Letham 
Nursing Association, and the assistance of nursing in the 
villages of Springfield and Pitlessie; £1000 to the Dysart 
Victoria Nurses Endowment Fund; £2500 for the endow¬ 
ment fund of Kirkcaldy Victoria Nurses; and £500 to 
the Cupar Cottage Hospital for the endowment fund.— 
Subject to her sister's life interest the late Miss Mary Hadley, 
of Smethwick, has bequeathed £500 each to the General 
Hospital, Birmingham ; the Queen’s Hospital, Birmingham; 
the Birmingham and Midland Free Hospital for Sick 
Children; the Birmingham and Midland Hospital for 
Women ; the Birmingham and Midland Eye Hospital ; the 
Birmingham Lying-in Charity; the Birmingham and 
Midland Ear and Throat Hospital; the Midland Counties 
Home for Incurables, LeaniiDgton; and the Society for the 
Prevention of Cruelty to Children ; and £800 each to the Insti¬ 
tute for the Deaf and Dumb Children. Birmingham, and the 
General Institute for the Blind, Birmingham. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain A. M. Thomson, R.A.M.C., attached to the Royal 
Sussex Regiment, was educated at the Royal University, 
Belfast, qualifying in 1909. He was in practice at 
Belfast prior to joining the R.A.M.C., shortly after the 
outbreak of war. 

Died . 

Lieutenant-Colonel A. H. Lister, C.M.G., R.A.M.C., 19th 
General Hospital, Alexandria, was educated at Marl¬ 
borough and Cambridge, and qualified at Aberdeen 
University. He was a specialist in tuberculosis, prac¬ 
tising in Aberdeen, in which city he held many appoint¬ 
ments. 

Captain H. R. Robertson, R.A.M.C., attached to the Essex 
Yeomanry, graduated M.D. Dublin in 1895, and was in 
practice at Tientsin, China, for some years. He joined 
the R.A.M.C. soon after the outbreak of war. 

Captain W. Hillbrook, British East African Expeditionary 
Force, was educated at Cambridge and at St. George’s 
Hospital, London, and qualified in 1915. He proceeded 
to Uganda, taking a post at the Mengo Hospital, and 
subsequently accepted a commission in the Expedi¬ 
tionary Force. 

Wounded. 

Captain J. M. Stenhouse, R.A.M.C., attached to the Royal 
Field Artillery. 

Captain J. Granger, South African Medical Corps. 

Captain S. Liebson, South African Medical Corps. 

Captain T. Sheehan, R.A.M.C. 

Captain J. D. Wilkinson, R.A.M.C., attached to the Royal 
Field Artillery. 

Captain W. J. llenry, R.A.M.C., attached to the Wilts 
Regiment. 

Captain A. T. Nankivell, R.A.M.C., attached to the Argyll 
and Sutherland Highlanders. 

Lieutenant E. F. Nivin, R.A.M.C. 

Captain W. D. Chambers, R.A.M.C., attached to the 
Gloucester Regiment. 

Captain A. Grant, R.A.M.C., attached to the Royal Fusiliers. 

Lieutenant H. B. Maxwell,R.A.M.C., attached to the London 
Regiment. 

Captain A. F. Palmer, R.A.M.C., attached to the Royal Field 
Artillery. 

Lieutenant A. L. Anderson, R.A.M.C., attached to the Royal 
Warwick Regiment. 

Captain R. Lawson, R.A.M.C. 

Captain R. H. Lucas, R.A.M.C., attached to the Royal 
Fusiliers. 

Captain J. A. Macleod, R.A.M.C. 

Captain J. H. H. Pearson, R.A.M.C., attached to the Royal 
Lancaster Regiment. 

Captain D. Pottinger, R.A.M.C. 

Captain S. Brown, R.A.M.C., attached to to the Royal Field 
Artillery. 

Captain H. E. O’Brien, R.A.M.C. 

Captain R. Park, R.A.M.C., attached to the Royal Field 
Artillery. 

Previously reported Believed to have been taken Prisoners at 
Kut-el-Amara, no?v reported Prisoners. 

Captain L. A. P. Anderson, I.M.S. 

Major C. H. Barber, I.M.S. 

Colonel P. Hehir, C.B., I.M.S. 

Captain H. H. King, I.M.S. 

Believed taken Prisoner at Kut-el-Amara. 

Major S. Bose, I.M.S. _ 


Deaths among the Sons op Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war :— 

Second Lieutenant M. Heyward, Dorset Regiment, son of 
Dr. H. Heyward, of Croydon. 

Private H. D. Johnson, Somerset Light Infantry, third son 
of the late Dr. P. P. Johnson, of Yafcton, Somerset. 
Lieutenant W. Hall, South Staffordshire Regiment, son of 
Dr. W. Hall, of Hodnet, Salop. 


Lieutenant J. L. Whitty, Leinster Regiment,attached to the 
Itoval Flying Corps, third son of Lieutenant-Colonel 
M. J. Whitty, R.A.M.C. 

Second Lieutenant A. J. Bullivant, Sherwood Foresters, 
younger son of the late Dr. S. Bullivant, of Mansfield, 
'Notts. 

Second Lieutenant A. G. Chambers, Middlesex Regiment, 
fourth son of the late Dr. A. B. Chambers, of Long 
Eaton, Notts. 

Second Lieutenant W. K. Sanderson, Border Regiment, only 
surviving son of the late Dr. T. D. Sanderson, of Fair- 
field, Penrith. 

Captain W. T. V. Gripper, East Surrey Regiment, eldest 
son of Dr. W. Gripper, of Wallington, Surrey. 

Lieutenant and Assistant Adjutant H. B. Murray, Argyll 
and Sutherland Highlanders, fifth son of the late Dr. 
W. B. Murray, of Tenbury, Worcestershire. 

Lieutenant H. B. Fisher, Northumberland Fusiliers, 
younger son of Dr. G. E. Fisher, of Skipton, Yorks. 

Captain J. A. Ritson, South Lancashire Regiment, only child 
of Major R. Ritson, R.A.M.C., of Reading. 

Captain G. B. Donaldson, lloyal Warwickshire Regiment, 
only child of the late Dr. E. Donaldson, of Londonderry. 

Captain W. F. G. Wilies, Dorsetshire Regiment, eldest son 
of Mr. W. Willes, M.R.C.S., Ac., of Bournemouth. 

Second Lieutenant C. O’C. McSwiny, King’s Shropshire 
Light Infantrv, younger son of Dr. M. O’C. Swiny, of 
Okehampton, Devon. 

Second Lieutenant E. R. Ratcliff-Gaylard, Duke of 
Cornwall’s Light Infantry, only surviving son of Dr. J. 
Ratcliff-Gaylard, of Birkenhead. 

Second Lieutenant N. Compton-Burnett, Leicestershire 
Regiment, son of the late Dr. J. Compton-Burnett, of 
Finsbury, London. 

Lieutenant and Adjutant N. C. Clery, Royal Field Artillery, 
younger son of Surgeon-General Clery, C.B., of Black- 
heath, Surrey. 

Lieutenant C. P. Caesar, Shropshire Light Infantry, son of 
the late Dr. C. A. Ciesar, of Hatfield, Herts. 

Lieutenant A. C. Holland, Bedfordshire Regiment, youngest 
son of Dr. J. F. R. Holland, H.B.M. Consul, St. Moritz, 
Switzerland. 

Captain W. V. T. Gripper, East Surrey Regiment, eldest son 
of Dr. W r . Gripper, Wallington, Surrey. 

Lieutenant A. W. Sewill, West Yorks Regiment, elder twin 
son of Mr. H. E. Sewill, M.R.C.S., Ac., of Earlswood 
Common, Redhill, Surrey. 


OBITUARY OP THE WAR. 


ARTHUR HUGH LISTER, B.A. Camb., M.D., C.M. Aberd., 

LIEUTEKANT-COLOXEL, ROYAL ARMY MEDICAL CORPS. 

Lieutenant-Colonel A. H. Lister, who died on July 17th at 
the age of 51, was the son of the late Arthur Lister, F.R.S. 
and a nephew of the 
late Lord Lister. He 
was educated at Marl¬ 
borough and Trinity 
College, Cambridge, and 
graduated in medicine 
at Aberdeen University 
in 1895, taking his M. D. 
degree with honours in 
1904. After a period of 
post-graduate study in 
London, during which 
he was house physician 
at the Middlesex Hos¬ 
pital, he settled in 
Aberdeen, where, in 
addition to the claims 
of a considerable con¬ 
sulting practice, he filled 
with distinction a 
number of important 
posts. He was at 
various times honorary physician to the tuberculosis 
wards at the Aberdeen City Hospital, medical officer 
to the Morningfield Hospital for Incurables, and honorary 
medical referee to the Newhills Sanatorium. His chief 
work, however, w r as at the Aberdeen Royal Infirmary, to 
which he was attached for many years, being at the time 
of his death full physician and lecturer on clinical medicine 
at Aberdeen University. In the latter capacity his power 
and lucidity as a teacher were much appreciated by the 
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students. Shortly after the outbreak of war he went to 
France to take charge of the medical side of the hospital 
unit at IVimereux, and later, in April, 1915, he was given the 
medical charge of the 19th General Hospital at Alexandria, 
where he devoted himself to the duties of his posi¬ 
tion with characteristic energy and enthusiasm. In recogni¬ 
tion of his services he obtained a short time before his death 
the distinction of C.M.G. The strain of a second summer’s 
work under the trying conditions of Alexandria proved 
too much for his health and led to the recurrence of an old 
pulmonary tuberculous lesion, for which he had undergone 
a long course of treatment with satisfactory result a few 
years previously. The disease made rapid progress and he 
died at sea while on the voyage home. 

One of his contemporaries writes of him : “Lister was a 
physician of unusual ability, a good teacher, and a man 
of singular charm and nobility of character. To his patients 
he was as much friend as physician. He regarded his life 
and energy as a trust to be spent, heedless of himself, in the 
interests of others, and to the strain involved in his untiring 
devotion to this ideal is largely to be attributed his premature 
death.” The truth of this verdict will be recognised by all 
who knew Colonel Lister. His loss leaves the medical 
profession the poorer and a gap hard to fill in the wide 
circle of his friends. Colonel Lister married in 1896 Sybil, 
daughter of the late Sir Reginald Palgrave, K.C.B., Clerk 
to the House of Commons, who survives him, with a family 
of seven children. 


EDWARD AUGUSTINE BELL, M.B., B.S. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORFS. 



Captain E. A. Bell, who was accidentally drowned whilst 
on active service in France on July 11th at the age of 38, 
was the fourth son of the late William Bell, M.R.C.S., 
J.P., of New Brighton, Cheshire. He was educated at 
Rossall and Birkenhead Schools. Entering King’s College, 
London, with a scholarship, he gained both junior and senior 
scholarships, the Tanner prize for obstetrics, and was pro- 
sector at the Royal College of Surgeons. Captain Bell 
qualified M.R.C.S. Eng. in 1902, taking the M.B. Lond. in 
the same year and the B.S. in 1903. After holding the post 
of house surgeon at the Royal Free Hospital he settled in 
New Brighton as assistant, and subsequently partner, to his 
father, Mr. William Bell, at whose death in April, 1915, he 
succeeded to the whole practice. He was honorary senior 
surgeon to the Wallasey Cottage Hospital, honorary surgeon 
to the New Brighton Convalescent Home and Wallasey 
Ladies' Charity, surgeon to the Home for Aged Mariners, 
Egremont, as well as Admiralty surgeon and agent. In 
November, 1915, he was appointed surgeon to the British Hos¬ 
pital at Wimereux, and 
later was attached as 
surgeon specialist to the 
Anglo-American Hos¬ 
pital, where he remained 
until his death. On 
June 18th he was 
■ gazetted as temporary 
Honorary Captain in 
the Royal Army Medical 
Corps. 

One of his colleagues 
in France writes of him : 
“ Bell worked for the 
patients day and night 
and was loved by them 
all. He did 46 opera¬ 
tions the day before he 
died and was quite 
exhausted by it. His 
was a fine nature, 
strong and true and 
capable, tender and untiring with the men, loyal to all our 
interests. He died in the midst of his work and at the 
height of his usefulness.” 

In his leisure time Captain Bell was a keen athlete, 
playing for his hospital in the inter-hospital cup- 
ties, and as a tennis player represented Cheshire and 
won prizes in many open tournaments. He married 
in 1904 the younger daughter of Canon Cogswell, 
D. D., rector of Wallasey, and leaves a widow and two 
children. 


ROBERT WILLIAMS MICHELL, M.A..M.D., B.C.Cantab., 
F.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain R. W. Michell, who died in London on July 19th from 
wounds received in action in France at the age of 66 years, 
was the eldest son of Mr. R. F. Michell, of Truro, and came of 
an old Cornish family. His medical education was begun 
at Cambridge and continued at St. Bartholomew’s Hospital. 
He was a devoted member of Caius, where he had captained 
the college boat, and graduated in medicine in the University, 
taking the F.R.C.S. Eng. a little later. Among the several 
appointments he held 
was a demonstratorship 
in anatomy in the Uni¬ 
versity, and the experi¬ 
ence thus gained served 
him in good stead. He 
remained in Cambridge, 
where his practice was 
chiefly among the 
undergraduates and 
younger graduates of 
the University. His 
keenness and energy, 
with enthusiasm for the 
young life of the Uni¬ 
versity, his desire to do 
his best, and give the 
most valuable of his 
great store of experi¬ 
ence to those who 
needed it among active 
under-graduates, was a 
striking characteristic of the man. He entered into the 
conditions liable to arise from undue exercise, with care, 
skill, and a knowledge that was considerable and of the 
greatest value. Heart strain was one of the conditions he 
particularly laboured to understand, so that he might guide 
aright the natural bent of the keen sporting man. In this 
subject he had already won the distinction of being an 
authority of no mean order. He was one of the first prac¬ 
titioners to make use of the electro-cardiograph as a regular 
routine in his Clinical studies and practice. 

Sir Clifford Allbutt writes of him: “Michell was so 
impressed by the complexity and obscurity of cardiac 
problems that it was difficult to persuade him to publish 
any of his researches, and I fear for the same reason that 
we shall find little left for publication. For Allbutt and 
Rolleston’s ‘ System of Medicine' Michell had contributed a 
few short paragraphs, and I know he had collected some 
further notes for a separate edition of my article in that 
System which probably now will not see the light. Never¬ 
theless, in one way or another Michell’s researches on cardiac 
disorders became well known both to the profession and 
to the public, so that his opinion was sought in many 
responsible cases. Sometimes he attended scientific dis¬ 
cussions on cardiac questions, but the loose general state¬ 
ments which too often find their way into such conversations 
made him angry. Likewise he was liable to be moved to 
wrath if on one of his cases another opinion were given on 
half the consideration and often on less experience than 
he had given to it. On such occasions, like Lawrence 
Boythorne, he would express himself with as much vigour 
and point and with as little malice.” 

Another friend writes of him : 1 ‘ Apart from his medical 
labours, it may truly be said that no one ever succeeded so 
much as Michell in winning the confidence of young men, 
in impressing upon them the genuineness of his advice, and 
of the solicitude he ever exercised for the benefit of others.” 

Captain Michell served in the Boer War, and as soon as 
the present war broke out he was keen to serve and do his 
share. No one can forget the series of brave acts which he 
performed just before he was himself wounded ; and for 
these he has been recommended for the Victoria Cross. He 
leaves a widow and a boy of eight. 


Life-saving Medals of the Order of St. John.— 
At a recent chapter-general of the Order of St. John gold 
life-saving medals were presented to Major Harold Edgar 
Priestley, C.M.G., R.A.M.C., and Captain Alan Cunliffe 
Vidal, D.S.O., R.A.M.C., in recognition of the gallantry dis¬ 
played bv them at the Wittenberg Camp. Captain James La 
Fayette Lauder, D.S.O., R.A.M.C., was prevented by military- 
duties abroad from attending to receive a similar medal. 
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The Honours List. 

The King has conferred the honours mentioned upon the 
following medical officers in recognition of their gallantry 
and devotion to duty in the field :— 

Distinguished Service Order. 

Temporary Captain W. Dawson,'R.A.M.C. 

For conspicuous gallantry and devotion to duty when dressing the 
wounded anti directing stretcher-bearers in the tiring line. At dusk 
he searched the frout himself under heavy rifle tire till every' 
wounded man had been removed. 

Captain P. F. Gow, I.M.S. 

For conspicuous gallant rj’ and devotion to duty on several occasions, 
notably when he took one end of a stretcher after three bearers had 
been hit, and brought in a wounded officer. 

Captain W. A. Miller, R.A.M.C., Special Reserve, attached 
22nd (8.) Battalion, Royal Fusiliers. 

For conspicuous gallantry and devotion to duty. Captain Miller 
followed the front line of our attack over ground swept by shell, 
machine gun. and rifle fire. He searched In every direction for 
wounded, and gained valuable information regarding the situation. 
This he at once communicated and ag*in continued his search for 
wounded. This officer has on previous occasions shown distinguished 
gallantry. 

Temporary Lieutenant L. M. Rowlette, R.A.M.C., attached 
1st Battalion Welsh Guards. 

For conspicuous gallantry and devotion to duty. During a heavy 
bombardment he craw led across the open for a considerable distance 
to attend to two wounded men. Later he went out again and. 
although twice wounded, dressed the wounds of Beven wounded men 
and tended them till he had to be himself removed. 

Military Crau. 

Temporary Captain N. Black, R.A.M.C., attached 11th Bat¬ 
talion Argyll and Sutherland Highlanders. 

For conspicuous gallantry and devotion to duty. After a shell had 
blown in hi9 dressing station and he had been cut, bruised, and 
much shaken, he rested ten minutes and then, although still suffer¬ 
ing, went out under heavy fire to attend to a wounded officer in the 
support trenches. 

Temporary Captain C. M. Brophy, R.A.M.C., attached 
18th Battalion London Regiment (T.F.). 

For conspicuous gallantry in leading bearer squids under heavy 
ehell-fire. To succour wounded he maintained communication with 
the regimental aid-posts, and so enabled a large number of wounded 
to be rapidly brought back. 

Captain ,T. A. Cullum, Canadian A.M.C., attached 28th 
Canadian Infantry Battalion. 

For conspicuous gallantry. During a very heavy bombardment by 
the enemy he saw a sergeant buried in his dug-out by a direct hit. 
He at once went out and at great personal risk succeeded in rescuing 
the sergeant and taking blm to the dressing station. On many pre¬ 
vious occasions he had uisplayed great coolness under fire. 

Captain H. E. Cumming, No. 4 Field Ambulance, Canadian 
A.M.C. 

For conspicuous gallantry and devotion to duty when carrying out 
his duties during the heavy bombardment of a battery of artillery by 
the enemy. 

Captain H. F. L. Hugo, R.A.M.C. (T.F.), attached Royal 
1st Devon Yeomanry. 

For conspicuous gallantry, notably when he went to the front-line 
trench under heavy shell-fire, and, after his orderly had been 
dangerously wounded and half buried, stood by and supported him 
till help arrived. Two officers and two men were killed within a 
few yards of him. On another occasion he brought In a wounded 
lieutenant across 200 yards of open ground under tniping tire. 

Captain A. E. Ironside, 4th London Field Ambulance, 
R.A.M.C. (T.F.). 

For conspicuous gallantry and devotion to duty when in charge of 
bearer subdivisions. He organised the work most efficiently, and 
assisted in the dressing of wounded under heavy shell-tire. 

Temporary Captain F. P. Joscelvne, R.A.M.C., attached 
2nd Battalion, Royal Sussex Regiment. 

For consistent gallantry and devotion to duty. He has shown 
complete disregard of pers« nal danger on all occasions, and ha9 
frequently carried out his duties under heavy fire. On one occasion 
a bullet from a machine-gun passed through his coat, but he showed 
complete indifference. 

Captain N. L. Joynt, R.A.M.C., Special Reserve, attached 
176th Tunnelling Company, R.E. 

For conspicuous gallantry. When the enemy exploded a camouflet 
which choked a rali.e galley with foul gaa, he at once organised 
rescue work, going down himself repeatedly with rescue apparatus. 
Through his cool bravery be succeeded in personally rescuing two 
men and ensured the quick recovery of others. 

Captain It. L. Lloyd, South African Medical Corps. 

For con«plcuous gallantry and devotion to duty when tending the 
wounded under machine-gun fire. 

Temporary Captain J. M. MacKenzie, R.A.M.C., attached 
6th Battalion Northumberland Fusiliers (T.F.j. 

For conspicuous gallantry ami devotion to duty. Though wounded 
In the foot and arm he relused to go to hospital, and (our days later, 
during a heavy hostile bombardment, he went up through the enemy 
artillery barrage and tended many wounded men, though In consider¬ 
able pain himself. 


Captain W. H. Riddell, I.M.S. 

For conspicuous gallantry and devotion to duty on several occasions 
w hen tending the wounded under heavy fire. 

Captain R. A. Stewart, R.A.M.C., Special Reserve, attached 
2nd Battalion Border Regiment. 

For conspicuous gallantry. During the attack on an enemy position 
he went forward and established an aid-post in a mine crater, and 
tended many wounded under heavy ehell-fire. His coolness and 
disregard of personal safety gave great confidence to those round him. 

Captain G. W. Treleaven, Canadian Army Medical CorpB. 

For conspicuous gallantry and devotion to duty whon attending 
wounded men under heavy shell-fire, and getting them Into safety. 

Temporary Lieutenant J. R. Irwin, R.A.M.C., attached 2nd 
Battalion, Worcestershire Regiment. 

For conspicuous gallantry. When the enemy exploded a mine, 
damaging our galleries, he immediately descended into the gallery 
and at groat risk, owing to foul fumes, treated a man and enabled 
him to lie brought up alive. 

Temporary Lieutenant C. C. Okell, No. 6 Field Ambulance, 
R. A.M.C. 

For gallant conduct In frequently leading a bearer division over 
shell-swept ground. His bravery and good example greatly assisted 
in the removal of all our wounded. 

Temporary Lieutenant Peter Mortimer Turnbull, R.A.M.C., 
attached 2nd Battalion, Royal West Surrey Regiment. 

For conspicuous gallantry when tending the wounded under heavy 
lire on several successive days. 

With regard to the following, the specific acts for which the 
Military Cross has been granted will be officially announced 
later:— 

Temporary Captain H. A. Pallant, R.A.M.C., attached 1st 
Battalion North Lancashire Regiment. 

Temporary Lieutenant F. R. Hassard, R.A.M.C., 102nd 
Field Ambulance. 

Temporary Lieutenant V. F. Stock, R.A.M.C., 104th Field 
Ambulance. 

Temporary Lieutenant G. B. Wiswell, R.A.M.C., 103rd 
Field Ambulance. _ 


The Need for Officers in the Royal Army 
Medical Corps. 

At the annual Representative Meeting of the British 
Medical Association, reference was made by Dr. T. Jenner 
Yerrall, chairman of the Central Medical War Committee, to 
a strong feeling that had been expressed in certain quarters 
on the subject of the withdrawal by the War Office of the 
privilege of resigning commissions in the Royal Army 
Medical Corps after 12 months' service. Dr. Verrall stated 
that the matter had been taken up with the War Office 
very thoroughly at the first moment when the idea had 
been mooted of any such alteration being made in the 
terms of service, and the following communication on the 
subject was made to the meeting in the form of a letter from 
Sir Alfred Keogh to Dr. Verrall :— 

July 29th, 1916. 

Dear Dr. Verrall,— From certain things that have come 
to »v knowledge, I think that a considerable amount of 
misunderstanding must be prevalent in regard to the 
temporary order recently issued concerning the privilege 
accorded to doctors early in this war of resigning their 
commissions after 12 months' service. 

All that has been done in this connexion is that a com¬ 
munication was sent a few weeks ago to certain commands 
instructing them that, for the present, any doctors (under 
41 vears of age) whose 12 months’ term was shortly expiring, 
and who desired to resign at the end of it, were to be 
informed that the date of resigning must, in the present 
serious stress, be postponed for a time until the number of 
doctors available for taking R.A.M.C. commissions should 
have been increased to a figure more nearly meeting our very 
grave requirements. 

The step was taken, I need hardly say, with the very 
greatest reluctance, but it was imperative by reason of our 
knowledge of the very heavy needs of the forces, as now 
visible to everyone, in the recent and present military 
developments at the Somme ; and it was due to those heavily 
increased needs, taken in conjunction with the unfortu¬ 
nately inadequate number of doctors forthcomiug for com¬ 
missions in the R.A.M.C. during the important months cf 
April, May, and June. 

Ami, lastly, it was a strictly temporary order, to be 
rescinded the moment the number of doctors produced by 
your Committee becomes sufficient to justify this. 

Iti particular, it should be noted that the step thus taken 
affected, ami affects, not the whole profession who enrol 
(as has been alleged! but only & very small number of 
doctors. I should tell you, by the way, that the vast 
majority (over 90 per cent. I believe) of the doctors who have 
taken commissions in the Royal Army Medical Corps since 
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the privilege of 12 months’ service was accorded, have 
exercised their option in the direction of staying on in the 
service, and not resigning at the end of their year. 

And the order affects only those of the men holding com¬ 
missions at the time it was issued whose year happened to 
he shortly expiring and who were not proposing to stay on. 
Furthermore, it was restricted to such of that limited 
number as came within the compulsory provisions of the 
Military Service Acts, the passing of which has, of course, 
fundamentally altered the position of all the men under 41 
as compared with what it was when they were given their 
Royal Army Medical Corps commissions in July, 1915. 

Thus you see the number of doctors affected (and this 
only temporarily) is extremely small. In particular, it must 
be noted (in view of the misapprehensions so widely circu¬ 
lated) that dootors who have taken commissions at any time 
during this year or the latter part of last year are in no way 
affected by the order. All these men have come in with 
their option of resigning unaltered; and, if the number of 
doctors forthcoming in future is sufficient for our needs, 
there is no reason to suppose that the option in their cases 
will ever he altered or need to be withdrawn. 

There is, therefore, no snch “breach of faith " towards the 
whole profession (and in particular towards the 260 men 
recently called to commissions) as has been alleged in certain 
quarters. There has been simply a strictly temporary 
administrative step taken, in relation to a very limited 
number of medical men (each of them liable now to com¬ 
pulsory service), under compelling military necessitiesof the 
first importance for this country, a temporary change which 
will be rescinded the moment the overmastering needs of the 
situation have been adequately provided for—in fact, I hope 
in a very few weeks’ time—a step, therefore, in which, when 
it is properly understood, the whole profession and the 
public and Parliament will, X am certain, concur ; so much 
so that, I am sure, had we failed to take it, in the circum¬ 
stances we should have been considered guilty of a grave 
dereliction of public duty ; and the profession, had it nailed 
to respond, of a lack of public spirit of which I, for one, do 
not believe it to be capable. 

I write you this letter because I thought it would be well 
if you would take the opportunity of your annual meeting 
this week to make this whole matter clear and to dissipate 
the prevailing misapprehensions on the subject. 

I am, yours very truly, 

_ ‘ 'A. Keogh. 


Fees for Examining Recruits. 

We have received from Dr. A. G. Bateman, the general 
secretary of the Medical Defence Union, a copy of a letter 
addressed to him from the War Office, which satisfactorily 
terminates a correspondence of some duration, respecting 
the claims of medical practitioners on account of fees for 
medical inspection of recruits in certain districts. These 
claims were disputed owing to the failure of a memorandum 
issued by the War Office in February, 1915, limiting payment 
to an amount below the nsual scale of peace-time, to reach 
some recruiting centres in time. The letter is as follows:— 
War Office, London, S.W , 29th July, 1916. 

Sir, —With reference to previous correspondence on the 
subject of claims of medical practitioners for the examination 
of recruits, I am directed to acquaint von that it has now 
been decided to settle the disputed claims referred to by the 
payment of 2s. 6 d. a head up to 16 recruits examined and 
2 s. for each recrui t examined in excess of 16 in any one day. 
1 am to express the hope that this arrangement may be 
found satisfactory. 

I am, Sir, your obedient servant, 
(Signed) R. Paterson. 

(For the Assistant Financial Secretary.) 

Dr. A. G. Bateman, General Secretary, 

Medical Defence Union, 4, Tra'algar-aquare, W.C, 


Use of Morphia fok Wounded Men in 
the Field. 

The administration of an opiate to the wounded man 
pending surgical treatment has long been recognised as a 
legitimate practice. ' Erichsen. in his “ Science and Art of 
Surgery ” (tenth edition, vol. ii.), recommended that shook 
and pain should be counteracted by a little brandy-and- 
water and opium, and plenty of cold water to relieve thirst. 
Sir Thomas Longmore considered that morphia (especially 
in hypodermic injection) might be used with much advant¬ 
age (’ Gunshot Injuries,” 1877), the value of the remedy 
consisting not merely in the redaction of local pain and in 
soothing spasm, but principally in its influence over the 
mental irritation and constitutional disturbance which 
result from them On the other hand, no mention of morphia 


is made by Surgeon-General Stevenson (“ Wounds in War," 
third edition), who recommends hypodermic injection of 
strychnia for shock, together with the administration of food 
and stimulants, such as meat extract and a little alcohol. 
In the “ Manual of Training” for the use of the Royal Army 
Medical Corps it is clearly stated that during an engagement 
the immediate treatment of wounded by the regimental 
medical detachments includes, inter alia , the relief of pain, 
for which a hypodermic tabloid of morphia may be placed 
under the tongue. It is, however, laid down that opiates 
should only be used under the orders of a medical officer. 
The tablets formerly contained one-sixth of a grain of hydro¬ 
chloride of morphia ; they now contain, we believe, one- 
quarter of a grain of morphine tartrate. The liability to 
abuse is obvious, but we are inclined to the belief that the 
risk of its occurrence is not great, and that the benefit 
resulting from immediate alleviation of suffering by a small 
dose of morphia placed under the tongue, as suggested, 
would outweigh the hypothetical disadvantages. The 
magnitude of the operations in the present conflict, the 
enormous numbers engaged, and the time that must in¬ 
evitably elapse in many cases before a medical officer can 
attend personally to the wounded man, combine to suggest 
some relaxation of the wholesome rule restricting the use of 
morphia. Doubtless this already occurs in practice. We 
have learned that the private soldier can be trusted to a 
greater extent than would have been thought advisable 20. 
or even 10, years ago. _ 

The Educational Book Scheme and British 
Prisoners of War.—T he recent revelations respecting the 
condition and needs, physical and mental, of some of the 
British prisoners of war interned abroad, coupled with the 
recently imposed restrictions on the transmission, by private 
individuals, of any printed matter to enemy or neutral 
countries, make it more important than ever that friends 
and correspondents of our interned men when writing to 
them should acquaint them with the existence of the Ednoa- 
tional Book Scheme. Under this scheme a prisoner can obtai n, 
free of charge and carriage paid, good books of an educa¬ 
tional character (not fiction or light literature) on almost any 
subject for reading or private study during his internment by 
communicating (either directly or through a correspondent) 
with Mr. A. T. Davies, of the Bosrd of Education, Whitehall. 
London, S.W. Prisoners are invited to state as precisely as 
possible on a form (which can be hid gratis on applicatioi) 
what kind of books they desire. Offers of suitable books 
for the Educational Book Scheme will be gladly received by 
Mr. Davies, but they should be accompanied by a submission 
of the list of books proposed to be contributed. 


gteiiicd Ucfos. 


Examining Board of the Royal Colleges of 
Physicians and Surgeons of Edinburgh and Royal 
Faculty of Physicians and Surgeons of Glasgow.— 
The following are the results of the Triple Qualification 
Examinations:— 

First Examination. 

William Barton. William Campbell, Ronald Gillan (Houston. Jessie 
Hayne Crawford. Ian Bruce Cummings, David Falconer Smith, 
and Jessie Melville Lyell Wright. 

Second Examination. 

Apcar Galustian, StUArt Douglas M'Ausland, Gordon Patrick Walker, 
and Alexander Watson, L.D.S. 

Third Examination. 

Samuel Saxon Barton, George Carter Cossar, M. A. (with distinction). 
William Hutchison Duff. Robert Lloyd Jones, William Ulic 
Desmond Longford, Archibald Buchanan MacDougall. L.D.S., 
A'lan Paul M‘Leod. Cuthbert Gaulter Magee, Patrick AToysius- 
O'Brien, Archibald Paterson Robb, Thomas Talmage Road, L D.5. 
(with distinction), and Thomas Robert Wilson. 

Final Examination (L.R.C P. & S. Edin., L.R.F.P. Sc S. Glasg.). 

Richard Lloyd Jonas, William Bruce Law-son. L.D.S.. Michael 
Campbell, Iveki Sorabji Bhiwandiwalla, Maniketh Vythi Menon, 
William Campbell Barrie, John Alexander Mu-ray. John Alexander 
Smith. James Young M‘Lean, Percy Hayes, and John Bygott. 

Royal College of Physicians of London.—A 
Comitia was held on July 27th, Dr. Percy Kidd, the Senior 
Censor, being in the chair. The following candidates 
having passed the required examination were admitted 
Members of the College: Richard Alun Rowlands, M.B. 
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Lond., L.R.G.P., and Gilbert lnnes Strachan, M.D. Glasg. 
(Cardiff). Licences to practise physic were granted to 120 
candidates who bad passed the requisite examinations. In 
conjunction with the Royal College of Surgeons of England 
Diplomas in Public Health were granted to Reginald 
St. George Smalbridge Bond, M.B., C.M., FJ1.C.S. Edin., 
Ethel Mary Minett, M.B., H.S. Loud., and Henry Owen 
West, M.D., B.S. Lond., M.R.C.P. Lond. On the nomina¬ 
tion of the President, the Council, and the Library Com¬ 
mittee the following elections were made 

Censor*.—Dr. W. Hale White, Dr. W. Pasteur, Dr. S. II. C. Martin, 
and Dr. H. W. G. Mackenzie. 

Treasurer.— Sir D>oe Duckworth. 

Emeritus Registrar.—Dr. E. Liveing. 

Registrar.- Dr. J. A. Ormerod. 

Hurveian Librarian.—Dr. Norman Moore. 

Members of the Library Committee.—Dr. G. N. Pitt, Dr. C. Ogle, 
Dr. T. H. A. Chaplin, and Dr. K. O. Moon. 

Curators of the Museum.—Dr. J. Mitonell Bruce, Dr. Sir Seymour J. 
Sharkey, Dr. P. W. Andrcwes, and Dr. W. Hunter. 

Finance Committee. —Dr. S. P. Phillips, Dr. J. Taylor, and Dr. H. K. 
flpeucer. 

Examiners. —Chemfitry : Mr. \V. IT. Ilnrtley and Mr. T. M. Lowry. 
Physics: Dr. F. Womack and Mr. A. W. Porter. F.R.S. Practical 
Pharmacy: Dr. H. J. Campbell, Dr. v . I Golla, Dr. R. II. Milter, Dr. 
W. E. Dixon, F.R.S., and Dr. A. J. Clark. Physiology : Dr F. A 
Balubrldge and Professor W. M. Hayiise, F.R.S. Anatomv : Mr. W. 
Wright. Medical An .tomy and Principles and Practice of Medicine : 
Dr. A. E. Uarrod, Dr. F. W. Mott, Dr. A. O. Barrs, Dr. F. J. Welhered, 
Dr. F. J. Smith, Dr. II. G. Turney. Dr. J. Fawcett, Dr. A. M. Gossage 
Dr. F. J. Poynton, end Sir John F. H. Broadhent. Midwifery and 
Diseases peculiar to Women : Dr. H. Williamson, Dr. C. 11. J. Lockyer, 
Dr. T. G. Stevens, Dr. G. B. Smtth. and Dr. J. B. Hollier. 

Public Health.— Fart I.: Dr. W. W. O. Beveridge, D.3.0. Part II. : 
Dr. S. A. M. Copeman. 

Tropical Medicine. — Bacteriology : Dr J. C. G. Ledlngham. Diseases 
and Hygiene of the Tropics : Dr. F. M. Sand with. 

The following communications were received : 1. Prom the 
Secretary of the Royal College of Surgeons of England, 
dated May 12th, June 9th, and July 14th, reporting pro¬ 
ceedings of the Council of that College on May 11th, 
June 8th, and July 13th respectively. 2. From the Royal 
Society, dated June 19th, enclosing a copy of regulations for 
the organisation of a Conjoint Board of Scientific Societies 
adopted at a conference of representatives of the societies 
concerned and asking the College to nominate representa¬ 
tives upon the Board. The Acting-President nominated the 
President and Dr. Henry Head. An offer was received from 
Mrs. Streatfeild to give’ £10,000 in Consols to he held by the 
Royal College of Physicians of London and Royal College of 
Surgeons ol England jointly in trust for the promotion of 
research. The offer was accepted and a letter ordered to be 
written to Mrs. Streatfeild thanking her for her generous 
gift. Dr. T. D. Acland was elected a Representative 
Governor of the University of Sheffield and Sir George 
Savage was reappointed a Representative on the Committee 
ol Management of the Chelsea Physic Garden. Reports 
were received from the Committee of Mauagement recom¬ 
mending that Rugby School be added to the list of institu¬ 
tions recognised by the Examining Board in England for 
instruction in Chemistry and Physics, and that the State 
University of Iowa, Iowa'City, U.S". A., be added to the list of 
universities whose graduates in medicine are admissible to 
the Final Examination of the Conjoint Board. The reports 
were adopted. After some further formal business the 
Acting-Presideut dissolved the Comitia. 

Royal College of Surgeons of England.—A n 

ordinary meeting of the Council was held on July 27th, Sir 
Watson Cbeyne, the President, being in the chair. In 
accordance with a report from the Court of Examiners it 
was resolved to issue Diplomas of Membership to 119 
successful candidates. It was resolved to issue a Licence in 
Dental Surgery to a successful candidate. The secretary 
laid before the Council a balance-sheet and a statement of 
the receipts and expenditure of the Council. These were 
approved and adopted, and it was resolved to issue them 
with the annual report of the Council to the meeting of 
Fellows and Members and also in the oalendar. A letter 
was read from the Assistant Secretary of the Local Govern¬ 
ment Board, forwarding by the direction of the President of 
the Board copies of the circular and regulations which tile 
Beard have issued with regard to the prevention and treat¬ 
ment of venereal diseases. 

The Licence in Dental Surgery lias been conferred upon 
Gsoffrev Walter Allen, Guy's Hospital, who lias passed the 
necessary examinations and complied with the by-Jaws. 

Central Mid wives Board.—S pecial meetings of 
the Central Midwives Board were held at Paxton Hall, West¬ 
minster, on July 26th and 27th, with Sir Francis H. 
Cliampneys in the chair. A number of midwives were 
struck oft the Roll, the following charges amongst others 
having been brought forward The midwife neglecting to 
take and record the pnlse and temperature of the patient at 
each visit, as required by Rule E.13; not keeping her 
register of cases as required by Rule E. 23. The midwife did 


not give to the Local Supervising Authority' every reasonable 
facility for inspection of her register of cases, bag of appli¬ 
ances, and place of residence, nor for the investigation of 
her mode of practice, as required by Rule E. 24; she 
did not keep her hag and appliances in a satisfactory 
condition within the meaning of Rales E. 1 and 2. 
Having administered to the patient a drug other 
than a simple aperient the midwife failed to note 
the fact witli the particulars thereof in her register of 
cases, as required by Rule E. 18 ; the child suffering from 
inflammation of, and discharge from, the eyes on the fifth 
day, and continuing so to suffer, she did not explain that the 
case waB one in which the attendance of a registered medical 
practitioner was required, as prescribed by Rule E. 20 (5). 
The midwife not being scrupulously clean in every wav, as 
required by Rule E. 1; when attending patients she dii) not 
wear a clean dress of washable material, as required by 
RuleE.l. A child suffering from hiemorrhage of the cord, 
the midwife did not until 26 hours after the birth explain 
that the case was one in which the attendance of a 
registered medical practitioner was required, as prescribed 
by Rule E. 20 (5); when advising medical help as afore¬ 
said she did not baud to the husband or the nearest relative 
or friend present the form of sending for medical help, 
properly filled up and signed by her, in order that this 
might be immediately forwarded to the medical practitioner, 
as required by Rule E.19; she neglected to give to the 
registered medical practitioner who saw the child auy 
information as to the hemorrhage, and medical aid having 
been sought for the child as aforesaid she neglected to notify 
the Local Supervising Authority thereof, as required by 
Rule E. 21 (1) (a). 

A letter was considered from the Sister of the Maternity 
Ward at the London Hospital inquiring whether attendance 
by a pupil midwife at a course of 15 lectures delivered by the 
obstetric physician and 13 delivered by the seuior resident 
accoucheur would he deemed a compliance witli Rule C. 1 
il) (c) requiring, inter alir , attendance at a course of not less 
than 20 lectures delivered by a registered medical practi¬ 
tioner recognised by the Board as a lecturer. The Board 
direoted that the reply be that the Board is not prepared to 
adopt the suggestion of the Sister of the Maternity Ward of 
the London Hospital; according to Rule C. 1 (1) (c) the 
approved lecturer is bound to deliver not less than 20 
lectures. Any additional instruction by another person 
would doubtless be advantageous. 

Memorial to the late Lieutenant-Colonel 
Edsell, R.A.M.C.—On Sunday last a mnral memorial to the 
late Lieutenant-Colonel George Alfred Edsell, R.A.M.C., 
was unveiled by Canon Potter, vicar of St. Mark’s Church, 
Surbiton Lieutenant-Colonel Edsell bad been in command 
of the 3rd Home Counties Field Ambulance, and died at his 
residence at Surbiton on August 15tU, 1915, aged 56 years, 
after being invalided home on account of a severe attack of 
pneumonia. The tablet, which has been placed on the north 
wall of the church, was subscribed by his patients and 
friends in the Surbiton district. 


IJarlimtntarj Intelligence. 

NOTES ON CURRENT TOPICS. 

Medical Arrangements in Mesopotamia. 

When the Bill setting up Statutory Commissions to inquire 
into tlie conduct of the operations of war in the Dardanelles 
and in Mesopotamia was passing through the House of 
Commons several amendments were made iu it. The House 
decided to add to the Dardanelles Commissioners Mr. W. 
Koch, M.P., and to the Mesopotamia Commissioners Com¬ 
mander J. C. Wedgwood, M.P., and also in each case a naval 
and a military officer. 

On the motioD of Mr. Dillon, an important provision was 
inserted in the clause dealing with the reports of the Com¬ 
missions. It was to the effect that “the Commissioners 
appointed to inquire into the Mesopotamian campaign 
shall proceed witli all possible expedition to inquire with 
regard to the provision for the sick and wounded, and shall 
report the results of their inquiry on this matter before pro¬ 
ceeding with the rest of their inquiry.” This provision was 
accepted without very much discussion, Mr. Chamberlain, 
the Secretary for India, intimating that the Government 
would accept it. He added that he believed that tbe pro¬ 
vision dealt with the point on which the public most 
desired to have information and to have a report at the 
earliest possible time. He quite understood that the House 
did not wish the report on that subject to be delayed until 
the Mesopotamian Commission had finished the whole of its 
inquiries. 
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Medical Men and Petrol. 

In the House of Commons on Tuesday, August 1st, Mr. 
Harcourt made a statement as to the apportionment of 
petrol supplies by the Petrol Control Committee. He said 
that medical men would get the full amount of their appli¬ 
cation up to a maximum of 50 gallons per month. If any 
increase of petrol became available this 50 gallons maximum 
would be the first to have further consideration when special 
need could be shown. _ 


HODSE OF COMMONS. 

Wednesday, July 26th. 

Deaths in Troop Train in India. 

Mr. W. Roch asked the Secretary for India what regi¬ 
ments of Territorials took part in the journey by rail from 
Karachi to Peshawar, and the total number of deaths and of 
sickness.—Mr. Chamberlain replied: Drafts for several 
regiments aggregating over 1000 men were sent out together 
from this country, and I cannot at present give details. They 
will, no doubt, appear in the report which I am expecting 
from India. 136 cases of heat-stroke occurred, of which 19 
have, according to the latest information in my possession, 
proved fatal. 

Colonel Yate asked whether the senior officer from the 
Indian Army Headquarters and the specially selected medical 
officer deputed to investigate the case of the fatalities that 
occurred early in June in the troop train at Rohri and other 
places between Karachi and Lahore had been instructed to 
report as to who was responsible for the despatch of these 
troops up country at that time instead of retaining them in 
Karachi till the weather was suitable for travelling; and. if 
not, whether orders to that effect would now be issued.— 
Mr. Chamberlain answered: I have already given to the 
House all the information in my possession as to the mission 
confided to the two officers referred to in the question. I 
have also informed the House that I have instructed the 
Government of India that when they have ascertained the 
facts and fixed the responsibility for this disaster they are 
to hold the persons responsible to strict account. I have 
nothing material to add to these statements, but my 
honourable and gallant friend may be glad to know that I 
have asked the Government of India to report specifically on 
the following questions : Whether the loss of life was due to 
the route selected or to the lack of proper arrangements for 
the journey, or to both causes combined ; and as regards the 
route chosen, whether it was urgently necessary to send the 
drafts by that route at once or whether the drafts could not 
have been taken to Bombay and detained in stations in the 
Deccan till the monsoon broke in Northern India. 

Sir A. Markham : Did the Government of India take any 
steps when this matter was mentioned in the House o'f 
Commons, and what was the reason why there should be 
delay in settling the responsibility ?—Mr. Chamberlain : 
The Government of India instituted, I think, an inquiry 
as soon as the case came to their knowledge, and they 
informed me of this lamentable occurrence in a telegram, 
dated, I think, June 15th. In the same telegram they 
reported that they had instituted this inquiry and also that 
they are awaiting the result of that inquiry before fixing 
the responsibility. 

Thursday, July 27th. 

Health of Troops at Salonica. 

Sir E. Cornwall asked the Financial Secretary to the 
War Office whether the health of the British troops in 
Salonica and district was satisfactory ; and whether, in view 
of the desire of their relatives and of the country generally 
for more information, he would arrange for the issue of occa¬ 
sional official bulletins with regard to these Forces.—Mr. 
Forster replied : Cases of enteric and dysentery have been 
very few, although there has been during the’ past three 
months some increase in the admissions to hospitals owing 
to the larger number of cases of malaria, diarrhoea, and 
pyrexia. The medical authorities, however, consider that 
on the whole the health of the troops is satisfactorv. The 
issue of official bulletins must, of course, be dependent on 
there being anything to report. Such bulletins are, and will 
continue to be, issued when there is anything to say. 

Monday, July 31st. 

Approved Societies and Venereal Disease. 

Mr. Denniss asked the representative of the National 
Insurance Commissioners whether, in view of the report of 
the Royal Commission on Venereal Diseases that the rule 
by which Approved Societies were empowered to refuse 
sickness benefit to insured persons suffering from such 
disease was contrary to the interests of public health and 
national economy, and of the endorsement thereof by the 
British Medical Association and the conference of Industrial 
Assurance Approved Societies, and of the inestimable 
advantage to the race as well as to the individual arising 
from sufferers obtaining proper treatment in the primarv 


stages of the disease, the National Insurance Commissioners 
would consider the advisability of recommending the 
Government to guarantee to the Approved Societies such 
deficiency in their funds as might result from the relaxation 
by them of the aforesaid rule.—Mr. C. Roberts answered: 
The rule disqualifying for benefit a member whose incapacity 
is due to his own misconduct is optional, and can be 
revoked by the society at its pleasure. The finance 
of the Insurance Act therefore must be held to include 
provision for the payment of benefit in such cases. The 
problem is, in fact, not wholly or mainly a financial one, 
since the safeguarding of the benefit funds was not the 
object, so far as 1 am aware, which societies had in view in 
originally adopting rules of the kind in question. The 
whole question, to the vital importance of which the Insur¬ 
ance Commissioners are fully alive, is receiving careful 
consideration I am hoping to have an early opportunity 
of consulting Approved Societies with regard to the position 
of the rules. 

Unregistered Dentists and the Supply of Cocaine. 

Mr. Raffan asked the Home Secretary whether the draft 
regulations designed to restrict the sale of cocaine which 
had been submitted to the Royal College of Physicians, as 
representing the medical profession, for their consideration 
had also been submitted to the British Dental Association, 
as representing registered dentists, and the Incorporated 
Dental Society, as representing unregistered practitioners in 
dentistry, who were equally interested in the matter. 

Several other Members hail questions on the notice paper 
dealing with the same subject. 

Mr. H. Samuel (answering all these questions together) 
replied : The use of cocaine by registered dentists is not 
interfered with. As regards the persons who are referred to 
in the question as unregistered practitioners in dentistry, I 
am aware that there are a considerable number of persons 
who do dental work without being registered under the 
Dentists Act. but these persons are not possessed of the 
qualifications for the work which are required by that Act and 
are not entitled to take any step implying that they are 
specially qualified to practise dentistry. I have 'very 
carefully considered the position of these persons, but it 
would go a long way to nullify the Order and defeat the 
object which’the Government have in view if any person who 
chooses to sel up as an unregistered dentist were permitted 
to obtain and administer cocaine. I see no reason for 
thinking that any serious hardship will be caused by the 
prohibition to the unregistered dentists or their patients. 
There are other and less dangerous drugs which can be used 
for the same purpose. 

Mr. Hogue: Why cannot these unregistered men have the 
same quantity of cocaine as they have been using ?— Mr. 
Samuel : For the reasons stated in my very full reply. 

Mr. Anderson : Is the right honourable'gentleman aware 
that this drug cau be supplied iu a solutiou iu less than 1 per 
cent, under circumstances which will make its improper use 
impossible?-Mr. Samuel: We find it is necessary to have 
these stringent regulations in order that the very grave evil 
which is widely prevalent may be quickly suppressed. 

Sir H. Craik : Is the right honourable gentleman not 
aware that these unregistered men constitute a very grave 
danger to the public and a great injury to the health of the 
community ? 

No answer was given. 

Mr. Raffan : Will the right honourable gentleman give 
these men an opportunity of stating their whole case before 
he takes the drastic step of depriving them of the use of 
this drug ?—Mr. Samuel : The regulation has already been 
made. 

On the motion for the adjournment, Mr. Raffan drew 
attention to the prohibition of the sale of cocaine to unregis¬ 
tered dentists, to whom, he said, large portions of the 
community looked for dental treatment. The supply of 
registered dentists was not large enough for the needs of 
the population. It would cause pain and suffering to the 
patients of the unregistered men if they could not obtain 
cocaine for local amesthetics for extractions. He was 
informed that no adequate supply of novocaine was available, 
as the Government had taken it. The honourable Member 
urged that a relaxation of the regulations on the sale of 
cocaine should be made in favour of the unregistered 
dentists. 

Mr. Samuel in reply said : I do not think that the 
honourable gentleman is correct in saying that the regu¬ 
lation deprives any unregistered dentist of the right to 
administer local ainestbetics. It deals only with cocaine, 
and I am advised that among registered practitioners novo¬ 
caine is used mere than cocaine. 

Mr. Raffan : They cannot get it. 

Mr. Samuel: Novocaine is regarded as a safer and 
better means of applying a local anaisthetic, and it is antici¬ 
pated that the regulation will stimulate the production of 
novocaine. If it is the case that novocaine is really un¬ 
obtainable at the present time that is a new fact which has 
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nob previously been brought to my notice, and it is a fact 
that I shall have to take into consideration. I am advised 
that the right course, if my honourable friend agrees, is to 
stimulate the use of novocaine rather than make exceptions 
in the regulations restricting the use of cocaine. I am 
informed on very good authority that the application of 
cocaine may be extremely dangerous in the hands of 
unskilled persons. There have been some fatal and a large 
number of non-fatal cases. 

Mr. Raffan : They are among the registered dentists.— 
Mr. Samuel: No, unregistered dentists. I have had a 
number of specific cases mentioned to me within recent 
years of the death and serious poisoning due to unskilled use of 
cocaine, and it is regarded by many as being more dangerous 
in its application than ether. A certain number of men who 
practise dentistry without being registered are also chemists 
and druggists, and all these men can obtain cocaine for the pur¬ 
pose of their dental business because they are also chemists 
and druggists, and therefore free from the restrictions. 
Others, however, move about from place to place; they 
cannot be traced. A certain number of these men are of no 
very elevated character or remarkable skill or training, and 
it is considered that there would be very great administrative 
difficulties in trying to organise a scheme if we allowed the 
use of cocaine by these individuals for the very reason that 
they are not registered. It is suggested that many of them 
belong to organisations. I do not know that it would be 
practicable to give these organisations an official status and 
recognise the use of cocaine by all the members of these 
particular societies. Certainly we cannot allow any person 
who chooses to call himself an unregistered dentist to 
obtain a supply of cocaine as though he were a registered 
person in recognised practice. 

Mr. Chancellor: Can you issue licences under special 
conditions?—Mr. Samuel : It would bea very difficult thing, 
especially now when all officials are greatly overworked, 
to establish an entirely new class of unregistered dentist in 
which every case would have to be inquired into one by 
one. I have listened to what has been said as to the question 
whether there are sufficient supplies of novocaine, and to 
that aspect of the question I will certainly address myself. 

Mr. Raffan : Will the right honourable gentleman not 
consider the question of giving a little time to these un¬ 
registered men ? They might be ruined. At any rate, he 
might consider the suggestions put before him which would 
enable the possibility of bad treatment to be prevented 
entirely.—Mr. Samuel : I will do so. I will first see whether 
novocaine cannot be obtained quite freely. 

Royal Army Medical Corps Officers in Egypt. 

Sir H. Craik asked the Financial Secretary to the War 
Office whether doctors employed in Egypt for a year had 
been informed that they must remain for a longer period ; 
and, if so, whether such‘doctors might be allowed to return 
to this country and to exercise their right of appeal to the 
professional committee.—Mr. Forster wrote in reply : Yes, 
sir. Temporarily commissioned Royal Army Medical Corps 
officers serving in Egypt, who would on ceasing to serve as 
doctors become subject to the provisions of the Military 
Service Act, have been retained beyond the termination of 
their year’s contract. Their retention was necessary in 
order to provide adequately for medical requirements. It is 
hoped, however, that thev may be able to return to this 
country at an early date when reliefs are available. 

Tuesday, August 1st. 

Heat-stroke in Troop Train in India : Government Action. 

Major Astor asked the Secretary for India whether he had 
any further information about the troop train disaster in 
which a large number of soldiers suffered from heat-stroke. 
—Mr. Chamberlain replied: I will read a paraphrase of 
a telegram received from the Government of India. 

We can now give a considered opinion having received report of 
Committee. The responsibility for diverting the snip from Bombay to 
Karachi rests with Brigadier-General Roe, who was acting as Quarter¬ 
master-General at the time. He knew' unacclimatised troops had 
never before been Bent in large numbers by rail in the middle of 
summer through the Sind Desert. He knew, or should have known, 
that the Comman ler-in-Chief in December, 1915, had decided that 
Karachi should not be used as a port at which wounded and sick 
British troops should be landed and distributed to other stations on 
account of danger of sending them in the hot season through Sind. It 
follows that before Ballarat was diverted to Karachi Acting Quarter¬ 
master-General should have consulted Commander-in-Chief, and he 
did not do this. Having taken on himself responsibility he should 
certainly have warned Karachi military authorities to take special 
precautions for safety of troops during journey by rail. He did not do 
this. We therefore must hold him responsible and propose to remove 
him from his appointment of Deputy Quartermaster-General. 

It is clear from evidence that the mischief began before disembarka¬ 
tion, many men having been seen on deck bareheaded In the sun. All 
the officers on board were quite inexperienced, and we cannot there¬ 
fore hold them blameworthy. The General Officer Commanding at 
Karachi was responsible for all arrangements for railway journey in his 
capacity as Embarkation Officer. It Is shown from evidence that on 
the day concerned he was very busy, but he had ample warning of 
Ballarat’s arrival. Though he knew; responsible members of his staff 


with one exception, were inexperienced, he took no steps nor gave any 
orders to see that the safety or comfort of the troops was provided for. 
In this we consider he failed in his duty, and we propose his removal. 

Special blame we consider attaches to the Assistant Director of 
Medical Services at Karachi, an officer of long experience of the Indian 
Medical Service. In the circumstances it was undoubtedly bis duty to 
see that every precaution suggested by medical science for the safety 
of the troops was taken. He failed, in our opinion, to do this. We 
therefore propose to remove him. 

A number of omissions and errors on the part of other officers were 
committed, but these were due partly to inexperience and partly to 
adherence to regulations intending to govern only the ordinary trooping 
in cold weather. We do not propose to take any action in those cases. 
Tne only excuses that can be urged in favour of the officers who are. 
In our opinion, responsible are that many of the casualties were 
due to ficts that in many cases the men left their carriages bareheaded 
and that the temperature during the journey was unusually high. 
Nevertheless, though these facts may have increased the number of 
casualties, we are clear that there can be no doubt that the train left 
Karachi Insufficiently equipped, over-crowded, and without experienced 
officers either medical or combatant. We p’ace for these reasons the 
responsibility on Brigadier-General ltoe, on the General Officer 
Commanding, and on the Senior Medical Officer at Karachi. All that 
was possible seems to have been done by the local authorities beyond 
Karachi throughout the journey. 

I should add (continued the right honourable gentleman) 
that I have expressed my concurrence with the course the 
Government of India have announced they intend to take 
with regard to the three officers. I am inquiring whether 
special instructions for the removal of troops during the hot 
weather have already been issued, and if not, suggesting that 
they should be issued at once, and I am communicating with 
the War Office at once in order that officers taking drafts out 
to India may be warned to take all precautions. 


^pintmenfs. 


Successful applicants Jor vacancies, Secretaries of Public Institutions, 
ana others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o’clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Bluett, D. C., has been appointed Resident House Surgeon at 
St. Toomas’s Hospital. 

Charsley, R. S.. M.K.C.S., L.R.O.P. Lond., Acting Assistant Surgeon 
to the Royal Westminster Ophthalmic Hospital. 

Hamilton, M. P. O.. M.R.C.S., L.R.C.P. Lond., Casualty Officer and 
Resident Anesthetist. at St. Thomas's Hospital. 

Harris, J. R., Resident House Physician at St. Thomas’s Hospital. 

Hensley, E. H. V., M K.C.S., L.R.C.P. Lond., Casualty Officer and 
Resident Anesthetist, at St. Thomas's Hospital. 

Hyman, O. H., Resident House Physician and also House Surgeon and 
Resident Anesthetist at St. Thomas's Hospital. 

Johns. S. H. M., M.R.C.S., L.R.C.P. Lond., Resident House Surgeon 
at St. Thomas’s Hospital. 

Marriott. W., Resident House Surgeon at St. Thomas’s Hospital. 

Mavrogordato, A., M.R.C.S., L.R.C.P. Lond., Resident House 
Physician at St. Thomas’s Hospital. 

Rivett, Louis C., M.C. Cantab., F.R.C.S. Eng., Obstetric and Gyneco¬ 
logical Registrar and Tutor to the Middlesex Hospital. 

Sprott, N. A., M.B., B.Ch. Oxon.. M.R.C.S., L.R.C.P.Lond., Casualty 
Officer and Resident Anaesthetist at St. Thomas’s Hospital. 

Vet, F. H.. Resident House Surgeon at St. Thomas's Hospital. 

Whitcombe, K. C. P., M.R.C.S., L.R.C.P.Lond., Casualty Officer and 
Resident Anesthetist at St. Thomas's Hospital. 

Wills, A. G. P., B.A. Cantab.. M.R.C.S., L.R.C.P. Lond.. Casualty 
Officer and Resident Anaesthetist at St. Thomas’s Hospital. 



For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bedford County Hospital.— House Surgeon, unmarried. Salary 
a6 arranged, with board, Ac. 

Birkenhead Union Infirmary.— Female Resident Assistant Medical 
Officer. Salary at rate of £175 per annum, with board, Ac. 

Birmingham and Midland Eye Hospital, Church-street.—Female 
Resident Surgeon. Salary £200 per annum, with board, Ac. 

Birmingham City.— Female Assistant Medical Officer for Infant Con¬ 
sultation work. Salary £500 per annum. 

Birmingham City Education Committee.— Two Temporary Assistant 
School Medical Officers. Salary £300 per annum. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 
Salary £200 per annum, with board, Ac. 

Bristol Royal Infirmary.— House 8urgeons and House Physicians. 
Salary at rate of £120 per annum, with bjard, Ac. Also House 
Surgeon to Throat, Nose, and Ear Department. 

Bury Infirmary.— Junior House Surgeon. Salary £150 per annum, 
with board, Ac. 

Cardiff, King Edward VII. ’8 Hospital.— House Surgeon for 
six months. Salary at rate of £140 per annum, with board, Ac. 

Charing Cross Hospital, W.C.—Resident Medical Officer. Salary at 
rate of £400 per annum, with board, Ac. 

City of London Hospital for Diseases of the Chest, Victoria 
Park, E.—Resident Medical Officer. Salary at rate of £200 per 
annum, with board, Ac. 
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Coventry and Warwickshire Hospital.— Senior House Surgeon. 
Salary £300 per annum, with board. &c 

flVuiCDFK Hov'al Infirmary —Twn House Surgeons. 

Grimsby and District Hospital.— House Surgeon. Salary £6 5s. 
per week, with board. &<\ 

Guildford. Royal Surrey County Hospital. —House Surgeon. 
Salary £150 per annum, with board. &c. 

Hospital of Bt. John and St. Elizabeth, 40. Grove Hnd-road. N.W.— 
Resident Medical Officer, unmarried, for eix months. Salary at 
rate of £250 per annum, with board, Ac. 

Huddersfield County Borough.—A ssistant School Medical Officer. 
Salary £300 per annum. 

King Kdward VII. ‘s Hospital for Officers, 9, Groevenor- 
gardens, S.W.—Resident Medical Officer. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200 per annum, with board, Ac. 

Lindsey (Lincolnshire) County Council.—L ocum Tenens Assistant 
Tuberculosis Officer for one month. Salary at rate of £400 pet 
annum. 

Liverpool, David Lewis Northern Hospital.— House Surgeon for 
three or six months. Salary at rate of £150 per annum, with 
board, Ac. 

Majdstohf. West Kent General Hospital.—J unior House Sur¬ 
geon. Salary £150 per annum, with board. &c. 

Manchester Corporation.—' Temporary Assistant Tuberculosis Officer. 
Salary at rate of £350 per annum. 

Manchester Northern Hospital for Women and Children, Park- 
place. Cheetham dill road.—Female House Surgeon. Salary £120 
per annum, with board. Ac. 

Manchester Royal Bye Hospital.— Junior House Surgeon. Salary 
£120 per annum, wlrh board, Ac. 

Manchkstml Victoria Memorial Jewish Hospital—R esident 
Medical Officer for six months. Salary at rate of £100 per annum. 

Mount Vernon Hospital for Consumption and Diseases of the 
Chest. North wood. Middlesex —Resident Medical Officer. Salary 
£120 per annum, with board, Ac. 

Oxford Eye Ho-pital. — House Surgeon. 

Rochester. St. Bartholomew’s Hospital.— Clinical Assistant. Salary 
at rate of £110 per annum, with beard, &c. 

St. Pancras Infirmary..— Female Junior Assistant Medical Super¬ 
intendent of South Infirmary, Puncras-road. N.W., and Junior 
Assistant Medical Officer of House adjacent. Salary at rate of £2C0 
per annum, with board, Ac. 

Sheffield, Jessop Hospital for Women.— Junior Female House 
Surgeon, unmarried, for Gynecological and Maternity Depart¬ 
ments. Salary £160 per annum, with board, Ac. 

Sunderland. The Royal Infirmary Children's Hospital.- Female 
Resident Medical Officer for six mouths. Salary £100 per annum, 
with board. Ac. 

Warrington. Lord Derby War Hospital.— Resident Amesthetist. 
Salary £1 per day. with board. Ac. 

Westminster City Union Infirmary. Fulham-road, 8.. W.—Tempo¬ 
rary Assistant Medical Officer. Salary’ £250 per annum, with 
board, Ac. 


Jirtjfs, ffiarriagts, anil Jeatjjs. 

BIRTHS. 

Topham.—O n July 3lat, at Rill Crest, Cbartham, near Canterbury, the 
wife of J. Arthur Topham, M.H.C.S., L.li.C.P., of a eon. 


MARRIAGES. 

Allmtt—Gainsford.— On July 27th, at 8t. Saviours Church 
Hitchin, Kdward Bruce Alhiutt, Captain. R.A.M.O., to Joan Cicely 
daughter of the Ilcv. G. B. and Mis. Gainsford, of Woodside, 
Hitchin. 

Mkcrvdy—King?mill. —On July 29th, at St. Andrew’s Church, 
Bo-combe, t edric Cowan Mecreoy, M.D., R.A.M.C., to Phyllis 
Eileen, youngest daughter of the late Judge Kingsmill, of Toronto, 
and of Mrs. Kingsmill, now of Burnham, Som. 


DEATHS. 

Hillbrook.— On July 22nd, at Nairobi, Captain Wallace Hillbrook, 
M.B., B.C. (Jamb., Medical Offioor to the Congo Carrier Corps, 
B.E.A. Expeditionary Force, aged 24 years. 

Lister.— On July 17th, at sea, Lieutenant-Colonel Arthur Hugh 
Li-ter. R.A.M.C. (T.), M.D., C.M.G., M.O., 19th General Hospital, 
Alexandria, aged 51 years. 

Power.— On Jul 5 r 28th, at Holly Lodge, Ea<rt Molescy, Sir William 
Henry Power, K.C.B., F.R.S., aged 73 years. 

N.B.—A fee of 5s. is charged for the Insertion of Notices of Births, 
Barriaqes, and Deaths. 


METEOROLOGICAL READINGS. 

( Taken daily at 8.SO a m. by Steward's Instruments .) 

Tr* Laxokt Office. August 2nd, 1916. 
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Holes, Sjiort Continents, anti Jnsteers 
to C orresggn knts. 

STUDENTS’ NUMBER OF THE LANCET. 
Information intended for the Students’ Number of 
The Lancet must be sent without delay, addressed to 
the Sub-Editor, and marked on the envelope “Students’ 
Number Only.’* _ 

THE NURSING PROFESSION IN INDIA. 

When plague first broke out in Bombay a number of 
Parsi ladies volunteered their services as nurses in Dr. 
Bahadurji’s plague hospital. Their services were very 
useful and greatly appreciated at the time by the Parsi 
community, but since then nursing as a profession has not 
made any substantial advance in the community, because 
the recruits are not from the right class. While there is 
at present a distinct want of educated and trained Parsi 
nurses, a number of Parsi ladies turn their attention to 
becoming graduates, and afterwards find it difficult to get 
appointments. Dr. Masina was the first to initiate the 
proper nursing of patients in the Parsi wards of the 
Sir Jamsetjee Jeejeebhoy Hospital, and he has now pro¬ 
jected a scheme for training Parsi women graduates as 
nurses, which will be put into execution if, to begin with, 
about half a dozen Parsi women graduates come forward 
to take advantage of the scheme. Dr. Masina thinks that 
if a few educated ladies will serve a9 nurses old pre¬ 
judices will die out, and their success should give 
a great impetus to other women graduates to take 
up the profession. Dr. Masina lays great emphasis 
on the fact that the proper practice of the profession 
improves the moral tone or those outside the profession in 
the same way as, or even in a better way than, missionary 
work. To induce Parsi women of university education to 
learn nursing Dr. Masina has prepared a graduated scale 
of honorariums, commencing from Its.50 and rising up to 
Rs.300, which will be paid to them during their training. 
After their full training exceptionally good nurses will 
be sent to Europe or America for higher training. 
The result of Dr. Masina’s experiment will be watched 
with interest not only by the ParBi community but by the 
Indian community at large. 

TYPHOID MIXED VACCINES. 

Messrs. Burroughs, Wellcome and Co., Snow Hill Buildings, 
London, E.C., prepare a series of mixed vaccines, No. 1 
containing typhoid, paratyphoid A, and paratyphoid B 
bacilli. No. 1 b contains in 1 c.c. 1000 million typhoid 
bacilli, 750 million paratyphoid A bacilli, aud 750 million 
paratyphoid B bacilli. No. 1 contains half these quantities 
in 1 c.c. As is pointed out, fevers caused by paratyphoid A 
and paratyphoid B are responsible for a great deal of 
invaliding, although the mortality rates are low. Evidence 
goes to show that there is no diminution of the immediate 
immunity to typhoid by vaccination as a consequence of 
the addition of the other two organisms to the vaocine. 
The belief would appear to be justified, ou the other hand, 
that the use of a mixed vaccine confers a definite amount 
of immunity against all three fevers. 

“ CRAIGLEITH HOSPITAL CHRONICLE.” 

The August number of this journal has several articles 
of interest, amongst them one entitled “Unusual Occupa¬ 
tions Followed by the Blind,” containing encouragement for 
those suddenly deprived of sight. It is shown how a blind 
clergyman may continue to follow his profession, how a 
blind man may conduct a coal agency, subsequently 
becoming the head of the firm, and how a man in humble 
circumstances may earn £2 a week by selling flowers. 
The writer offers to give advice to blind people seeking 
suitable occupation or to those interested in them. The 
magazine {price 6d.) may be obtained from the 2nd Scottish 
General Hospital, Craigleith, Edinburgh. 

THE SALE OF MEDICATED WINES. 

Those concerned in this business have evidently found some 
inconvenience in complying with the General Order Issued 
a week ago to come into force on and after August 7th, 
1916, for the Control Board (Liquor Traffic) have now 
issued a new provision. The Order now stands that “ in 
any case where such medicated wine or mixture or pre¬ 
paration iB so sold or supplied at any time before the 9th 
day of October, 1916, it shall be deemed to be a sufficient 
compliance with the terms and conditions of this Order if 
such sealed packet bears such label.” The original Order 
provided that the bottle should be labelled with a declara¬ 
tion giving the alcoholic strength of the wine in terms of 
proof spirit. 
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EDUCATIVE CONVALESCENCE. 

The Cripple Home at Chailey was founded years ago by the 
Guild of Play and the Guild of the Brave Poor Things as a 
place where children should be trained to become inde¬ 
pendent of their physical fitness and make a well-drilled 
pageant of their work and play. With the Cripple Home 
are now associated the Princess Louise Military Wards and 
the Heritage Craft Schools ; and Bishop Forrest Browne in 
an illustrated pamphlet has described how the trained 
crippled boys joyfully act as orderlies to the maimed 
soldiers and become their nurses and instructors, and 
how when convalescent the soldier finds the work of 
the carpenters and metal workers in the Craft School 
very catching, so that he consciously becomes a 
useful workman himself. The pamphlet contains many 
illustrations of the various useful activities of the soldiers 
as well as of the cripple boys and girls and the cripple 
babies in the Montessori School. The senior medical 
officer, Mr. H. S. Basden, M.R.C.S., writes on the medical 
aspect of the work. Funds are needed to continue it, and 
any further information will be gladly given by the 
founder and honorary secretary, Mrs. C. w. Kimrains, 
the Old Heritage, Chailey, Sussex. 

A USEFUL HOLIDAY GUIDE. 

A handy book, entitled “ The Holidays : Where to Stay and 
What to See,” published by Walter Hill, 67, Soatbamptoa- 
row, W.C., price 1**., contains a selection of the holiday 
publications of the Midland, London and North-Western, 
Great Northern, Great Eastern, Great Western, and the 
Great Central railways. The illustrations, maps, and 
notes on the towns and districts supplied by these rail¬ 
ways, as well as the lists of apartments, hotels, and 
boarding-houses, should materially help the reader in 
finding a suitable holiday locality. 


J. McO.— Our correspondent acted quite rightly in declining 
to enter into any such bargain. 

R, L. is thanked for his interesting suggestion. 

G. R. O.—Application should be made to the Incorporated 
Society of Trained Masseuses, 159, Great Portland-street, 
W.; or to the London School of Massage, 211, Great 
Portland-street, W. 

E. B. F .—Such synonyms do not present anv difficulty to the 
qualified dispenser. There is undoubtedly a strong case 
against multiplicity of names for synthetic drugs, but 
a competent dispenser should not be embarrassed by 
remembering “laudanum” as an alternative rendering for 
“tincture of opium.” 

Communications not noticed in our present issue will 
receive attention in our next. 


BOOKS, ETC., RECEIVED. 


Chapman ajjd Hall, London. Wilky, J.. New York. 

Laboratory Manual of General Microbiology. Prepared by Ward 
Giltner, Head of Laboratory of Bacteriology, Hygiene, *nd 
Pathology, Michigan Agriculture College. Price 10$. 6a. uet. 

Churchill, J. and A.. London. 

Urine Examination Made Easy. By Thomas Camithers, M.A., M.B , 
Ch.B. Third edition. Price Is. net. 

8tory of a Red Cross Unit In Serbia. By James Berry, B.9., F.R.C.S.. 
F. May Dickinson Berry. M.D.. B 9., W. Lyon Ble^ae. LL.M., and 
other Members of tbo Unit Price 6s. net. 

Cornish Brothers, Birmingham. 

Economic Dishes for War-time. By Florence A. George. Price 6d 

Dorsan, W. J., Philadelphia. 

Transactions of the American Surgical Association. Vol. XXXIII. 
Edited by J. F. Binnie. M.D. 

Grikkin, Charles, and Co.. London. 

A Surgical Handbook. Bv F. M. Caird. M.B., F K.C.Sk Bfin.. and 
C. W. Oath art. M.B . F.R.C.3. Eng. & Edln. Seventeenth edition, 
with Appendix. Price 8$. 6 d. net. 

Johns Hopkins Prrss, The. Baltimore. 

The Johas Hopkins Hospital Reports. Vol. XVII. 

LiPPWOoTT, J. B., Company. London and Philadelphia. 

Surgical and Gynaecological Nursing By Blwtrd Mason Parker, 
M.D.. F.A.C.d., Surgeon to Providence Hospital, Washington. D.C., 
and Scott Dudley Breckinridge, M.D., F.A.C.S., Gynwcolo 1st to 
Providence Hospital, Washington, D.U. Price 10$. 6 <t. net. 

A Text-Book of Physics and Chemistry for Nurses. By A. K. Bliss. 
Jr.. Ph.G., Ph.Ch., A.M., Phra.D., M.D., and A. H. Olive, A.B.. 
A M., Ph.Ob., Phm.D. Price 6«. net. 

Pearson, c. Arthur, London. 

Lifesaving in War Time. By Mabel Palmer, M.A. With Introduc¬ 
tion by Kt. Hon. Arthur H. D. Aeland Compiled for the Infant 
Welfare Propaganda Committee. Price 1$. net. 

Published bv the Author at Bat.timokk. 

Collected Reprints of Thomas S Cullen, M.B. Vol. II. 1916. 

Robertson, Georoe. and Co., Melbourne. Sydney, Adelaide, and 
Brisbane. 

Practical Anatomy. By Blchsrd T. A. Berry, M.D, Edin.. M.D Melb , 
F.K.S. Kdin , F.K.C.S. Kdln. ^hree Vole., 


Stoical giarj for t\t ensuing Meek. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

Uuor-GttAuU Ai'b OOLLSGH, West London Hospital, Hammersmtth- 
road, W. 

M inday. —2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman j Diseases of the Bye. Dr. Slmson. 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin : Operations. Dr. Banks Davis s Diseases of the Throat, 
Nose, And Bar. Dr. Pernet: Diseases of the Skin. 

W ton bid ay. —10 a.m., Dr. Saunders-. Diseases of Children. Dr. Banka 
Davis : Operations of the Throat,Nose, and Bar. 2 p.m., Medical 
and Surgical Gllnlca. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson : Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Hannan .- Diseases of the Bye. 

Friday.— 10 a.m., Dr. Slmson. Gynaecological Operations. 2 p.m.. 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Her. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m., Dr. Ssunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman: 
Bye Operations. 2 P.M., Medloal and Snrgloal Clinic* X Rays. 
Mr. pardoe; Operations 


EDITORIAL NOTICES. 

It ia most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively " To the Editor,” and not in any case to any 

f entleman who may be supposed to be connected with the 
Iditorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, a ml ichen accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article, should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion. must be authenticated by the names and addresses 
of their writers—not neoessarilv for publication. 

We cannot prescribe or recommend practitioners. .. 
Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of THE LANCET should be addressed “ To 
tbe Manager." 

We canuot undertake to return MSS. not used. 


MANAGERS NOTICES. 


THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June, 1916. 

In view oi the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
The Lancet which was completed with the issue of June 24th 
have been printed separately, and copies have been supplied 
gratis to those subscribers who have, up to August 3rd, 
intimated to us their wish to receive them. Othersubsoribers 
will be similarly supplied, so long as the stock remains unex¬ 
hausted, on application to the Manager, The Lancet Office, 
423, Strand, Loudon, W.C. Such application should please 
be sent in at once, direct to the Manager, and not through 
Agents. _ 

Volumes and Cases. 

Volumes for the first half of the year 1916 are now ready. 
Bound in cloth, gilt lettered, price 16s., carriage extra. 

Cases for binding the half-year’s numbers are also ready. 
Cloth, gilt lettered, price 2s., by post 2s. 4 d. 

To be obtained on application to the Manager, accompanied 
by remittance. _ 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direot to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to Loudon or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offioes, and con¬ 
sequently inquiries concerning missing copies, &c., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 
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Subscribers, by sou ling their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. _ 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscrfbers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weightof any of the copies so supplied. 


NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required 
permission, and he will forward copies direct from the 
Office to any neutral country on receipt of instructions. 


The following magazines, Journals, &c„ have been received 

Practitioner, Quarterly Journal of Microscopical Science, Archives of 
Internal Medicine, journal of Surgery. Journal of Physiology, 
Journal of the .Missouri State Medical Association, Guy's Hospital 
Gazette, Medical Journal of South Africa, Journal of Obstetrics 
and Gynaecology. 


Communications, Letters, &c., have been 
received from— 


A. —Mr. George P. Aldous, Ply¬ 
mouth ; Aymard Patent Milk 
Sterilizer Co., Ipswich; A. R.; 
Ardath Tobacco Co.. Lond.; 
Messrs. Allen and Hanburys, 
Lond.; American Medicine, New 
York, Editor of; Messrs. Arnold 
and Sons, Lond. 

B. — Messrs. W. H. Bailey and Son. 
Lond.; Messrs But. ter worth and 
Co., Lond.; British Thomson- 
Ilouston Co., Lond., Manager of; 
Messrs. J. Bale, Sons, and 
Danielsson. Lond. ; Messrs. 
Butterworth and Co.. Lond.; 
Captain J. A. Bennett. R.A.M.C.; 
Mr. R. Brooks-King, Wldcombe ; 
Mr. D. C. Biggs. Lond.; Sir Wm. 
Bennett. K.C. V. O., Lond.; 
Messrs. Chas. Bircball, Liverpool; 
Mr. Wm. Bryce, Edinburgh ; Dr 

C. A. Bucklin, Glasgow; Major 
Judson Bury R.A.M.C.(T.); Dr. 

A. G. Bateman, Lond.; Mr. E. J. 
Burdon, Lond. 

C. -Mr. Mark Chaplin, St. John's, 
Newfoundland ; Central Control 
Board (Liquor Traffic). Lond., 
Secretary of; Messrs. J. and A. 
Churchill, Lond.; Dr. Leonard 
Colebrook, Lond.; City Hospital 
for Diseases of the Skin and 
Cancer, Dublin, Secretary of; 
Messrs. Carling and Co., Lond.; 
Dr. Geoffrey Cowan, Tbetford ; 
Dr. W. S. Colman, Lond.; Messrs. 
E. Cook and Co., Lond.; Messrs. 

J. Crosfield and Sons, Warring¬ 
ton ; Caterham Sanitarium and 
Surrey Hills Hydropathic, Cater¬ 
ham, Secretary of; Dr. H. R. 
Coston, Birmingham, U.S. A.; 
Captain Frank Cook, R.A.M.C. ; 
Sir John Collie, Lond.; Cardiff. 
Medical Officer of Health of; 
Coal By-Products Co., Lond., 
General Manager of. 

D. —Dr. Leonard S. Dudgeon, 
Lond.; Captain C. R. Denny, 

R.A.M.C., France; Messrs. W. 
Dawson and Sons. Lond.; Dr. J 
Davison, Bournemouth; Dublin 
School of Physic, Secretary of ; 
Dundee Royal Infirmary, Medi¬ 
cal Superintendent of; Devon¬ 
shire Hospital, Buxton. General 
Superintendent of; Mr. H. 
Dickinson, Lond. 

E. —Surgeon Geoffrey Evans, R.N.. 
P.— Miss Emily B. Forster, Lond.; 

Brevet-Colonel M. Fell, Ulver 
ston; Messrs. H. Frowde and 
Hodder and Stoughton. Lond.; 
Messrs. Fairchild Bros. & Foster. 
Lond.; Fellows Medical Manufac- 
turingCo., New York; Dr.A.O.M. 
Fehrsen. Potgieters Rust. 

0.—Dr. Joseph Griffiths, Cam¬ 
bridge : Dr. A. Qrimherg, Paris ; 
Garden Cities and Town Plan¬ 
ning Association. Lond., Secre¬ 
tary of; Guy's Hospital Medical 
School. Lond., Acting Dean of; 
Grimsby and District Hospital, 
Grimsby, Secretary of ; Dr. E. E 
Glynn, Liverpool; Glasgow' 
Royal Infirmary. Secretary of ; 
Messrs. Charles Griffin and Co., 
Lond.; Messrs. Godwin and Co.. 
Winchester; Lieutenant J. F. 
Gill, R.A.M.C.; Dr. A. F. 
Galloway, Lond.; Mrs. M. Grieve, 
Chalfont St. Peter. 

H.—Mr. H. L. Harris, New York ; 
Major F. W. Higgs, R.A.M.C.(T.) ; 
Mr. Walter Hurst, Glasgow; 
Messrs. Hirschfeld Bros., Lond.; 
Messrs. Hooper and Batty, 


Lond.; Harrogate Baths, General 
Manager of; Mr. J. H. Hollyer, 
Droitwich; Dr. F. Hernaman- 
Johnson, Lond.; Messrs. C. J. 
Hew'ett and Son, Lond.; Mr. 

H. Stocker Harris. Esher; Dr. 
J. M. Hobson, Lond ; Hudders¬ 
field Corporation. Medical Officer 
of Health of ; Hospital for 
Consumption. Brompton, Secre¬ 
tary of; Dr. A.C. Houston, Lond. 

I.—Insurance Committee for the 
County of London ; The I. L. 
High-class Cigarette Manufactur¬ 
ing Co., Lond.; 

J .—Justice, Lond., Editor of; 
Jessop Hospital for Women, 
Sheffield, Secretary of. 

K. —Mr. Charles Krumwiede, jun.. 
New York. 

L. —Local Government Board, 
Lond.; Leeds Public Dispensary, 
Secretary of; Messrs. H. K. 
Lewis and Co., Lond.; Messrs. 
Lamley and Co.. Lond.; MesBn*. 
E. and S. Livingstone. Edin¬ 
burgh; Dr. J. Lichtenburg, New 
York ; Lord Derby War Hospital, 
Warrington. Administrator of; 
Lady Leishman, Eastbourne; 
Mr. P Lockhart-Mummery, 
Lond.; Messrs. Lee and Martin, 
Birmingham; Dr. Robert Lee, 
West Drayton; Mr. L. Leyon, 
Neullly-9ur-Selne. 

M. —Messrs. Maconocbie Bros., 
Lond.; The Murray, Perth, Secre¬ 
tary of ; Metropolitan Ear, 
Throat,Ac.,Hospital,Secretary of; 
Macmillan Company of Canada. 
Toronto; Dr. C. W. Paget 
Moffat. Bolton; Dr. J. A. Murray, 
Lond.; Mr. J. E. R. McDonagn, 
Lond.; Manchester Memorial 
Jewish Hospital, Secretary of; 
Manchester Clerical, Ac., Asso¬ 
ciation ; Manchester Royal Eye 
Hospital, Secretary of; Mrs. E. S. 
Mlchell, Cambridge ; Mr. William 
Morris, Bala ; Mr. A. C. Mulkern, 
Norbiton ; Medical Defence 
Union, Lond., General Secretary 
of; Dr. Alexander Morison, 
Lond.; Captain J. C. Me Walter, 
Dublin. 

N. -Mr. T. S. Nightingale, C.M.G., 
Lond.; National Association for 
the Prevention of Consumption, 
Lond., Honorary Secretary of ; 
Newspaper World., Lond. 

O. —Oxford Eye Hospital, Acting 
Honorary Secretary of ; Mr. G. R. 
Oliver, Lond ; Dr. J. A. Ormerod, 
Lond. 

P. —Dr. S. G. Papadopoulos, Lond.; 
Fleet-Surgeon A. M. Page, R.N.; 
Preston Royal Infirmary, Secre¬ 
tary of; Messrs. Parke, Davis 
and Co., Loud.; Dr. K. E. Pre>-t, 
New Cumnock ; Dr. M. F 
Porter, Fort Wayne; Dr. A. G. 
Phear, Lond. 

R. —Mr. H. Robinson, Preston; 
Messrs. Richardson and Co., 
Lond.; Messrs. E. J. Reid and 
Co., Lond.; Mrs. Roche, Roch¬ 
dale ; Royal Microscopical 
Society, Lond., Assistant Secre¬ 
tary of; Mr. B. Rix, Tunbridge 
Wells; Dr. H. F. Renton, Old¬ 
ham ; Dr. J. D. Rolleston, Lond.; 
Dr. J. W. Rob, Weybridge. 

S. —Dr. J. S. B. Stopford, Man¬ 
chester ; Mr. W. M. Stewart, 
Barkly West; Society of Public 
Analysts, Lond., Honorary Secre¬ 
tary of; Messrs. Spiers and Pond, 
Lond.; Mr. P. Sharp, Newcastle- 


on-Tyne; Sheffield Corporation. 
Medical Officer of Health to the ; 
Messrs. J. Smith, Lond. : Mr. 
O. W. Simmons, New York ; 
Messrs. G. Street and Co., Lond.; 
Dr. Herbert Smith, Sudbury; 
Smith’s Advertising Agency, 
Lond.; Lieutenant E. A. Scale, 
R.A.M.C.: St. Mary's Hospital 
Medical School, Librarian of; 
Staffordshire. Wolverhampton, 
and Dudley Jo’nt Committee for 
Tuberculosis, Stafford, Medical 
Officer of; Mr. H. R. Saunders, 
New York; Dr. S. Sloan, 
Gloucester; Dr. vV. T. Scott, 
Banchory; School of Physic. 
Dublin, Registrar of; Mr. J. H. 
Shaw, Southport; Dr. T. W. 
Shore, Lond.; Dr. R. H. Steen, 
Dartford ; Mr. J. Barker Smith, 
Lond.; Dr. E. W. Scripture, 
Lond.; Society for the State 
Registration of Trained Nurses, 
Lond., Honorary Secretary of. 

T. — Messrs. W. Thacker and Co., 
Lond.; Temperance Legislation 
League. Lond., Secretary of; Dr. 
Robert Turner, Liverpool; Mr. 


O. Polhill Turner, Croydon; Mr. 

J. G. Townsend, Lond.; Sir John 
Tweedy, Lond. 

U. —University College of South 
Wales, Cardiff, Registrar of: 
University of Liverpool. Dean of 
the Faculty of Medicine of. 

V. —Mr. Magnus Volk, Brighton. 

W. -Dr. W. A. Winter, Dublin; 
Willpsden Urban District Council, 
Medical Officer of Health to the ; 
Mr. J. Welch. Henfield; Mr. 
R. L. Wason, Bath ; Messrs. J. 
Wright and Sons, Bristol; West 
Kent General Hospital, Maid¬ 
stone, Secretary of; Captain 
E. W.Ainley Walker; Lieutenant- 
Colonel G. Wherry, R.A.M.C.(T,); 
Mr. George Wilson, Lond.; 
Messrs. R. F. White and Son, 
Lond.; Walker-Gordon Labora¬ 
tories, Lond.; Mr. H. Walker. 
Leeds; Messrs. W. Wood and 
Co., New York; Mr. Robert 
Whltelaw, Aberdeen; Dr. L. A. 
Weatherly, Bournemouth ; West 
London Hospital Po9t-graduate 
College, Dean of: Mrs. C. L. 
Welchman, Lond. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Messrs. John Armstrong, | 

Lond.; A. W. T.; A. J. R. 

B. -Mr. T. Bird, Lond.; Dr. T. F. 
Bamford. Manchester; British 
Medical Association. Secretary of 
the Malta Branch; Brighton Cor¬ 
poration. Accountant to the ; 
Bristol Royal Infirmary, Secre¬ 
tary of ; Captain C. A. Baragar, 

C.A.M.C., Lond. ; Captain G. V. 
Bedford. C.A.M.C. ; Dr. R. W. 
Beesley, Bolton ; British Oxygen 
Co., Lond. 

0.—Messrs. Corbyn, Stacey and 
Co., Lond.; Messrs. Carnrick and 
Co., Lond.; Mr. P. A. Colmer, 
Yeovil; Messrs. Cutting and I 
Underwood, Lond.; Messrs. Clay. 
Paget and Co., Lond ; Croydon 
General Hospital, Secretary of;. 
Casein. Ltd., Loud.; Messrs. 
J. and A. Carter,'Lond. ; Messrs. 
Carling and Co , Lond. 

D.— Mr. D. Le Bas, Epsom ; Dr. I 
P. W. Dlack, Lond.; Mr. D. 
Lloyd Davies, Lond.; Messrs. 
Damancvand Co.,Harrow; D.V.; 
The Dorland Agency, Lond.; Dr. 
W. Donaldson, Flotta. 

B.—Messrs. Elliott and Sons, 
Barnet; East Sussex Hospital, 
Hastings, Secretary of; Edgar 
Allen Institute, Sheffield, Secre 
tary of; Mr. Hugh Baland, 
Far n ham. 

F.-Dr. Feltgen, Dombasle; Mrs. 
Franklin, Ilford; Mr. L. S. 
Forbes. Hessle. 

Q.— Mr. J. F. Gell. Nottingham ; 
Gravesend Hospital, Secretary of; 
Messrs. Grantham and Co., 
Reading; G. S. 

H. —Dr. J. P. Hill, Stowmarket; 
Messrs. Howard and Sons, Ilford; j 
Messrs. J. Haddon and Co., 
Lond.; Mr. M. Hooper, Lond.; 
Messrs. Hogg and son. Lond.; 
H. P. M. ; H. L. E.; H. R. H., 
Tooting. 

I. —Miss Inderwick, Lond. 

J. —Mr. L. M. Bowen Jones, Car¬ 
marthen ; J. I. J. 

K. —Kreochvle Co., Lond.; King 
Edward Vll. Hospital, Cardiff,, 
Secretary of; Miss Kavanagh, 
Lond. 

L. —Liverpool aud District Trained 
Mid wives’ Association, Secretary 


of; Dr. J. A. Lloyd. Dundee; 
Dr. J. Landsborougb, Tighna- 
bruaich ; Messrs. Lever Bros., 
Port Sunlight; Dr. J. C. Lee, 
St. Leonards on-Sea; London 
Hospital Medical College. Secre¬ 
tary of; Leeds General Infirm¬ 
ary, Secretary of. 

M. — Lieutenant-Colonel Masani, 
Caterham ; Maltine Manufactur¬ 
ing Co., Lond.; Dr. J. Kerr Muir, 
Brakpan; Manchester Corpora¬ 
tion, Accountant to the; Dr. 

L. J. Mlnter, Brighton; Man¬ 
chester Royal Infirmary, Secre¬ 
tary of ; Dr J. L. Moir. Congleton; 
Medical Officer, Sunderland ; Dr. 

M. B. Murphy. Bradford ; Lieu¬ 
tenant - Colonel M&cLaughlin, 
Portrush. 

N. —Messrs. Newton, Chambers 
and Co., Thomcliffe. 

O. —Lieutenant J. R. Orchard, 

R.A.M.C, France; Mr. T. T. 
O'Farrell, Dublin. 

P. — Mrs. Pannett, Liss ; P. D. D. ; 
Messrs. Pollard and Bird, Edin¬ 
burgh. 

R.—Messrs. Raimes and Co., York; 
Roval Hants County Hospital, 
Winchester, Secretary of; Dr. 
M. J. Ryan, Crumlin ; Lieutenant 
A. Reid, R.A.M.C.; Messrs. 
Roberts and Co., Lond.; Miss L. 
Rattray, Haslemere; Royal Medi¬ 
cal Benevolent Fund, Lond., 
Secretary of. 

8.— South Devon and East Cornwall 
Hospital, Plymouth, Secretary 
of; Miss Steegmann, Ialeworth; 
Captain R. Sprawson, R.A.M.C., 
Lond.; St. Andrew's Hospital, 
Northampton; St. John Ambu¬ 
lance Association, Lond., Secre¬ 
tary of; Dr. C. Lawson Smith, 
Hertford; St. Mary’s Hospitals, 
Manchester, Secretary of; Lieu¬ 
tenant A. Sunderland, R.A.M.C., 
France; Mr. R. Smith, Man¬ 
chester: Miss R. Shepheard, 
Lond; Mr. M. Schaerer, Lond. 

V.—Messrs. Van Houten, Lond. 

W— Dr. H. Wilbe, Lond.: West 
London Post-Graduate College, 
Secretary of; Warneford Hos- 

B ltal, Leamington, Secretary of; 

>r. W. H. O. Woods, Swansea; 
W. D. H.; Mr. G. Wilson, Leeds. 
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TS OF TRI-X1TR0-T0LUEXE 
WOMEN WORKERS. 

By AGNES LIVINGSTONE-LEARMONTH, 
M.B., Ch.B. Edin., 

AND 

BARBARA MARTIN CUNNINGHAM, 

M.D. Edin. 


During the past five months we have made careful notes 
of the symptoms complained of by women working on tri- 
nitro-toluene (or. for brevity, T.N.T.) in the munition 
factories in which we have been acting as women medical 
officers. There some hundreds of women come into contact 
with T.N.T. in its various forms. We are convinced that 
the frequency with which these symptoms occur among the 
workers cannot be mere coincidence, and must point to 
irritation by. and absorption of, some toxic product of the 
explosive used. The work necessitates intimate handling of 
the powder, and the more floury or fine the powder the 
.greater the amount of dust in the air of the shop. The 
symptoms complained of may be roughly divided into two 
classes —viz., irritative and toxic. 

I. Irritative .Symptoms. 

The irritative symptoms may bs classed in groups as they 
occur in the respiratory tract, the digestive tract, and the 
skin. 

A. Respiratory tract ; symptoms referred to the inhalation 
of dmt. —Nasal discomfort, sneezing, and occasional bleed¬ 
ing, running of the nose, preceded by a stuffed, dry feel¬ 
ing, occur. Smarting, burning, and sometimes watering 
of the eyes may accompany these symptoms. Severe 
frontal headache is often complained of, due probably 
to nasal obstruction. The throat often feels tight, sore, 
swollen, and burning. The chest feels heavy and "tight.” 
Frequently a feeling of intense suffocation is complained 
of, and a pain " like a lamp ” behind the sternum is 
very common. This pain is sometimes described as a 
“ heaviness,” or as a "red-hot lump” and is occasionally 
referred to behind the shoulders. These respiratory symptoms 
have been noticed after only one night on the floury type of 
powder. Some workers complain of dry cough, followed by 
sputum, described as a thick yellow phlegm with a bitter 
taste. In one case the cough was definitely paroxysmal, and 
only relieved by the expulsion of a thick bleb of the phlegm 
referred to. The irritative symptoms, although naturally to 
be met as far as possible by the adoption of every reasonable 
precaution, are almost invariably quickly recovered from on 
transference to other work, and in many cases even change 
of work is unnecessary as recovery is so rapid with suitable 
treatment 

B. Symptoms referred to the alimentary tract. —Constant 
bitter taste in the mouth, with consequent distaste for tea. 
is complained of. Temporary increase of appetite is most 
marked, many workers stating that they could eat two 
dinners. Some women improve greatly iu appearance for a 
time, owing, no doubt, to the increase in appetite. Pain 
round the waist and in the abdomen is frequent. Almost 
invariably when asked to point out the site of the pain the 
patient will place the hands acro<s the body, over the region 
of the liver, stomach, and diaphragm. The pain is spasmodic 
and griping in nature, and is accompanied bv nausea and 
often by vomiting. The vomit is described as intensely 
bitter, often yellow, and sometimes green. Acid eructations 
are frequent. Constipation is the rule at first, but later 
diarrhoea, with motions “as green as crass.” and with 
pain and tenesmus, is more common. Griping intestinal 
pains are also met with. 

C. Symptoms referred to the skin. — Rashes are fairly 
common, especially among the newer workers ; they are 
generally situated on the face, hands, and neck, but are seen 
on the feet, and even on the thighs of workers who are 
careless of washing the hands before going to the water- 
closet. The rashes on the hands are of two kinds : (I) a 
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I cheiropompholyx type, seen on the w’ebs of the lingers and 
on the palms of the hands ; and (2) discrete red papules on 
the backs of the hands and wrists. These may become 
eczematous from scratching and infection. The eruptions 
on the face are also of two kinds : (1) red papules as on the 
hands ; and (2) a blotchy irregular erythema. Both forms a - e 
intensely itchy, and often prevent sleep. Fine desquama¬ 
tion follows the rash, and in rare cases the skin is 
exfoliated in large flakes from the hands and feet. The 
rashes have been placed among irritative symptoms as they 
occur on parts exposed to contact with the powder, the 
frequency of occurrence on neck and wrists being due to the 
friction of dust-infected garments. A similar rash will 
occur round the mouth of a worker who wears a respirator 
that is not frequently cleaned. Excessive sweating 
increases the susceptibility of the skin and may promote 
absorption. We have noticed that in those who perspire 
muph or freely the symptoms are more severe. Workers on 
amatol and crude T.N.T. blocks suffer from the same kind 
of rashes owing to the friability of the blocks. 

II, Toxic Symptoms. 

Many of the workers who have suffered in varying degrees 
from irritative symptoms will, if kept on T.N.T., develop 
what seem to be signs of toxiemia. These toxic symptoms 
may be roughly classified under four heads : (a) digestive, 
(5) circulatory. O') cerebral, and (d) special. 

(a) Digestive symptoms —These include continuous "bilions 
attacks,"nausea, bilious vomiting, anorexia, constipation, and 
jaundice. A dull achiug or burning paiu behind the ensiform 
is very common and persists throughout. In spite of the 
gastric symptoms, the tongue is very often clean and moist, 
though most workers complain of the constant bitter taste in 
the mouth. 

(It) Circulatory symptoms —JDnder this head have been 
noticed faintness, giddiness, hot and cold flushes, pallor, 
slight cyanosis, bradycardia, occasional palpitation, air- 
hunger, and swelling of the hands and feet. Two workers 
with no other ill-effects showed us several large "bruises" 
on the thighs and arms, not to be accounted for by any 
external injury. 

(o) Cerebral symptoms. —Drowsiness is very common, and 
many workers describe it as a sort of drugged feeling. 
Depression, lassitude, and apathy are common. Transient 
loss of memory, slight disorders of sight (blurred vision, 
fcc.), and a certain amount of transient peripheral neuritis 
have been noted in several of our cases. In severe cases 
delirium, coma, and convulsions occur towards the end. 

{d) Special symptoms. —Irregular, scanty menstruation is 
frequently complained of. Dark ooloured, scanty urine, with 
occasional scalding on micturition, has been noted in many 
cases. 

In most cases the toxic symptoms develop gradually, but 
in a few there would appear to be a distinct predisposition 
to poisoning, and in these the toxic effects manifest them¬ 
selves quite suddenly. Judging from our series of cases, the 
following persons would appear to be unduly susceptible: 
(a) Women inclined to ancemia; (ft) those who have had 
previous gastric or liver trouble ; (c) those who sweat freely 
or who are unclean in person ; (d) alcoholios and those who 
are even slightly addicted to alcohol; («) those who have 
had previous throat or chest trouble ; and ( f ) persons of 
lowered vitality from over-fatigue, malnutrition, fcc. 

From our observations we are convinced that the careful 
selection of suitable workers is of the greatest importance, 
and that women suffering from the physical disabilities 
mentioned above should be excluded. 

It is curious that there seems to be, as it were, no constant 
relationship between the severity of the symptoms com¬ 
plained of and the ultimate issue of the oase. A worker 
with severe gastric derangement when taken off T.N.T. 
may completely recover in a short time, whereas slight loss 
of appetite and lassitude may (although the worker is 
removed from all contact with the powder) prove »he 
gateway to serious illness and physical disaster. A patient, 
too, may be jaundiced for some time, and present no more 
symptoms than are seen in a simple catarrhal jaundice until 
a week or so from the end, so far as our limited experience 
of the serious cases enables us to judge. In most cases 
transference to other work led to rapid recovery; in a few 
instances the patient had to be confined to bed for a few 
days, and in only one case did the toxiemia end in death in 
our series of cases. 
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Treatment would naturally fall under two beads—viz., 
(I.) prophylactic, and (II.) symptomatic. 

I. Prophylactic Treatment. 

As the irritative symptoms were considered in three 
groups, it seems suitable to discuss the prophylaxis from 
the same aspects. 

(a) Respiratory prophylaxis .-—Adequate ventilation for the 
workshops is essential. The air must be frequently changed 
and equable in temperature, and the circulation of dust 
should be avoided. The more skilful the worker the less 
dust raised. We have noticed that in a steam-heated work¬ 
shop on a winter night or on a damp summer night the 
symptoms appear more rapidly and are more severe. In our 
opinion this would point to the possibility of a volatile 
product given off under certain conditions of temperature and 
moisture. Many workers have told us that the powder 
affects them more when on night work. 

To prevent the inhalation of dust veils and respirators are 
worn, but to both of these are attached disadvantages. 
Respirators need frequent cleaning, lest their edges, being in 
contact with a moistened epidermis, cause a rash. Veils are 
dazzling to the eyes at night, and unless held off the face by 
a hat-brim are in too close contact with the skin. If veils 
are worn brown or green has been found to be the most 
suitable colour. 

If the above suggestion is correct that a volatile product 
is given off under certain conditions of heat and moisture, 
may not respirators, with their accompanying increase of 
both heat and moisture, be rather a source of extra danger ? 
In the fatal case of poisoning to be shortly quoted we found 
that the worker had invariably worn her veil and respirator, 
and was, in fact, the only worker in that shop who con¬ 
sistently did so. It has been suggested that respirators, 
if worn, should be impregnated with some alkaline antidote. 

( b) Alimentary prophylaxis .—One of the most important of 
the preventive measures is the provision of suitable and 
sufficient food at proper intervals. The average rvorkiog 
woman does not eat a *• working-man’s breakfast,” because 
(1) it is not her habit, (2) the hour of rising to cstch her 
train is too early, or (3) the food has to be prepared by 
herself. Therefore she drinks a hasty cup of tea and, after 
an hour or more of a journey to the factory, starts work on a 
practically empty stomach. The provision of fresh milk or 
cocoa at the factory on arrival should be insisted on, and we 
have noted the marked improvement in the worker since the 
introduction of a ten-minutes’ break in the middle of the 
morning for a “snack.” 

Workers should be encouraged to eat hot dinners, and 
canteens to supply these are indispensable. Night workers 
find lighter meals, such as sandwiches, milk puddings, and 
stewed fruit, most easily digested. Indeed, the most suitable 
diet for all T.N.T. workers consists of fish, milk, fresh 
vegetables, and fruit. The women tell us they find that 
highly seasoned dishes, such as curries, tinned foods, and 
pickles, should be avoided, and that such “ bring out the 
rash.” 

Bland drinks, such as barley-water, milk-and-water, or 
milk-and-soda, are useful, especially in hot weather and at 
night. Most workers do not drink nearly enough. Alcohol 
in every form is discouraged, and all workers are warned 
against constipation. 

(«) Integumentary prophylaxis.—Oar workers use a simple 
powder for their faces and hands. Veils also protect the 
face, and gauntlet gloves should be worn, but they should 
be intact and free from powder inside, and the gauntlet 
must be tucked inside the overall cuff Overalls and caps are 
essential, the overall to fit completely round the neck and 
to cover the whole person of the worker. Frequent washing 
of these garments must be insisted upon. It has been 
suggested that they be cleaned by vacuum, thus getting rid 
of the contained power entirely. Open-work stockings 
should be forbidden. The hair should be completely hidden 
by the cap. Workers who are continually pushing back 
“ curls are very apt to develop the rash on the face and the 
eye symptoms. Working clothes should, if possible, be 
changed on returning home, and underclothing should fre¬ 
quently be changed. Personal cleanliness is a great factor 
in prophylaxis 

The pink discolouration seen on the clothing of those who 
sweat freely is probably due to some substance excreted in 
the sweat. One worker, some time after removal from 


contact with T.N.T., having bathed several times, perspired, 
so freely that her fresh clothing, and even the sheets, were 
coloured pink. We have noticed, however, that dusty 
overalls used in the shops also turn pink when washed. 

It may be of interest to note that one worker who had 
toothache, having filled her mouth with white-loaf bread 
soaked in water to act as a poultice, was considerably 
alarmed on removing it to find that every particle of the 
bread had turned pink, and no bleeding had, of course, 
taken place 1 

Suggestions as to Special Provhylaxis. 

1. No person under the age of 21 or over 40 should be 
employed on T.N.T. 

2. Employment should be alternated. The period of 
exposure to the powder should not exceed 12 weeks, but in 
many cases this has been found to be too long. We have 
found that in some workers the effects of the toxin seem to 
be latent, and although some women have worked for weeks 
on T.N.T. without any apparent ill-effects, they have 
developed slight symptoms after being transferred to other 
work. On the other hand, others, after recovering from early 
symptoms, have finished the 12 weeks and had no further 
ill-effects. Again, a few have shown a special idiosyncrasy, 
and after a few days at the work have had to be permanently 
transferred. 

3. The total daily exposure to the toxin must not be too 
long. Knowing, as we do, that fatigue, induced by what¬ 
ever cause (overtime, malnutrition, &c.), markedly diminishes 
the power of the body to overcome toxins, we are of opinion 
that the daily exposure should not exceed eight hours. 
Longer exposure means increased chance of absorption when 
the blood is in a devitalised condition. 

4. The provision of suitable washing accommodation at 
the factories, and facilities for warm (not hot) baths for 
workers, together with arrangements for comfortable lodgings 
near their work, are of the utmost importance, as also are 
canteens to provide well-cooked healthy food. Knowing, as we 
do, that “ not absence of exposure but strength of resistance 
keeps us well,” these things must be strongly insisted upon. 

5. A routine weekly examination of all T.N.T. workers is 
essential, so that any who show signs of over-fatigue, 
aniemia, &c., may be taken off the work, at least for a time. 

6. Work on T.N.T. should be restricted to the day-time. 

If our information and observations are correct, that the 
effects of the powder are more felt on night-work, the work 
should be discontinued at night. It is certain that the 
ventilation is less free at night, partly owing to the air 
being too cold to allow of opening the windows freely, and 
in great part also owing to war conditions which necessitate 
the darkening of factory windows at night. 

II. Symptomatic Treatment. 

A. Of the irritative symptoms. —(a) Nasal, 4oc. : For these 
the usual remedial measures are adopted—viz., boracic 
lotion for the eyes, simple gargles for the throat, and 
expectorant mixtures for the cough. Those who suffer from 
the choking feeling improve with plenty of fresh air. 
(b) Gastro-intestinal : We have invariably given sodium 
bicarbonate for the gastric and biliary symptoms and have 
found it satisfactory. A supply is kept in the dressing- 
rooms of the factories and given to any worker complaining 
of abdominal discomfort. For constipation, white mixture, 
occasionally preceded by calomel or colocynth, is our routine 
treatment. For diarrhoea we give a bismuth and soda 
mixture, and for the abdominal pain nothing has been found 
so effective as sodium bicarbonate, (e) Skin rashes : We 
have found the skin conditions very amenable to any simple 
emollient, such as zinc and bismuth ointment, tragacanth 
and glycerine liniment, or boro-calamine lotion, the patient, 
of course, being temporarily removed from the work on T.N.T. 

B. Of the toxic symptoms. —The slightest cases of toxsemia 
are removed from all contact with T.N.T. till all symptoms 
have disappeared, and the more severe are transferred per¬ 
manently from that department. For anremia, mist, ferri et 
amnion, cit. is given, unless constipation accompanies it, 
when mist, ferri laxans is substituted. For faintness, 
giddiness, and nausea a mixture containing sod. bicarb., 
spt. ammon. aromat., and gentian is useful. For nervous¬ 
ness. perspiration, and flushing we use a quinine tonic, and 
for slight jaundice a mixture containing sod. salicyl. and sod. 
bicarb. In all toxic cases a more or less open-air life is 
advised until the symptoms pass. The diet should be light. 
Milk in all forms and large bowls of bread-and-milk are most 
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comforting. As drinks, whey, milk-and-soda, barley-water, 
and rice-water. Fish, vegetables (especially green ones), 
and fruit, such as apples and oranges, should be ordered. 

Of the severe cases of toxaemia, merging suddenly into 
profound jaundice, delirium, and death, we have had less 
experience. The treatment of such aims at stimulating the 
liver functions and getting rid of the excreted bile, both by 
drugs and hydrotherapy. We have tried linseed and mustard 
poultices to the liver, rectal and subcutaneous injections of 
saline solution, and hot baths, but so far with no permanent 
success. 

As a simple cardiac stimulant spt. ammon. aromat. was 
useful, but in severe cardiac depression pituitrin was found 
to be the most suitable drug. 

The following tables show the frequency of the most 
common symptoms and notes are given of a few typical cases 


Table I. — Showing the Mont Typical Symptoms in li> Workers 
on T.N.T. for 1 Week to 2 ll'eeks. 


Case . 

1 

2 

3 

4 

5 

fi 

7 

8 

9 

10 

u 

12 

Arte . 

21 

34 

24 

20 

28 

21 

38 

23 

38 

25 

22 

28 

Married or single 

S 

S 

S 

S 

S 

M 

M 

M 

M 

vt 

S 

8 

Home or lodging 

H 

H 

H 

H 

H 


H 

H 

H 

H 

H 

H 

Journey tn hours 
Symptoms — 

1 

1 

1 

1 

4 

— 

1 

1 

4 

1 

1 

u 

Throat . 

P 

P 

P 

P 


— 

— 

P 

_ 

_ 

_ 

_ 

Cough . 

— 

— 


P 

— 

— 

— 

— 


— 

— 

— 

Sneezing 

P 

P 

P 

— 

P 

P 

— 

P 

P 

— 

— 

— 

Eye. 

P 

— 


P 

P 

P 

— 

— 


P 


_ 

Rash . 

P 

— 

P 

P 

P 

— 

— 

— 

P 


I* 

_ 

Nausea . 

P 

P 


P 

P 

P 

P 

_ 


P 

P 

P 

Pains . 

P 

p 

P 

P 

— 

P 

P 

_ 

_ 

P 

_ 

P 

Vomiting 
Const ipation 

P 

p 


P 

— 

P 

P 

— 

— 

~ 

— 


or illarrhiea... 

— 

— 

— 

— 

— 

c 

— 

— 

— 

C 

_ 

C 

Headache 

— 

P 

P 

— 

— 

p 

— 

— 

P 

P 

— 

P 

Giddiness 

— 

— 

— 

— 


p 

— 

— 

— 

— 

— 

— 

Faintness 

— 


— 

— 

— 

p 

— 

_ 

_ 

_ 

_ 

_ 

Jaundice 



" 

_2_ 


p 


— 


— 


— 


P = Present. 


Table II. —Showing the Most Typical Symptoms in 12 Cases 
with Slight Poisoning Symptoms after from 1 to 6 Weeks’ 
Work on T.N.T. 


Case . 

1 

2 

3 

4 

5 | 6 

7 8 

9 

10 11 

12 

Age . 

21 

34 

4b 

26 

35 | 39 

26 27 

26 

26 37 

25 

Married or single 

S 

M 

M 

M 

M M 

8 S 

S 

M S 

s 

Home or lodgings 

B 

II 

u 

H 

II H 

L | L 

H 

H U 

H 

Food, satisfac- 










tory or not ... 

S 

S 

s 

s 

s s 

s s 

S 

N S 

S 

Journey in hours 

a 

u 

1 

14 

1 4 

11 1 


4 4 

A 

Symptoms — 










Throat . 

— 



— 

- - 

p — 

P 

P — 

_ 

Cougli . 

— 

— 


— 

— P 

p — 

— 

— I - 

P 

Sneezing 

P 

P 

p 

P 

P — 

P — 

— 

— 1 - 


Bye . 

— 

— 

— 

P 

- - 

— , — 

— 

P — 

P 

Rash. 

— 

P 

p 

— 

P - 

— 1* 

— 

- P 

p 

Nausea . 

P 

— 

p 

P 

- - 

p P 

P 

P P 

P 

Pains . 

P 

P 

p 

P 

P P 

F - 

P 

P - 

P 

Vomiting 


— 

— 

— 

- - 

p 1* 

— 

— P 

P 

Con st ipation 










or diarrhoea... 


— 

— 

— 

— D 

0 c 

— 

C C 

c 

Headache 

P 

— 

— 

P 

— ! — 

— 1 — 

P 

P P 


Giddiness 

— 

— 

— 

— 

— — 

— 1 — 

— 

P P 

_ 

Faintness 

— 

— 

— 

— 

— — 

— — 

P 

- 1 - 

p 

Depression ... 
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— 

— 

— — 

I* 1 - 

— 

_ - 

p 

Jaundice 


— 

— 

— 

— ! — 

— — 

— 

— P 

p 

Cyanosis. 


~ 




j 

— 

-r 



Table III. —Showing the Most Frequent Symptoms in 12 Workers 
on T.N.T.for 8 to 12 Weeks. 


Caso . 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

Age . 

Married or single 

35 

29 

34 

31 

29 

24 

23 

33 

27 

39 

34 

35 

M 

S 

M 

M 

8 

M 

M 

M 

S 

M 

M 

M 

Home or lodgings 
Food. satisfac- 

II 

H 

n 

H 

H 

H 

H 

H 

H 

II 

H 

H 













tory or not 

S 

S 

8 

N 

S 

S 

S 

8 

S 

S 

N 

S 

Journey in hours 

4 

ii 

1 

4 

i 

i 


14 

A 

4 

1 

1 

Symptoms— 













Throat . 

P 

P 

— 

P 

— 

P 

P 

P 

P 

— 


P 

Cough . 

— 

P 

— 

— 

_ 

— 

P 

_ 


_ 

_ 


Sneezing. 

— 

P 

— 

— 

— 

P 


— 


P 


— 

Eye. 

— 

— 

— 

— 

— 

— 

P 

— 


— 

P 

— 

Rash. 

— 

P 

— 

— 

— 

P 


P 


_ 

P 

P 

Nausea . 

P 

— 

p 

P 

P 

P 

_ 

P 

P 

P 
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Pains .. 

P 

— 

— 

P 

P 

P 

_ 

1* 

P 

P 



Vomiting 

— 

— 

— 

P 

P 

P 

— 

— 



_ 

P 

Constipation 













or diarrhiea... 

c 

D 

c 

c 

D 


c 

_ 

C 

C 

_ 

D 

Headache 

P 

P 

p 

p 

P 

P 


P 

p 

P 

P 


Giddiness 

p 

— 

p 

— 

— 

— 

— 

P 

_ 
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P 

Faintness 

—• 

P 

— 

p 

— 

— 

— 

P 

P 

P 



Depression ... 

— 

— 

— 


— 

— 

— 


P 


_ 

_ 

Jaundice. 

p 

— 

p 

— 

— 

— 

— 


_ 

_ 

_ 

_ 

Cyanosis. 




* 

P 

— 

— 

— 

p 

p 

— 

— 


Case 1.—Slight early symptoms with complete recovery. 
Patient aged 32. married. Time at work on I.N.T., 10 weeks. 
When examined before starting work in February. 1916, she 
was quite lit physically, May 17th : First visit to the surgery. 
Complaint: Sickness and pains. Symptoms: Eyes sore and 
horning; throat dry and sore; nose running; no rash; 
slight palpitation; severe, griping girdle painand pain behind 
sternum ; griping abdominal pain; nausea and sickness with 
green, bitter vomit. Has had nausea for two weeks and great 
thirst. Slight constipation ; menses regular. Two nights 
ago rash all over chest and neck, but cleared next dav. 
Tongue clean ; lips dry; gums normal; skin normal; bands 
very yellow; heart normal; lungs normal. Wears cap and 
overall, veil, respirator, and gloves. Recovered quickly with 
appropriate treatment. Did not need to be taken off work. 
Tune 29th: Still on T.N.T. Perfectly well. Has had no 
further discomfort. 

Case 2.—More severe symptoms; transfer; complete 
recovery. Patient aged 37, single. Time at work on 
T.N.T. four weeks. When examined before starting work 
on T.N.T. she was quite fit physically. April 27th: First 
visit to the surgery. Complaint: Sickness; diarrhoea; 
severe headache. Symptoms: Hasuever felt well on T.N.T. 
After three days' “ bilious attack,” took salts and went to 
her own medical attendant. No better, so sent to surgery. 
Kept having turns of diarrhoea and sickness, and vomited 
oily stuff “just like castor oil, only all green and very bitter." 
Vomited four or five times a day. Diarrhoea accompanied 
by severe pain and tenesmus. Felt worse on floury powder. 
Said it “ almost seems to drug vou,” aud“you could go to 
sleep if you didn't keep a good hold on yourself." Tight 
chest; tickling cough ; throat sore from" retching. Con¬ 
dition : Face pale, tlabbv ; eyes normal: conjuncture pale ; 
tongue dirty yellow; lips slightly blue ; fading rash on face ; 
skin itchy'oil face only; hands slightlv yellow; not much 
perspiration ; heart normal; pulse 70. Said she coughed up 
a lot of sticky yellow bitter phlegm in the morning. 

Treatment": Taken off work. Soda, bismuth, spt. ammon. 
aromat. May 1st: Much better colour; occasional severe 

ain; still has headache; cough bad; phlegm as before. 

th : Much better; pain gone ; diarrhoea gone ; cough easier ; 
chest still tight. Resumed duty to-day, but kept off T.N.T. 
for a month. Given tonics. 26th: Returned asking to go 
back to T.N.T. Still pale; cough not quite gone; eating 
better. Request refused. Given transfer to other work. 
Not to return to explosives. Jane 29th: Quite well. Good 
colour; good appetite ; good spirits. 

Case 3.—Severe jaundice, ending in death. Patient 
aged 25, single. Time at work on T.N.T. five weeks. 
Admitted to ttie munition works on April 12th, 1916. Taken 
off T.N.T. on May 17th and off work on the 31st. Died on 
June 18th. 

Previous health : Patient was always “ strong." Her only 
illness had been diphtheria at the age of 7 years. Never had 
any digestive trouble, and had never suffered from anaemia. 
When examined before starting work in April she was found 
to be quite fit physically. 

The patient paid her first visit to the surgery on May 17th. 
Complained of “sickness.” Duration, one week. No throat 
symptoms. Running at the nose; eyes felt sore; pain 
behind the sternum ; nausea ; vomiting of sour, green fluid ; 
itching of the skin of the chest; free perspiration; loss 
of appetite; slight constipation. She felt dull. 22nd: 
Attended at surgery. Felt better. Sickness gone. The 
burning pain at ensiform still present. 26th: Pain in-the 
stomach. Vomited to-day. Conjunctivas very yellow. 
Tongue clean. 31st: Attended at the surgery. 'Was sent 
up by medical officer at his routine visit as she was noticed 
to be jaundiced. Felt languid and “ nasty ”; had occasional 
epigastric pains. Tongue clean; lips a good colour; 
pulse 92; heart not enlarged; liver not enlarged, upper 
border at fifth rib, lower border at costal margin in nipple 
line. Refused to come into hospital. June 2nd: Admitted 
into hospital. Markedly jaundiced ; tenderness over liver; 
bowels constipated; pulse slow, low tension, occasionally 
intermittent; urine faintly alkaline; specific gravity 1012, 
darkish amber, no albumin, no sugar, no free bile. 
From this date to June 8th no fresh symptoms were noted, 
but the intensity of the jaundice and’the frequency of the 
vomiting varied. The urine was examined daily, and from 
June 8th it showed the presence of bile pigments, but never 
sugar or albumin. The stools were clay-coloured and the 
bowels constipated. Pain was frequent over the epigastrium, 
and tenderness over the liver. The patient became drowsy 
and more deeply jaundiced on the 8th, and menstruation 
started. On the 11th she was distinctly better, and was 
brightor. The bowels were moved twice. 14th : Was sick 
and faint after an enema. Pulse intermittent; stools slightly 
bile-stained. 15th: Irritable; otherwise as before. 16th: 
Restless daring the night; depressed ; pupils semi-dilated 
and sluggish to light; liver percussion no'rmal. but lower 
edge very thin and firm aud felt like cartilage, and was 
tender to the touch. At 1.30 p.m. the patient was very 
drowsy. She fell asleep while eating an orange. During the 
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afternoon she became much brighter and felt better, but at 
8 p.m. she vomited dark and bright blood, became restless, 
and shortly afterwards was unconscious. She was still un¬ 
conscious and delirious at 11 p.m. She bit, kicked, and 
scratched if touched. There was incontinence of urine 
and fsBces during the night. 17th : The patient was still 
unconscious. A catheter was passed and 20 oz. of urine 
were withdrawn (constituents as before). Slight cyanosis 
was noticed, also gnashing of the teeth and clenching of the 
hands during the evening. 18th : Had a very bad night. 
Convulsive attacks occurred along with retraction of the 
head. These continued, and with incontinence of urine and 
faeces and deep cyanosis led up to death in the afternoon. 

The pulse until the day of death was slow, about 60 per 
minute, of low tension, and occasionally intermittent. The 
liver dullness remained unchanged, although the jaundice 
varied considerably. The blood was examined on several 
occasions. Blood count: Red corpuscles, 4.000,000; white 
corpuscles, 9320 ; hemoglobin, 60 per ceut. (50 per cent, on 
day of death.) The red cells were well-formed, and stained 
with light granulation. No nucleated red cells wore present. 
The white cells were normal. .Methmmoglobin was absent 
on both occasions on which it was tested for. 

Post-morUm findings .—Body well nourished. Skin lemon- 
yellow, but showed no lnumorrhages. All tissues and organs 
similarly stained. Mesentery showed numerous small hmmor- 
rhages, as did also the stomach and intestine. Stomach and 
upper part of intestine contained altered blood. Lungs: 
Markedly congested. Showed slight haemorrhages. Heart: 
Normal size but very llabby; empty; muscle pale yellow. 
Liver: Greatly decreased in size; weight. 1 lb. 12 oz.; left 
lobe shrunken, thin, and leathery; right lobe mottled in 
appearance, with large raised, blotchy patches alternating 
with smaller shrunken areas. It cut firmly. Naked-eye 
appearance of cut section seemed that of a fine fibrosis. 
Gall-duct patent, as was bile-duct also. Kidneys very large 
and pale; weight, 64 oz. each. Spleen slightly congested. 
Bladder normal. Uterus and appendages normal. 

We give only a synopsis of our clinical notes. 
Obviously, it is impossible in the present state of our know¬ 
ledge of the action of the poison to differentiate between 
those symptoms that are to be attributed directly to the 
toxin and those that are secondary or of subsidiary 
impoi tance. 


gtoress 

ON 

THE PSYCHO-PATHOLOGY OF THE WAP 
NEUROSES. 

Delivered at the Malta Medical Conference on April 9th. 1916 , 

Bv M. D. EDER, B.So. Lond., M.R.C.S., 
L.R.C.P. Lond., 

TEMPORARY CAPTAIN. R.A.M.C. ; LATK MEDICAL OFFICER IN CHAROEOF 
PSYCHO-K EUROLOOICAI. DEPARTMENT, MALTA. 


Gf.nti.emkn, — From the combatant’s point of view this has 
been described as industrial warfare ; from the medical point 
of view it might be well characterised as nerve warfare, far 
an outstanding feature has been the large number of soldiers, 
both on our side and, so far as I can judge from the scanty 
references to the German literature that I Piave seen, on that 
of our enemies also, who have suffered from what are 
very properly called functional disorders, with or without 
injury or organic disease. Of such patifents 110 have come 
under my own notice; a study of the material will be, I 
hope, not only a contribution to our knowledge of the 
psycho-neuroses but perhaps a help to an understanding of 
the psychology of the soldier. 

Oclonel Garrod remarked a fortnight ago in a paper on 
the duotless glands in war, that clinical observation has 
largely contributed towards our knowledge of the physiology 
of these organs ; and I vividly recall how my honoured 
teacher, the late Dr. Samuel Gee, used to insist that 
“physiology is best learnt at the bed-side and on the 
post-mortem table.” (It is put rather differently, I believe, 
in his collected aphorisms.) It is equally true of the science 
of psychology : the study of abnormal psychology carried 
on during the last two decades has given us a better insight 
into the mind of man than ever seemed possible by the 
academic methods—which still remain largely academic. 
It is to four men above all that we are indebted for this 


wider knowledge—Freud of Vienna, Jung of Zib 'ch, Janet 
of Paris, and Morton Prince of Boston. 

I would insist at the outset that we are dealing with the 
mind this afternoon ; we are to seek an understanding of 
aertain phenomena in terms of the mind. An investigation 
from the physiological side would doubtless be profitable 
enough, but that is not my role. Moreover, it happens, 
limited as is our knowledge, that we know here more about 
mental than we do about physiological processes. 

The Working of the Unconscious Mind. 

Psychological facts have a value other than medical facts. 
Take, for instance, the analgesias and anaesthesias po- 
common an occurrence in hysterical troubles. Some would 
have it, Babinski for instance, that this analgesia is in¬ 
variably produced by medical investigation. Its production 
in this wise would be no less a psychological fact demanding 
understanding than its presence apart from such investiga¬ 
tion. The psychologist must be, of course, alive to the 
possibility of this occurrence. I will begin by the com¬ 
munication of a case of this kind. 

Case 1 (Case-number 34). 1 —An Irish soldier, aged 23, was 
admitted to hospital on Jan. 26th, 1916, for hysterical con¬ 
tracture of the right hand. The fingers were 9emiflexert 
and could not be passively extended. (We are not now 
concerning ourselves with the diagnosis, but I may add 
that in nearly every case I shall quote the diagnosis was- 
established or confirmed by Colonel Purves Stewart, A.M.S.> 
Colonel Purves Stewart, who examined the patient a conple 
of days before, has the following note: “To pin-pricks- 
and cotton-wool amcsthesia-analgesia of the whole of 
the right upper limb as high as the shoulder. At the 
beginning of the examination patient felt pin-pricks at 
wrist. As examination continued the boundary of anaes¬ 
thesia steadily increased until it reached the shoulder, by 
which time the previous sensitive spots were now* amns- 
thetic. Further examination showed a complete right 
hemianesthesia." 

The patient was a left-handed man who was wounded on 
Dec. 22nd by 15 bayonet wounds, 14 of which were on the 
right side of the body. Ou Dec. 22nd he was in the trenches- 
with 23 men when they were attacked by some 200 Turks. 
He and a sergeant leaped out of the trencheB and engaged in 
a rifie-bayonet fight with the Turks. 

In recounting the story, which he did with much vigour, 

I noticed his repeatedly emphatic statement : “In such 
fighting you mu>t clutch yonr rifle very firmly and never 
let it go, guarding yourself all the time.” The explanation 
of his contracture becomes obvious. Grasping the rifle was 
the very attitude his hand still assumed ; in the un¬ 
conscious he was still clutching the rifle ; he was still 
fighting the good fight, and this desire was symbolised by 
the grasping hand ( main tn griffe). I was able to confirm 
this view under hypnosis, for on suggesting to him that 
the fight was over and he could let go the rifle, his hand 
immediately relaxed. 

It is to Professor Freud, of Vienna, that we owe our 
understanding of the unconscious and of the meaning of 
these symbolic actions. It is in the unconscious that we 
find the springs of action and of thought—a region (this 
and similar terms are used figuratively) of the mind whose 
rich and varied emotional nature we are beginning to 
appreciate—a region less under the control of the conscious 
intellect than had been heretofore supposed. Emotions 
inhibited from transference into action do not pass into 
nothingness, but persist in the unconscious, often influencing 
the whole life of the individual in some distorted and 
irregular way, perhaps biding the time till opportunity 
occurs for their manifestation. 

I may mention a simple experimental proof of the working 
of the unconscious. One of my patients, a sergeant of 
18 years' service, was under treatment for hysterical paresis 
of the right hand. Under hypnosis I suggested to him one 
day that he should write with this right hand a letter home. 
The next day he told me that he attempted to write a letter 
but found it impossible. Again under hypnosis I suggested 
to him to write me a letter with the paralysed hand. The 
next morning he handed me a letter addressed to myself. 
Thanking him, I said, “ But why did you write to me, for I 
see you everyday He replied, “ I thought it would be nice 
to show you how I am getting on.” He was quite unaware 
of my earlier suggestion and consciously he did not know 
whence came the impulse to write. As is so frequently the 

1 The case-numbers n fer to the departmental, not the hospital 
register. 
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case, consciousness proceeds to find a rational motive, a 
mental process whioh should put ns on our guard not only 
in our dealings with others. You will probably remember 
the advice given by Lord Mansfield to a newly appointed 
judge: *' Give your verdict, it is pretty sure to be right; never 
adduci your reasons—they are equally sure to be wrong.” 

The Meaning of the JHemi analgesia. 

I return to my Irish soldier to investigate the meaning of 
the hemianalgesia which developed, as we saw, under medical 
-examination. Here I have to make an assumption—namely, 
that during the fight this analgesia was present, and that it 
passed away subsequently. It is a fair inference, I think, 
because he told ns he felt no pain, and when led away did 
not know he was wounded until his attention was called to 
the bio >d ooming from him. In other patients I have similar 
oeoords of feeling no pain and having loss of sensation from 
the time of the injury. 

Assuming that he was thus analgesic during the fight, you 
will agree that we have here an error, or rather distortion, of 
perception. We know that no nerves were injured which 
could account for the analgesia and we know that the skin 
was normal. Sensation was conveyed rightly enough, but 
the unconscious mind refused to feel pain—a refusal of 
which consciousness knew neither the fact not the motive. 
The unconscious acted here like Nelson did consciously at 
the Battle of the Sound. And for a similar motive. Nelson 
wanted to go on fighting. 8 j did my young Irish soldier— 
who was, as you may imagine, a very highly strung and 
sensitive individual. Had he allowed himself consciously 
to feel pain he would either have had to retire from the 
straggle or perhaps let go his clutch on the rifle and be 
killed. 

We are now prepared, 1 think, to understand the revival 
of the analgesia under the pin-pricks of Colonel Stewart. 
Of the first prick or two the unconscious took no notice, but 
as the pricks continued the former memory was revived 
and the unconscious became on guard. The Turks are at 
it again : re-living a similar experience, the unconscious 
developed the same defensive mechanism—that is, the 
peroeption did not pass from the unconscious into the 
o mscious. 

No doubt many of us have been surprised at the language 
occasionally used by ladies of refined habits and careful 
education under anaesthesia or in mental aberrations. 
We wonder where on earth they could have heard such 
expressions. The simple truth is that they have never heard 
them—have never known them consciously. Ttie words have 
been cone acted to the unconscious, but have not filtered into 
the conscious any more than did perception of pain in this 
soldier. 

Before leaving this patient, although I have far from 
exhausted the material, I will hope that incidentally his case 
will help to remove the stigma that so unwarrantably is 
attached to the term neurotic. This soldier, who has, I 
believe, been recommended for the V.C., is certainly a 
neurotic, but there are nice and nasty neurotics. He, like 
the great majority of my hundred soldier patients, was of 
the nice kind. 

Symbolio Conversion. 

In this case the paralysis was on the right side, but he was 
a left-handed man ; in the great majority of cases dealing 
with right-handed people the diseased manifestation is on the 
leftside Oppenheim 2 accounts for the prepmdcrance of 
left-sided over right-sided symptoms in these disorders by 
the “ relatively low vitality of the right hemisphere of the 
brain,” an explanation of the unknown by the mysterious 
and vague. If yon can attach any precise scientific meaning 
to Oppenheim’s statement—well there it is. Some years ago 
Stekel 3 showed that in hysterical giddiness and fits there 
was a tendency to fall to the left side, and he noted that 
right and left are used not only of direction but of mental 
and moral values: “He’s all right.” “To get out of bed 
with the left foot.” In the posters of “The Girl who took 
the Wrong Turning, ” the artist depicted the beautiful but 
naughty heroine as turning to the left at the cross-roads. 
Tue left-sided manifestation is a symbolical expression for 

things are all wrong with me.” 

The positions of up and down are used similarly by the 
unconscious with an ethical significance—as we speak of a 

- In an article in Berl. kiln. Woch., quoted in Brit. Med. Jour., 
Nor. 3rd. 

:1 fitekel, W.. Jahrbuch f. paych. u. psychol. Forscbungen, vol. 1„ p. 467. 


fallen woman, top-hole, down in the dumps, an elevating 
book, and so on. The translation of ideas into their verbal 
pbyeioal equivalents, as moral judgments, is a common 
mechanism in hysteria as it is in dream life. 

Case 2 (Case-number 29).—An Australian, aged 36, was 
admitted on Jan. 24th for stiffness and pain in the back and 
paraplegia. The sensory and motor disturbances in the 
legs improved considerably, but the back remained as stiff 
as a ramrod and more painful. The history he gave 
betrayed much feeling at what ha considered inadequate 
treatment after a high-explosive shell had burst some varus 
from him on Nov. 10th. He walked down to the dressing 
station and was given some pills ami sent hick to the 
trenches. Tiie next day his back was painful, but he sava 
he showed himself to the doctor, who again sent him back. 
In the trenches, he was unable to move. On the fourth day 
he was sent into hospital and thence to Malta. 

You will understand that 1 am repeating this history not 
to criticise the medical officer, nor need we accept the 
patient's story as the account of what really took place. I 
accept it for its psychological value—it expresses what the 
patient felt on the subject, a feeling which gave rise to 
much emotional bitterness, even under hypnosis. The cine 
as to the meaning of this rigid back was obtained one day 
when he said in hypnosis : “The doctor put my back up ” 
There unfortunately the back remained when, having 
recovered the power of his legs, he was sent back to 
Australia, where I hope it will come down under the 
mollifying influence of his wife and children. 

Another instance of this symbolism occurred in a case of 
recurrent mutism. 

Case 3 (Case-number 50).—A lad, aged 21, was kicked on 
the left jaw bv a horse on Dec. 31st. (lie also complained of 
inadequate treatment.) On Jan. 1st, having been then 
admitted to hospital, he, whilst in bed, was taking part in a 
sing-song when he suddenly found ire ooold not utter another 
sound. He remained dumb till the morning of tire 4th, 
when on awaking he found he could whisper that he wanted 
his breakfast. 

This is a pretty * instance of another of Dr. Gee’s 
aphorisms : “It is an interesting reflection that powerful 
emotion prevents eloquence and sometimes takes .speech 
away.” lVhether the patient was an eloquent speaker lam 
not able to say, but I presume he was something of the sort; 
he was in the habit of preaching both before and since 
joining the Army. On one occasion after joining the Army 
he spoke for one and a half hours on the duties of a 
Christian soldier. He was always talking to his comrades, 
and nothing pleased him better than discussion or argument. 
Over and over again he had been told to shat up, hold his 
jaw. Now, after receiving the kick he went to his medical 
officer literally holding his jaw, and after the wound had 
been stitched was sent back to his tent. He felt inclined to 
remonstrate (to jaw), but thought it better to hold his jaw 
Later in the afternoon the pain was so bad in the jaw that 
he was visited by the doctor and sent into hospital. The 
next evening, however, he found himself taking part in 
a sing-song -an inconsistency to which the unconscious 
promptly replied by “ holding his jaw" figuratively. 

It must be remembered that we here are dealing with what 
is archaic and crude in the unconscious, with what links us, 
the heirs of all the ages, mentally with primitive man. In 
this lower culture there is, as you are aware, no clear dis¬ 
tinction between words and the objects they denote. The 
utterance of the correct word, the power of the word, has a 
magical effect ; the Open Sesame and Rninpelstiltskin of the 
fairy stories have been believed and carried out in our child¬ 
hood's play. A Central Australian has but to get the 
magician doctor to pronounce a curse on his enemy: “May 
your heart be rent asunder ; may your backbone be split 
the enemy’s backbone is split unless he get on his side a 
more powerful magician to ward off the word,-;. You will 
find the Neapolitan fingering his charm whenever he by 
chance alludes to some good fortune, and the Britisher, 
laughing at this superstition, is not always above touching 
wood when, amid, say, an epidemic of dysentery, he should 
happen to say that so far he is quite well. 

Functional Amblyopias 

YVith these illustrations of the mechanism of symbolic 
conversion we may proceed to unravel a further significance. 
I choose a case of what the older physicians called ano:s- 
thesia of the retina, termed by Captain A. D. Griffith in his 
lecture here “ war amblyopia.” 1 

* The Laxcet, June 24th, 1916, p. 1246. 
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Case 4 (Case-number 26).—An Australian, aged 19, was 
admitted for loss of sight in the right eye, with normal 
vision in the left. There was a right ptosis present from 
childhood. He had been seen by Colonel Stewart and by the 
eye specialists. Captain W. M. Townshend and Captain 
Griffith. In the right eye on Jan. 7th there was perception of 
right and nothing more ; the defect had begun on Nov. 15th. 
This is the history he gave me: On Nov. 15th he was sniping 
through a loophole when an enemy ballet knocked a piece 
off the stock of his rifle. He continued at his post; five shots 
later another bullet struck the sand around the loophole. 
The right eye began to water He shut the loophole and 
went away for an hour. He then returned, the eye being 
better, opened the loophole, posed his riffe, and then found 
he could not see the sights on the rifle. There was obviously 
nothing to do but go to the doctor. The vision got rapidly 
worse and in a few hours he had lost perception of light. 
Let me add that he was a lad of great, almost reckless, 
courage and of great independence of spirit. 

The hysterical manifestation is, according to Freud, a 
compromise formation between a repressed wish and an 
inhibition ; the result of a mental conflict between the 
ego instinct and the gregarious instinct—termed by 
Mr. W. Trotter the “herd instinct.” This Australian is a 
developed type of the gregarious instinct—his soldier’s 
quality is strong. A bullet hits the stock of his rifle whilst 
sniping—the enemy have located him. You must remember 
he is sniping, so that to go away were quite allowable. 
But he does not give up. Then another bullet comes near. 
The unconscious, acting on behalf of the ego instinct, 
sets the eye awatering, forcing him to relinquish his post. 
Then the soldier’s instinct asserts itself, the eye ceases 
to water, and he returns to the loophole. But here the 
egocentric instinct, self-preservation, reasserts itself, and the 
unconscious adopts a stronger attack. He is stricken blind 
in the shooting eye (note, also, that it is the seat of a con¬ 
genital deformity). He is now unable to carry out his con¬ 
ception of the soldier’s duty and without loss of self-respect 
is able to retire, his safety guaranteed. Shall we say that 
the compromise ends with the odd trick in favour of the 
egocentric instinct ? Even so it will be granted from 
the measure adopted by the unconscious that he must 
have been a first-class fighting man. Blindness has always 
been regarded as one of the direct calamities that could 
happen to youth, and you must remember that for some 
weeks he believed that his right eyesight was gone. 

Case 5 (Case-number 59).— Indeed, in another soldier there 
had been loss of vision since the South African War in the 
right eye after he had been struck on the right eyelid by a 
pebble. For this he was receiving a small pension up* to 
this war. Last May, following a shell explosion, the left eye 
began to fail. There was a considerable, degree of hyper¬ 
metropic astigmatism, which glasses failed to improve. 
After treatment he had as good vision, with the correcting 
glasses, as could be expected with the defect present, and 
which had, of course, no connexion with the injuries. He 
could read 6 18 in the right eye and 6 12 in the left. This 
will show how persistent these* functional amblyopias may 
be, and what the conscious of my Australian patient may be 
said to have bargained for. 

Fear and its Disposal. 

Fear and its disposal I propose to illustrate by the 
following case. 

Case 6 (Case-number 45).—The patient, a private in the 
Royal Engineers, aged 25, had gone through the Gallipoli 
campaign without a scratch and, as he says, with practically 
no fears, and was later frost-bitten in Salonica. He was sent 
to hospital on Dec. 18th. When he came under me on 
Feb. 7tn the finger of the right hand was well, but there was 
some loss of grip. He was then suffering from insomnia, 
terrifying dreams, and shaky hands. On Dec. 6th at 

K-, when holding horses on a flying bridge the animals 

started and he was thrown into the water ; he was picked 
out none the worse. The next day it happened that his 
horse was shot under him, but he escaped. A few days later 
the finger got frost-bitten, and he was sent to hospital where 
his hands began trembling, sleeplessness came on, and 
severe headaches. 

The patient is a thick-set, sturdy fellow, jovial and kindly, 
the son of an agricultural labourer. The thyroid was 
diffusely enlarged, but there were no ocular signs of Graves’s 
disease and no signs of disease in the central nervous 
system. The blood pressure was high and he showed 
lymphocytosis. There was a fine tremor of the hands, six 
to the second. The pulse was irregular and rapid, and there 
were not infrequent attacks of cardiac palpitation—almost 
anginal in character. The extremities were cold and blue 
(only one finger on one hand had been frost-bitten), he 


sweated violently in the palms, there was hyper-sensitive¬ 
ness to sound, occasional attacks of dizziness*, and a feeling 
of suffocation—making him gasp for breath. There was 
frequent desire to micturate. 

You will agree that this is the description of a severe 
state of fright, such as many may have experienced in the 
examination hall when the hands get a little tremulous and 
the palms sweaty, and sometimes these dreadful infernos 
are provided with extra latrine accommodation. The blood 
changes and the thyroid condition raise 6uch difficult and 
controversial questions that I do not burden this paper with 
the subject. I would just remind you that Weichardt' has 
shown that in the mental fatigue of school children the blood 
is toxic. He even prepared an antikenotoxin which he 
proposed to sprinkle over the schoolrooms. 

To return to the patient—his terrifying dream was always 
the same. “ I see a Frenchman digging a knife into a 
horse. He gets off his cart to do this. It is in Serbia.’ r 
Not only at night but during the day this comes up as 
a vision. It is an actual occurrence. He saw a French 
transport soldier, drunk, get off the wagon and plunge 
a knife into a mule to make it go. With some others 
he stopped the Frenchman and drove the wagon into 
quarters. (Note, the mule becomes a horse in the 
dream.) The patient’s feelings about horses were very 
intense. He had been used to horses since childhood ; 
his earliest recollections are of driving with his father or 
of being put up on the plough horse. As a boy he was 
engaged about the stables and then became a groom. He 
wept profusely when talking to me of the sufferings expe¬ 
rienced by the wounded mules in Gallipoli, and when I 
suggested that human beings suffered more he would not 
have it so. Animals could not talk. No animals should 
have been allowed there he said. He never had any trouble 
with horses, for he understood them exactly, and he was 
always given the difficult ones to manage. In short, he was 
as doting on horses as any dowager duchess over her Fido. 

We suspect all exaggerated sentiments—methinks the lady 
does protest too much. Investigation soon showed that the 
suspicion was justified. He identified himself with the 
horse. He was the horse of the dream ; it is he who ought 
not to have been in Gallipoli—it is too much for him and 
others. Consciously the soldier instinct in my patient would 
know no fear for himself. But as the Latin satirist says— 
Primus in orbe deos fecit timor. 6 

Fear is a primary, natural instinct, and, like murder, will out. 
So long as the patient was actively engaged lopking after the 
horses he could expend all his mental excitement in pity for 
them—i.e., himself. But condemned to inactivity by the 
frost-bitten finger this mental excitement (which even before 
had been abnormally expressed) finds no outlet, emotionally 
or actually. Could it reach consciousness the patient would 
have been able ts deal with it, as he subsequently did with 
our help. These frequent cases of tremors and the like 
are invariably due to fear thus bottled up—repressed from 
consciousness (not necessarily fear of shrapnel) and not 
being acknowledged or worked off become morbid fear (i.e., 
morbid because it is no longer objective). 

That the person should become a horse in the unconscious 
will not startle anyone who has dipped ever so little into 
the totems and taboos of the lower races. The kangaroo 
tribe, for instance, as Sir J. G. Frazer 7 shows, consists of 
kangaroos and kangaroo-men, who actually are kangaroos 
and delight to show their identity by identity of action. 
But, indeed, it is not necessary to travel to Australia. Who 
of us has not galloped as a horse, pawed the air, impatiently 
neighed, and chafed at the bit. And when some day our 
child comes galloping into the room, kicks over a chair, and 
seizes some food from the table with his teeth—we under¬ 
stand. We do not say, “Don’t Dickie,” but we pat the 
mettlesome steed on the head, feed him from the hand with 
lumps of sugar and bits of apple; we softly rub his nose. 

5 Weichardt: School Hygiene, voJ. i., p. 226; and vol. 11., p. 181. 

6 A mor Freud spells It. He and Petroni us Arbiter are both wrong. 
In the image of God created He man is correct psychology. 

7 “ In the Aleherlnga lived ancestors who in the native mind are 
so intimately associated with the animals or plants the names of which 
they bear that an Alcheringa man of, say, the kangaroo totem may 
sometimes be spoken of as a inan-kangaroo or as a kangaroo-man. The 
identity of the human individual is often sunk in that of the animal or 
plant from which he is supposed to have originated.” Spencer and 
Gillen (" Native Tribes of Central Australia,” quoted by J. G. Frazer, 

“ The Magic Art,” vol. i., p. 107): “There was n« sharp line of distinc¬ 
tion drawn either in theory or in practice between a man and hla 
totem.'' 
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We understand. The father is no longer everything that is 
wonderful in strength and power ; there are other great 
spirited creatures too. And perchance we silently pray : 
May all future adaptations be as gleefully and successfully 
accomplished, as happily understood by ourselves, and as 
little thwarted. 

A Case of Maladaptation. 

It is with a case of maladaptation that I will conclude. 
But first I would like to formulate what I hope has been 
established in four propositions : (1) That the psycho- 
neuroses among soldiers are capable of understanding in 
psychological terms ; (2) that the symptom is a symbolic 
(disguised) expression of an unconscious mental process ; 
(3) that the mental process may be the resultant of a conflict 
between two divergent impulses—the egocentric and the 
soldier's instinct; (4) that morbid fright is due to pent-up 
emotions—stored-up fears—that have not been acknowledged 
or actually worked off. 

I pass on to consider whether the matter is quite so simple 
as I have put it in my third proposition, where, following 
Freud, I have stated that the neurosis arises as the conflict 
between a repressed desire and an inhibition. Freud is the 
pioneer and master of us all in this sphere of psychology ; 
his genius has given us a key by which to unlock the human 
mind, but we are bound to go on with the exploring on our 
own account. We shall proceed to explore by the help of— 

Case 7 (Case-number 40). —The patient is a married man’ 
aged 29, a private of some months’ service, who after three 
months in France was sent to Salouica where he was 
invalided for severe and persistent backache, insomnia, and 
occasional enuresis. On Feb. 5th, 1916, he presented a wide¬ 
spread analgesia, with odd normal patches, and a zone of 
hvperiesthesia in the lumbar region. It is his mental con¬ 
dition, however, that I desire to bring into notice. Tnere 
were sleeplessness, general restlessness, inability to fix his 
attention on anything for more than a few minutes. In 
conversation with his mates he would, for instance, be sud¬ 
denly quite oblivious of what they had been talking about 
and felt uncertain whether he had spoken or not. He read 
for a few lines and would throw down the paper. In writing 
home he once told me that he had begun 20 letters, de¬ 
stroying each, and then finished a few lines. He was so 
"shy'' that he could only with difficulty walk along the 
hospital ground, feeling then that everybody was looking 
at him. He had found it impossible to number off in the 
ranks, and had he to address his commanding officer he 
would be quite speechless. He was morbidly anxious about 
his family; though he had no reason to suspect illness, he 
would carry a letter from his wife two or three days in his 
pocket before venturing to open it, lest there should be bad 
news. 

There were numerous obsessions or eccentricities. In 
walking he must mark each flagstone and touch each post. 
He had the impulse to count and to arrange things in 
patterns ; counting on his fingers or the panes of windows in 
the rooms and arranging them in sets of twos, threes, Ac. 
An obsession that came to light was an impossibility to go 
into a shop or restaurant alone. By dint ol great effort he 
could thrust himself into a hosier’s or a tailor’s shop alone 
after a careful survey to ascertain that no other customers 
were present. This peculiarity was the cause of numerous 
embarrassments. His wife, to whom he was ashamed to con¬ 
fide the trouble, would ask him to buy something when he 
was going out. He would assent, realising at the same time 
the impossibility of the task, and already inventing some 
lame excuse to be presented on his return. Often had he 
gone without a meal when motoring alone because he could 
not face going into a restaurant. 

At times a cloud seemed to come over him and he did not 
seem in the world at all, but was without, a spectator 
watching and but dimly interested in the movements of 
men and women, himself included. He was a well-educated 
man, a public school man, with a well-developed and a subtle 
intellect, well orientated in space and time. He realised 
quite as well as do you or I the absurdity of his obsession and 
as he said to me, “ I know I’m a damned fool and it's rot, but 
there it is, I cannot help myself.” 

In short, you will see we have a well-marked type of psych- 
asthenia, such as Janet has described so graphically in his 
work on obsessions. Time does not permit of a detailed 
examination of these phobias and obsessions, some of which, 
indeed, were never analysed out, but I want to deal with the 
general faulty direction of this patient. 

We learn much from his history :— 

We note that he had never done any work since he left 
school atl8 nntil he joined the Armyas a private. He had sub¬ 
stantial private means. He had been married three and a half 
years and had a son, and was devotedly (morbidly ?) attached 


to wife and child. His time had been engaged in travelling 
about the world, in various sports—he was an excellent shot 
and was selected for sniping in France, where his " bags ” 
brought him great credit. He was the son of a well-to-do 
shipbuilder, and from the earliest days was passionately- 
interested in ships and engineering. His school holidays 
were chiefly spent in his father’s or the adjoining yards, and 
he was always planning and later on designing new kinds of 
ships and engines never to boused. During his boyhood’s 
holidays he would accompany his father on business journeys 
and would sit in the customers' office whilst business trans¬ 
actions were carried on—always, in his own words, “gloating 
with joy at his father’s cleverness and talk.” 

He passed creditably through school, did quite well at 
games, and it was understood that he would enter his father’s 
business. On leaving school his father said: No need to 
hurry about business, take a couple of years and see the 
world. He then returned ready and anxious to enter busi¬ 
ness. But the father suddenly had a “ nervous breakdown," 
and the son was compelled to remain in the closest attend¬ 
ance upon his father for the next year. The sick man would 
have no one else near him, and would not listen to the youth’s 
approaching the business. The father better, the son felt 
the real need of a change and went away for six months; he 
returned, and again there was the talk of his entering the 
business. His father had a second attack, and again for a 
whole year the son was chained to his father. He then again 
took some months’ rest, and on his return the father had 
withdrawn from the business, and there was no longer talk 
of the son’s doing anything. Indeed, any approach on the 
subject seemed so to agitate hiB father that Ins son, fearing 
another attack, avoided the subject. 

This brief sketch will suffice to demonstrate the dominant 
part played by the father—the patient was assuredly the 
father's thing—no independent being. Let me quote an 
incident. My patient was at a seaport when he was about 
21 awaiting a ship to go abroad when a friend of the family 
met him and invited him to stop there. He could give no 
reply, was extremely embarrassed, and wired to his father 
to come and help him. The father travelled four hours' 
journey and my patient felt completely at ease when he was 
able to meet his father. 

Now it is easy to see the position. We learn that the 
boy passed through a normal schooling and that no sym¬ 
ptoms developed until the father’s breakdown, and that 
this breakdown was the frustration of the patient's all 
ambition—to build ships and engines, to invent new kinds. 
That was his special work in life. Love of father, mother, 
to be a husband, father, &c., these he shared with humanity 
in common—but shipbuilding, that was the individual 
thing which absorbed such energies as were not to be 
devoted to the common duties of life. His father stood to 
him for power and ships and engines—through the father he 
could climb to his own pinnacle. And then comes failure. 
The patient, inhibited from following his horme, regresses, 
turns back and seeks in his phantasies the consolations 
and the position which belong quite legitimately to child¬ 
hood, but do not fill up the adult outlook. 

I have spoken of the unconscious as something archaic 
and crude, but I now want to correct that by adding that 
the unconscious is also oreative and elaborative. A cross- 
section, so to say, of any mind at any given moment would 
reveal not only the past but the germs of the future—the 
potentialities to become realities with time. The psyche 
never is, but is always becoming—changing ; there is ever 
an onward thrust. It is to this dynamic psychic energy that 
Jung gives the term horme. My patient did not pursue his 
horme—he did not, if you will allow me the expression, give 
objective value to his soul through ships. Hence his 
suffering. You see he could marry and fulfil some common 
objectives of life. The difficulties were here enormous— 
granted, but life is relentless. Difficulties must be 
surmounted. And the patient is learning this. 

I will give you two of his latest dreams to illustrate his new 
adaptation. Dreams, says Freud, are the loyal road to the 
unconscious. Their analysis is the chief help the patient 
gets to an understanding of his hidden self. Of course, much 
fun has been poked at dream-analysis, which is likened to 
the dream interpretation of the ancients. With this it has 
as much resemblance as has modern urinary analysis to the 
water casting of the Middle Ages. Our predecessors recog¬ 
nised that dreams must have some message, but they had 
not discovered the clues to read it. 

If you have followed me in the account I have given of 
symbolic conversion in hysteria you will have no difficulty in 
understanding the principles of dream-analysis. We have 
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again here ideas represented by their physical counterparts ; 
the cine to the symbolised is obtained from the dreamer's 
“ free associations " to each picture. He dreamt— 

I was in a cargo boat in the’river; we were steering 
straight into the ferry and harbour. The pilot rang down 
full speed astern. I pushed him out of the way and rang 
down full speed ahead, two points to starboard. We went 
straight past ferry and harbour without accident. 

A few days later— 

In a motor-car: came to some rocks which sprang up in 
front of me. The machine broke down. I abandoned it and 
walked, clambering over the rocks. It was tough work. 
My object was a ship. I got to the ship ; took hold of the 
wrench and signalled to let go. 

We found by analysis that the pilot in the first dream and 
the motor in the seoond stood for the father. The meaning 
beoame clear. He must first sacrifice (knock down, abandon) 
the father-element in himself, then his horme (ship) will be 
directed ahead and in the right wav (starboard). There are 
difficulties (rocks) ahead, but he will climb over them. When 
the unconscious of our patient has reached this, when he 
learns that he must surrender that which is infantile and 
immature in himself that clinging to the father—that he 
must be master of himself, we have reached a new view¬ 
point. All his will power will be still required to make good 
the lesson, but he need no longer be the victim of unknown 
impulses. He is not cured—doubtless he will regress many 
a time before he hacks his way through life, but the way of 
understanding has been given to him. 

Psycho-analysis and Hypnosis. 

Bv psycho-analysis the patient must reach out to a realisa¬ 
tion of his weaknesses, hits limitations, hie vocation. Effort 
of will is demanded to make the synthesis which is disclosed 
as his. In suggestive therapy the will power is employed to 
overcome a difficulty or a symptom without any bitter self- 
realisation of the meaning of that symptom. 

Hypnotism has been most successfully applied in the 
treatment of our soldiers, because in most cases the neurosis 
has arisen under the strain of quite extraordinary conditions. 

I would remind you that onr Army is not composed of 
fighting men in the technical sense. .The men came from the 
mill, the mine, the farm, the countiag house, the country 
house ; every trade was represented and every class. Thus, 
the man brought up to a quite other avocation was suddenly, 
with scant training, called upon to make a new adap’ation. 
In the stress and strain of their normal life they would have 
probably been equal to any emergency. But for some 
—among the very best—the new condition called out to 
them to strain themselves to the utmost, and this was just a 
little too much. 

A word as to treatment. Major F. W. Mott in his 
Lcttsomian lectures says : I do not find hypnosis or psycho¬ 
analysis necessary or even desirable : only common sense and 
interest in the welfare and amusement of these neurotic 
patients are necessary for their recovery.” 0 This contrast 
between common sense on the one hand and hypnosis and 
psycho-analysis on the other betrays, I fear, a survival of 
the m< di(eval fear of witchcraft. It reminds me of one of 
my patients, a mute. 

Case S (Case-number 4).—This soldier was in a mine 
acoident eight years ago when his brother was killed and 
he lost his speech, which recovered spontaneously after 
18 mouths. Following a shell explosion in Gallipoli he was 
agrin stricken speechless and deal; lie came six weeks later 
under me and objected (in writing) to treatment, saying that 
he believed in Nature’s methods. God had taken his voice 
away before and had restored it. I replied (in writing), 
rather irreverently, that God had taken 18 months; I could 
do it in a few minutes. He afterwards relented,and speech 
and hearing were duly restored in the time promised. To 
iris expression ot thanks I replied, now more reverently, 
that I was merely the instrument of Providence. 

There is no such antithesis as Major Mott supposes. 
Whether the patient gets better by a dose of Major Mott’s 
common sense, or spontaneously recovers, or recovers by 
suggestion in the waking state or under hypnosis, the effect 
on the patient is just the same. The p itient has not 
learnt, lthough he may obtain intellectual apprehension, the 
significance of his illness. I employ the method that seems 
best adapted to bring about a speedy cure ; sometimes 
suggestion in the waking state, sometimes under hypnosis, 
with such other aids as we can obtain for our patients 

M Thu Lincp-T, Maivh Utii, 1916, p. 553. 


—including the invaluable assistance of the sis‘,ers and 
orderlies. 

I have explained why. in my opinion, hypnotism works so 
satisfactorily among soldiers, and on the same grounds it 
seems to me quite safe. We have a neurosis arising under 
exceptionable conditions, a neurosis not likely to recur when 
the patient returns to his normal life. Hypnosis i.s easily 
induced among soldiers Out of 78 cases, only 3 could not 
be hypnotised at the first attempt; of these 3, one was 
hynotised later, another practised auto-suggestion, and the. 
third was refractory. (Hypnosis, of course, does not spell 
cure.) Of another 27 patients, some were treated by rest in 
bed and others are cases of various psychoses ; only 5 patients 
were treated therapeutically by psycho-analysis. When a 
pre-war neurosis exists, such as the case I have briefly 
described, there is no substitute so far as 1 can see. Psycho¬ 
analysis was, of course, used for purposes of diagnosis or 
with a view to helpful suggestion in most cases; but, used 
in this way, the patient learns nothing, of course, about 
himself. He is simply got into a communicative mood about 
himself. You let klin gabble on, giving his dreams, &c., and 
pick out the golden threads foT your own purposes. 

Conclusion. 

If anything I have said should lead to a further under¬ 
standing of the British soldier I am well content. Napoleon 
used to say that the British are a nation of lions led by asses. 
The lion is still there, an 1 let me remind yon, lest, post 
helium , ye forget, that the lion is just our old friend the 
British working man. Eighteen months ago our first case 
alluded to, the hero of the 15 bayonet wounds was—a 
plumber ! 

I should like, in conclusion, to express my thanks to the 
consult*ng physicians of the island, Colonel Garrod and 
Colonel Purvee Stewart, especially to Colonel Stewart for 
the generous help he has always given me with his notes on 
the cases. Nearly every case was seen by Colonel Stewart, 
and the diagnosis made or confirmed by him prior to treat¬ 
ment. I need not add how great an advantage and relief 
this is to the psycho-therapist., My thanks are due also to 
many colleagues who have sent their cases to me far treat¬ 
ment and to my friends, Lieutenant Baton and Lieutenant 
Kean, for much real help. 


THE TREATMENT OF INFECTED 
SUPPURATING WAR WOUNDS. 

By RUTHERFORD MORIS ON, F.R.C.S., 

PROFESSOR OF SURGERY. nURHJVM UNIVERSITY; SENIOR SURGEON, 
XORTHCMUEttoAND WAR H iSPITAR. 


Wound infection has been the great surgical curse of this 
war. Until recently all the means I had seen tried at our 
War Hospital had failed to satisfy the most moderate 
surgical ambitions. Since I have now developed a simple 
method, necessitating but few dressings, by which many 
wounds can be sterilised at once, while in the remainder, so 
far as my present experience goes, the spread of infection 
can be checked and limited, I consider it a duty to submit 
results without further delay. 

The steps of treatment are : 1. Under an anresthetic. 
usually open ether, cover the wound with gauze wrung out of 
1 : 20 carbolic acid and clean the skin and the surrounding 
area with the same lotion. 2. Open the wound freely and, 
if possible, sufficiently to permit of inspection of its oavity. 
(Ip doing this special regard must be paid to nerve trunks 
and muscular branches of nerves, since the division of blood¬ 
vessels, excepting the largest, and of the muscles themselves 
does little harm as compared with that of the disability 
following ne ve damage.) Cleanse the cavity with dry sterile 
gauze, mops, Volkmann’s spoon, &c., and remove all foreign 
bodies. 3. Mop the surrounding skin and the wound cavity 
with methylated spirit. Cotton-wool mops conveying the 
spirit are used for tjiis purpose, and are introduced on 
forceps. 4. Fill up the whole wound with the paste 
described in the footnote below, 1 dress it with sterile 


1 The paste : Bismuth subnitrate. 1 oz. by weight; iodoform, 2 oz. by 
weight i paraffin lit,, q.s. to make a thick paste I suggest for this til.- 
name " Bipp.” A convenient means of applying it was suggested t. 
me bySIster MMdlet.m. of Ward 20. She gave me two bone eggspoon , 
1 one to lift the paste and the sec aid to piaster it in and on with. 
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gauze, and cover all with an absorbent pad, which is held in 
position by sticking-plaster and a bandage. This dressing 
requires no change for days or weeks if the patient is free 
from pain or constitutional disturbance. Should, however, 
discharge come through the stained part must be soaked in 
spirit and a gauze dressing, wrung out of the same, applied 
as a further covering. 

The advantages of this treatment have been most striking 
in cases of oompound fractures of the long bones. Previously 
such compound fracture patients suffered so severely that 
their treatment had proved an ordeal for all corcerned. 
Such cases now are associated with little more suffering and 
trouble than those of fracture without a wound at all. 
Lesser advantages are that during the period when frequent 
changes of dressing were necessary several nurses and 
orderlies were employed in my wards doing little else than 
dress wounds. I now in two hours and once a week dress 
nearly every wound myself. 

Redressing is very simply done. After removal of the old 
dressings the wound is covered with a dossil of wool soaked 
in spirit, and the sticky, dirty looking discharge is wiped 
off the surrounding skin until it is clean. This is done 
with dossils of cotton-wool soaked in spirit and applied by 
forceps.* The wound and a small area of the surrounding 
skin are then plastered with paste, which in its turn is 
covered by a gauze dressing under a pad and bandage. 

It is obvious that time and opportunity are needed to work 
out explanations and to suggest fmther applications of our 
scheme of treatment. Improvements in technique are also 
inevitable. Meanwhile our pathologist, Dr. Helen-Clark, is 
interested in her part of the work and is endeavouring 
to find a solution of the many questions which arise in 
connexion with it. I may state that we have both thought 
that the anaerobic conditions produced by the absence of 
drainage and by the presence of the paste may have some 
influence in regard to the clinical results achieved, but we 
recognise a possible danger in its application to wounds at 
the front. There is some evidence against the anaerobic 
view provided by two of the cases to be recorded, but my own 
expectation is that fresh wounds will be found to respond 
satisfactorily to treatment by the method described. For 
such fresh wounds—when infective gangrene is still to be 
remembered as a serious possibility—I suggest that, mean¬ 
time and experimentally, free drainage be employed after the 
cavity of the wound has been mechanically cleaned and 
plastered over with the paste. 

Iodoform poisoning. —Twenty-five years ago it became a 
fashion with some surgeons to fill wounds with iodoform 
powder and sew them up, and I had the opportunity of 
seeing several cases of poisoning, with some deaths. I 
reminded my resident surgeon, Dr. Evelyn Ritson, of the 
early symptoms produced ; these are hollowness of the eye- 
sockets, with a dark rim surrounding them, a dry red tongue, 
frequently an elevated temperature, and some muttering 
delirium. She drew my attention to one patient, a case of 
reamputation of the thigh, whose stump had been rubbed 
over and packed with the paste, who had occasional mild 
delirium commencing a week after the'operation. No other 
sign of iodoform poisoning was present, and he looked well. 
It transpired that he had not slept well since he was 
wounded, and had had little sleep for some nights. He was 
very well next day after a dose of morphia at night. This is 
the only case we have had suggesting that dangerous iodoform 
absorption might have occurred. Children, so far as I 
remember, have a peculiar susceptibility to it, and I happened 
to have under my care a child, 4 years old, with tuberculous 
peritonitis and double septic psoas abscesses of large s : ze. 
Her chance of recovery, unless something new could be 
done, appeared to be so remote that I filled both absaesses 
with the “Bipp.” More than 1 oz. of the mixture was 
used. This was done on May 22nd. From that time she 
has slowly improved, and there were never any signs of 
iodoform absorption, which I regard as a good test of its 
harmless character in the present combination. 

I have often been asked what happens to the paste, but 
that question requires further knowledge to answer com¬ 
pletely. Some of it we know is extruded, and this may 
occur late and after the wound is apparently healed. A 
small sinus forms, from which iodoform and a brownish 
discharge escape, but our present experience is that this 

9 So far as I can at present judge all infected discharge comes from 
the surface of the wound, in the neighbourhood of the skin. The 
paste in the depths is clean and should not be disturbed. 


quickly heals. In the great majority of cases the mass 
appears bo be slowly absorbed. 

Osteogenesis.— With X rays it is possible to watch the dis¬ 
appearance of the mass of •* Bipp ” and its replacement by 
new bone. The first case reported suggests that the paste 
may stimulate osteogenesis. The rapid union which has been 
noticed in some of the fractures supports it. I ara indebted 
to Dr. T. L. Banting, radiologist to the Northumberland War 
Hospital, for X ray reports and photogaph*. 

Catgut .—In several of the exhibited cases 3 it was noted 
that thick catgut sutures were used to close the wounds 
made for exposing the cavity. This was employed as a test 
of the efficacy of the methods used, as ca'gut sutures offer 
the most definite clinical evidence of any fault in wound 
treatment. A skin suture of catgut, chromicised or plain, 
should cause no redness nor irritation when properly applied 
(i.e., not tightly, but only tightly enough to bring about 
apposition) if the wound and skin have been made surgically 
clean. After uring them in several hundred cases I can 
make this statement with full confidence of its truth.- A 
mild infection causes a red circle on the skin round the 
suture, a worse infectioo makes the red area weep, and a 
gross infection leads to destruction of the tissues round the 
suture with pus formation, the suture being oast off as a 
slough. 

Pkogooytoti *.—Absorption of the catgut is the result of 
phagocytic activity, and if this is inhibited from any cause 
the period required for absorption is prolonged. Some of 
the cases show that healing of the wounds sutured 
by catgut occurred by “ first intention ” and that the 
sutures were absorbed. This is the best proof we can at 
present offer that the wounds were surgically e’ean. 

Results. —In more than 40 cases treated by the m^'hod 
described we have found no need to change a dressing 
sooner than intended. There has been, except in head 
wounds, no spread of septic infection, no cellulitis nor 
abscess formation, and no aggravation of constitutional dis¬ 
turbance after the operation. Relief of pain and fall of 
pulse and temperature when they were abnormal has been the 
invariable rule. The application of these methods is, of 
course, not limited to war surgery, and l have used them 
with equal success in the ordinary septic infections of civil 
work ; but in making such revolutionary claims I prefer to 
offer notes of verified results, 

On June 22nd, 1916. I gave a demonstration in the 
Northumberland War Hospital, during which distinguished 
surgeons were present, and showed, amongst others, the 
following cases :— 

Cask 1.—Gunner aged 39; wounded on Sept. 20th, 1915, by 
shell. On admission to Northumberland War Hospital on 
Oct. 12th in addition to many other wounds he had one over 
the tip of the right os calcis and another over the anterior 
part of the heel. Oct. 17th: A piece of shell came out 
of the heel ^underneath). X ray showed fracture of postero- 
inferior angle of os calcis; several loose fragments. Nov.15th: 
Heel still discharging a good deal. Nov. 17th : Foot swollen 
and inflamed; good deal of discharge; dressed with boric 
fomentations. Second X ray: “There does not seem to be 
any change from view shown on previous plate taken a 
month ago." 

Nov. 26th: Operation by Dr. Stanley Robson, under Pro 
fessor Morison’s supervision; tourniquet used. Incision 
made in middle line of heel, from scar of entrance to sinus 
of exit of the piece of shell. Soft parts reflected from 
os calcis for a short distance. Cavity in os calcis cleansed 
of bone debris and a considerable quantity of granulation 
tissue. Cavity mopped with pure carbolic acid,' followed 
by spirit; then packed with “Bipp,” and the edges of the 
wound brought together by a single catgut suture in the 
centre. 

9 Dec. 1st; Dark-stained serum through dressing. Some of 
the iodoform packing on dressing. X ray showed a mass of 
opaque material, probably iodoform. Jan. 1st: Some paste 
extruded; wound looking clean. Jan. 6th: X ray. “Cavity, 
as shown by iodoform shadows, is distinctly smaller.” 
Jan. 30th: X’rav. “Iodoform shadow very much smaller, 
and almost entirely outside bone.” March 2nd: Patient 
sent convalescent; wound still extruding a spirII quantity of 
paste through tiny openings. April 12th : Patient returned 
from convalescent home complaining of pain in treated heel, 
which had healed a few days after he left hospital. X ray 
showed exostosis on under surface of os calcis. 


3 Many of the oases have been excluded lor lack of spaeo 
* In many the discharge has pyogenic organisms iu it, to thil I 
prefer the term surgically clean. 

5 This has since been given uy. 
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May 2nd: Operation; longitudinal incision made on 
undersurface of heel down to hone; exostosis exposed and 
chiselled off; wound sutured with catgut. Dressing: Spirit 
auze. May 11th : Dressing removed; wound healed by 
rst intention; quite dry. 

Remirks. —The excised exostosis as seen in the X ray 
plate had the appearance of new bone formation following 
the extruded paste, and suggests stimulation of the bone¬ 
forming capacity. 

Case 8.—A private aged 35. Wounded by shell in the 
right arm about three weeks or a month (he cannot tell the 
date) before admission. He had loss of sensation and move¬ 
ment in his hand. A piece of shell was removed from 
his arm in France. On admission to the Northumberland 
War Hospital, March 9th, 1916, on posterior and internal 
surface of the middle of the right upper arm was a large, 
granulating, septic wound; his humerus was fractured. 
March 11th : X ray : " Fracture of humerus 1$ inches above 
elbow; no anteroposterior displacement." March 12th: 
Evening temperature, 1014° F. March 15th: Bacteriological 
report: Streptococci and staphylococci; 25 organisms present 
in one field, in film made from pus. Culture showed copious 
growth of staphylococci and lesser growth of streptococci. 

March 21st: Operation ; wound cleaned up, explored with 
finger and slightly enlarged posteriorly. Arm put up in 
flexion and retained there by bandages. Tube and gauze 
drain put into the depths of the wound. To be syringed 
two-hourly with eusol. After the operation his temperature 
rose to 101°, and thereafter oscillated between normal or 
subnormal and 102-6° (on March 25th) until April 21st. 
March 27th : Abscess formed on back on hand; opened. 
April 1st: Wound looking cleaner, but very painful, 
especially on being dressed. April 3rd : An abscess burst 
on right'wrist in front; discharged pus freely. April 6th : 
Arm very swollen ; patient complained ofagreatdeal of pain. 

April llth : Operation (a month after admission). Wound 
above elbow explored and several pieces of loose bone 
removed. No union of fracture at all. Wound opened up 
and triceps nearly divided across to allow of free drainage. 
Packed with eusol gauze. Wrist wound extensively opened 
up across anterior fold of wrist. Grating felt in wrist-joint. 
Incision on back of hand enlarged. Condition of arm and 
hand appeared so bad that an amputation would have been 
done had permission been obtained. Wrist and hand wounds 
filled with eusol gauze. Put up on metal splint with elbow 
at a right angle. 

April 15th ; Patient had been running a temperature each 
evening. Wounds dressed ; very septic, much pus. Still no 
attempt at uuion of fracture; very painful. April 19th: 
Dressing taken down under an amnsthetic. Two further 
incisions made on back of hand where abscesses had formed. 
All wounds cleaned, swabbed out with methylated spirit, and 
filled with “ Bipp.” Arm put up again on splint. April 28th : 
Temperature came down two days after “ Bipp ’’ and did not 
rise above normal again, being ou most days slightly sub¬ 
normal. Wounds dressed; very little pus; scarcely any pain; 
(odema of hand largely gone. May 2nd : Dressing taken 
down under an aniesthetic. Elbow wound granulating and 
healthy looking. Ends of bone felt to be covered with firm 
granulations; no union of fracture. Wrist and hand wounds 
quite clean ; no grating in wrist-joint. All wounds washed 
with spirit and filled with “ Bipp.” Arm put up in plaster- 
of-Paris with elbow-joint fixed at a little less than a right 
angle; fingers left out. 

May 29th (27 days after dressing in plaster of-Paris): 
Dressings removed. The wound in the thumb fold was 
quite dry. On the dressing covering the wrist was a slimy 
purulent-looking fluid, but no inflammatory reaction in the 
wound, which was small, of L-shape, and covered with 
healthy granulations. The wound on the back of the hand 
was covered with dry paste. It was about the size of a broad 
bean, and on removing the adherent paste was covered with 
healthy granulations. All these wounds w-ere re-pasted. 
Elbow: There was a lot of dark, greasy, purulent-looking 
discharge on the dressing. The large gap above the elbow 
had contracted into a narrow sulcus with granulations at the 
bottom of it. On the outer aspect of the elbow the granula 
tions were about the size of a shilling, and had a cocks¬ 
comb-like appearance. They bled readily. On the inner 
side and posteriorly the wound was all healed, leaving a 
deep sulcus between the lower part of the upper arm and 
the forearm. There was firm union of the fractured 
humerus. Wounds re-pasted. Bacteriological report: From 
elbow, sterile; from hand, sterile. June 22nd (between three 
and four weeks later): Wounds dry and healed, except for a 
small superficial area of granulations on the flexor aspect of 
the wrist. Now healed. 

Remarks.—I have never before seen an arm so badly 
infected get better, and those of my colleagues who saw it 
with me entertained no hope of recovery. The relief experi¬ 
enced from infrequent dressing was not limited to the patient 
himself, for he disturbed all the inmates of the ward by his 


cries during each dressing, however carefully done. The 
contrast between his temperatures before and after the use of 

Bipp " is striking. Bone cases occasioned us great trouble 
before this method was adopted. After any operation upon 
them infection was apt to flare up, more necrosis followed, 
further operations had to be undertaken, and even if healing 
occurred they were likely to return from time to time with 
fresh abscesses and more sequestra. 

Case 9.—Private aged 28; wounded on March 10th, 1916, 
by a shell. He did not lose much blood at the time. A piece 
of shell, 1 inch by 1 inch, was taken out of the wound in 
his thigh at the dressing station on the day he was wounded. 

He was sent down to hospital at L- and was operated 

upon again—his hand and his thigh. A tube was put into his 
thigh. Secondary- haemorrhage from left thigh on boat, 
2 a.m., March 23rd. Admitted to Northumberland War Hos¬ 
pital, March 23rd, 1916. Temperature, 98° F. on admission, 
fluctuated between subnormal and 102-2° until March 30th, 
the daily range then becoming smaller until April 13th. 
Thereafter it was rarely above normal, being mostly slightlv 
subnormal. On admission on dorsum of left hand between 
bases of ring and middle fingers was a granulating, septic 
wound, the size of a thrush’s egg. Patient could not move 
ring or little fingers, but there was no loss of sensation. 

April 21st: Granulations on hand wound very excessive, 
although caustic had beeu used. Abscess had formed in 
palm and was opened over inner border of palm; about J oz. 
of pus evacuated. X ray: Left hand ; -'Fourth metacarpo¬ 
phalangeal joint smashed. Very large foreign body between 
fourth and fifth metacarpals aud on joint of them. A few 
tiny foreign bodies also." May 12th : Operation (left hand). 
Dr. Evelyn Ritson. Under an anaesthetic it was quite easy 
to palpate a large foreign body in palm of left hand, anterior 
to metacarpal bone of ring finger. A longitudinal incision 
was made over this aud three pieces of shell were 
removed. It was found that a probe passed into the 
original wound entered the cavity from which the 
shell was taken. The wound was curetted and the sinus 
thoroughly cleansed with spirit. Both wounds were packed 
with "Bipp'’ and the incision in the palm was sutured. 
The incision on the inner border of the palm which was 
made to open the abscess was not toaohed, as it appeared to 
be trivial. 

May 20th (8 days lateri: Dressed. The lower half of the 
incision on the palm had healed by first intention. No 
redness from sutures. Some iodoform was oozing from the 
upper part of the incision. The original wound on dorsum 
was clean and healthy. The incision wound on the inner 
border, which was ’ not pasted, had discharged about 
1 drachm of pus, and was still discharging. Redressed 
with "Bipp.’ Bacteriological report; Staphylococci; one 
or two colonies on agar. May 29th (9 days later): Hand 
dressed. Dressings had a slimy purulent-looking discharge 
on them. Hand itself free from any irritation. Palmar 
wound had opened up to a certain extent and was covered 
with healthy cockscomb-like granulations. .Tune 5th (a week 
later): Dressed. On palmar surface of hand cockscomb-like 
granulations. Same on dorsal surface, with crust round it. 
Bacteriological report: Staphylococci, Gram-positive bacilli. 
June 12th la week later): Dressed. Three bits of bone came 
out of palmar wound from cockscomb-like granulations. 
Very little discharge. Upper wound about the size of a 
split pea, covered with dry paste, which hid a small granu¬ 
lating area. June 22nd': Dressed. Wounds granulating 
healthily; small amount of discharge. A spicule of loose 
bone was found iu the centre of the palmar granulating area 
later. Still small pieces of bone escaping ; not healed. 

Remarks. —This patient had had secondary haemorrhage 
from hi9 thigh on three occasions and his life was un¬ 
doubtedly saved by the skill and perseverance of Major C. 
D’Oyly Grange, who tied at intervals his common femoral, 
external iliac, superficial and deep femoral vessels. The 
special interest of his hand wounds is that the small incision 
for abscess which was not treated with “ Bipp ” suppurated 
freely and the treated wounds scarcely at all 

Case 10.—Driver aged 20; injured on May 30th. Patient 
was riding on horseback when a passing piotor skidded and 
ran into him, squeezing his leg (left) between the saddle and 
the motor and fracturing it. He stated that his leg was also 
cut by the saddle and the bone protruded. On admission to 
Northumberland War Hospital, June 4th, 1916: Left leg was 
on back 9plint with foot-piece. Two inches above internal 
malleolus was a large, oval, very septic, sloughy wound, 

4 by 3 inches, vertical in its long direction, with 
muscles exposed : also bare bone for 3 inches about centre 
of wound, 1 to 4 inch across. Foot everted: leg painful. 
X ray showed fracture of tibia and fibula just above ankle. 

June 6th, 1916: Operation. Wound covered by mops 
wrung out of 1 : 20 carbolic. Skin cleaned up with the 
same; then wound cleaned with sterile gauze, followed by 
methylated spirit. Ends of bone curetted; no sequestra 
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found. Ends of bon© placed in good apposition. Wound 
filled with “Bipp,” and this was also rubbed on ends of 
bone. Thick catgut sutures in skin, but skin not approxi¬ 
mated, because this could not be done on account of 
inflammatory swelling. Sutures purposely very tight. 
Dressing: Spirit gauze; back-splint applied. June &th: 

Had slight 
evening tem¬ 
perature for 
two nights 
(101° F.); no 
pain. June 7: 
X ray. Paste 
filled cavity. 
Fracture of 
fibula not 
touched by 
paste. 

June 22nd: 
Wound dressed 
first time to¬ 
day at demon¬ 
stration— i.e., 
16 days after 
operation. 
The leg was 
quite easy and 
the patient 
looked well. 
There was 
not, and never 
had been, any 
discharge 
through the 
dressing. On 
opening the 
dressing the 
wound and the 
surround in g 
skin were 
found to be 
covered with 
a slimy muco¬ 
purulent-look¬ 
ing discharge. 
The thick, 
tight, catgut 
sutures had 
cut through, 
and remains 
of them were 
found in the 
discharge. 
Bare bone was 
exposed at the 
centre of the 
wound. There 

was no swelling, redness, heat, nor pain, and the wound was 
covered with healthy granulations. lie-pasted. Next day the 
leg was put into a pfaster-of-Paris bandage and has been left 
there, as the patient is well and comfortable. 

Remarks .—The X ray photograph in this case, because 
the fractured fibula shows no “ Bipp,” and clinical evidence 
in others suggest that the zone of action of “ Bipp ” extends 
for a considerable distance beyond the site of its implan¬ 
tation. 



Hadiogram of a recent fracture of tibia. (Case 10.) 
Wound filled with “ Bipp.” Note that none of it 
had reached the flbular fracture. 


Case 11.—Corporal aged 21. Note from France : “ Gun¬ 
shot wound (severe) left arm. Fractured humerus (severe). 
Wounded May 20th by machine gun bullet. Pieces of bone 

removed at H-and E-. Stinking pus from wound. No 

damage to musculo-spiral nerve.” Transferred to Professor 
Morison (Ward 3-5) June 6th, 1916. On admission : 2 inches 
above leftelbow-joint posteriorly wasagranulatingwoundover 
middle of triceps with pus coming from the depths through 
it. Two silkworm gut sutures which had cut the skin were 
still in position in the deep parts. On back of arm wound 
measured 4 by 2 inches. On outer side of arm was a granu¬ 
lating wound which communicated with the other ; size of a 
.florin. Fracture of lower end of humerus, not extending 
into elbow-joint. 

June 6th : Operation. Wounds covered by wool soaked in 
1 : 20 carbolic ; skin all round cleansed by same. Silkworm 
sutures removed. Inner and outer wounds explored with 
finder. Ends of fractured bone felt, also several loose pieces 
which were removed. Wounds opened up by cutting through 
supinator loDgus and outer part of triceps, arid cavity cleaned 
and dried—first with sterile gauze, then spirit gauze, and 
finally packed with “ Bipp.” Wounds sutured with inter¬ 
rupted thick chromicised catgut through muscles and skin. 
Dressed with spirit gauze. Two short Gooch splints for 
upper arm and angular splint of aluminium applied to 
antero-internal surface. Temperature rose to 101*4° F. on 
the 7th, but did not exceed 99*6° after this (8th and 10th). 


June 22nd: First dressing at demonstration—16 days after 
operation. The patient had not complained of any pair* 
after the first night. Discharge had appeared through the 
dressings which were pickled with spirit and undisturbed.. 
There was a quantity of dirty-looking, slimy discharge in the^ 
dressing and over the wound and skin. There was no sign* 
of inflammation and the greater part of the incision wound 
had healed. The catgut sutures were still present and hadi 
caused no irritation. Removal of the dressing and splints 
caused no pain. The arm could be lifted by the elbow 
without causing pain, and careful testing showed that there 
was already union of the fracture. June 30th : The patient 
has been so well and comfortable that the dressing has not. 
been touched. It is now almost healed. 

Remarks. —After these experiences with fracture it seems- 
justifiable to expect that compound fractures may be so 
treated as to cause as little trouble as simple ones do. The 
only reason for moving the dressings in these cases was to 
see how the wounds looked. Men at the front dealt with in 
this way need never be dressed during their transport or till 
they reach the position which would give them the best 
chances of further treatment. 

Case 12.—Sergeant aged 27; wounded on May 24th by 
hand grenade in both arms. Operated upon in France on* 
May 25th, and wounds cleaned up. Admitted to Northumber¬ 
land War Hospital June 2nd, 1916. On admission: Right- 
arm : Over radial side of right wrist was a small granulating 
not very septic wound. Left arm : On flexor surface of fore¬ 
arm, wrist, and part of hand, more to ulnar side than radial, 
was a longitudinal irregular wound, granulating and septic,. 
3^ by 12 inches, with sloughy muscle exposed at bottom of 
it. In upper part of forearm, flexor aspect, and external,, 
extending from the elbow-joint downwards, was a longitudinal 
irregular wound, 3 by 1* inches, granulating and septic. 

June 3rd: Skin and wounds cleaned. Dressed with 
“Bipp ' spread on spirit gauze as butter is on bread. Bac¬ 
teriological report: Staphylococci and streptococci breves. 
Temperature 99° F. on June 2nd, was normal on the 4th, 
and aid not rise again. June 3rd: X ray: Left arm : No* 
fracture seen; many foreign bodies. Right arm: Small 
foreign body in front of bones. June 22nd : Wounds dressed 
for first time. Dressings left undisturbed for 20 days. No¬ 
discharge through ; no pain. Wounds and surrounding skio 
covered by slimy discharge. No sign of inflammation, 
present; wounds clean ; healthy granulations. Edges covered 
by a rim of actively growing epithelium. Now healed. 

Remarks. —This case was exhibited to show the effect of 
treatment on superficial as compared with deep wounds, and 
it does not offer strong support to a belief in anaerobic 
agencies. It also shows that active healing processes occur 
in portions of the wound in contact with the antiseptic 
employed. 

Case 13.—Sapper aged 36; wounded on April 19th, 1916 r 
by shrapnel. Note from France: “Gunshot wound right 
knee; fracture internal condyle femur; tear in popliteal 
artery; knee-joint perforating. X ray: Comminution 
internal condyle ; two pieces of metal in knee. April 24th ; 
Amputation; flaps—closure attempted—gave way.” On 
admission to Northumberland War Hospital June 2nd, 1916 : 
Right thigh had been amputated through its middle by 
anterior and posterior flaps. Between the two flaps was a 
large oval, granulating surface, size of an orange, protruding 
beneath which could be felt the end of bone. Bacteriological 
report: Staphylococci and streptococci breves. 

June 6th: Operation. Two abscesses had formed on 
anterior aspect of stump, about 3 and 4 inches above 
end. These were opened, curetted, cleaned, and filled with 
“Bipp.” Flaps dissected up, and about 2§ inches of bone 
removed. Vessels clamped with Lane’s forceps and not 
tied. Medulla scooped out and packed with paste. Flaps 
packed with two strips of spirit gauze, spread on both sides 
with “ Bipp,” one end of each strip protruding from either- 
end of the wound. After being smeared with paste, flaps 
brought together with three strong sutures of catgut and 
skin approximated with further catgut sutures. Dressed 
with spirit gauze. June 7th (next day): Little blood-staining 
through dressing. Patient very comfortable. Less pain in 
stump than before operation. Temperature above normal 
only on 7th (99*4° F.) and 8th (992°). June 9th : Dressed, as 
dressing had slipped loose. Wound looked quite clean, no¬ 
inflammation. June 15th (6 days later): Patient had not 
been sleeping well. Was slightly delirious, but looked all 
right. Gauze packing removed from stump. June 17th : 
Dressed; stump looking well; re-pasted. June 22nd : Small 
amount of discharge on dressing. Thick catgut sutures- 
still holding and causing no irritation. Wound almost 
healed. Now healed. 

Remarks. —I probably made a mistake in putting gauze- 
between the flaps. They prevented the wound from closing 
and apparently did no good. But our experience of 
G 2 
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re-amputation has warned us to expect so frequently a bad 
septic “flare up” and breakine down of the wound that I 
was afraid to close this without providing for free drainage. 
His temperature chart after the operation suggests that these 
fears were groundless. 

Case 15.—Private aged 26. Note from France: “Frac¬ 
tured skull, left parietal, gunshot wound. Decompressed 
at C.C.8. Had choked disc on admission, double. Partially 
blind now. Developed meningitis; cell count 190,000; fluid 
not under pressure ; cleared up in five days.” On admission 
to Northumberland War Hospital, May 1st, 1916: Patient 
was dazed and could not remember anything ; slightly deaf 
in left ear; aphasic. There was a septic, pulsating, freely 
suppurating hernia cerebri, the size of a hen’s egg, imme¬ 
diately above the left ear. Dressed twice daily till May 6th. 
The "temperature throughout was slightly subnormal 
(highest 98'6°F., lowest 97'4 ). May 2nd: Condition much 
the same; complained of headache. May 5th : Hernia 
cerebri looking more swollen; patient comfortable; tem¬ 
perature normal. May 6th: Hernia dressed with “Bipp” 
spread on boric lint. May 13th (7 days later): Hernia dressed 
for first time. Decreased in size by two-thirda, and patient 
much brighter. Hernia much cleaner. May 15th : Little 
discharge from wound. Packed with spirit wool and not 
redressed. May 16th: Memory better; patient still a little 
aphasic; is deaf still in left ear! 

May 20th: Hernia dressed again; almost flat. A little 

f iurufent slimy fluid on skin round dressing, and also a very 
ittle lying in one sulcus. Bacteriological report: Staphylo¬ 
cocci and streptococci; fair amount of growth on agar. May 
26th (6 days later): Dressed. There was a layer of purulent- 
looking fluid covering the centre and lower part of the 
granulating area which was the cerebral hernia. The 
pulsating granulations forming the cerebral hernia were 
now rather below the level of the scalp wound. There was 
no discharge through the dressing. June 2nd (a week later): 
Dressed. Wound rapidly contracting—size of a shilling and 
granulations were level with surface of scalp. Looked 
healthy, but there was a small quantity of pus in centre of 
granulating area. Bacteriological report: Staphylococci 
and streptococci breves. Only two colonies on agar. 
June 12th (10 days later): One small place in middle of 
scar not quite healed over; wound dry; paste still in. 
June 22nd : Dressed. Wound covered with dry paste. Wiien 
this was wiped off with spirit there appeared to be a pin¬ 
head area of granulations under it. Now healed. 

llemrrks .—I have never seen a hernia cerebri heal as this 
did. Under whatever form of treatment they have always 
discharged for a long time and have generally caused serious 
trouble. It is possibly additional evidence against the 
anaerobic effect of “Bipp.” 

Conclusions. —1. The treatment of septic wounds in the 
manner described makes possible healing by “first inten¬ 
tion ” under infrequent dressings and without drainage 
further than that allowed for through gaps left by inter¬ 
rupted sutures. 2. Acute abscesses opened, cleaned, filled 
with “ Bipp,” and closed by interrupted sutures can heal by 
“first intention” without further pus formation. I have 
proved this. 3. It appears to be safe to plate compound 
fractures by adopting the method described. This has been 
done by my colleagues, Dr. Samuel Whyllis and Major D’Oyly 
Grange. 4. As up to the present time no bad results have 
been observed to follow this method it should have a fair 
trial in the Navy and the Army without delay. 

I am indebted to Colonel Adams for leave to publish these 
case notes. 

Newcastle-upon-Tyne. 


The late Dr. H. B. Fleming.—T he death took 
place on August 5th, at his residence, Campsie House, 
Omagh, after an illness of some months, of Dr. H. B. 
Fleming, one of the most prominent and successful medical 
practitioners in co. Tyrone. Dr. Fleming, who was the son 
of an Omagh medical man, studied in Dublin and graduated 
M.B. of Trinity College in 1876. He was also a Licentiate 
of the Royal College of Surgeons in Ireland. Beginning 
practice in Omagh, he was for 39 years medical officer 
of the Oraagh board of guardians, having succeeded his 
father in the medical officership of the dispensary, but he 
gave up that appointment when elected medical attendant 
of the union workhouse and hospitals. Dr. Fleming was 
married, and three of his sons, all connected with the 
medical profession, are serving with the colours. At a 
meeting of the Omagh board of guardians held on 
August 5th a vote of sympathy with Mrs. Fleming and her 
family was passed. Dr. Fleming, who had a large practice, 
was greatly respected by a very large clientele. 


AN ANOMALY IN THE WIDAL REACTION. 

By A. F. S. SLADDEN, M.D. Oxon., 

TEMPORARY CAPTAIN, R.A.M.C. ; nACTERIOLOOIST AT A STATIONARY 
HOSPITAL. 


In the course of a large number of routine examinations 
of the Widal reaction in the bloods of patients suspected of 
enteric group infections, the standard method of Dreyer 
being employed, attention was repeatedly attracted by the 
occurrence of “zone phenomena i.e., the occurrence of 
agglutination in higher dilutions of a serum, while the lower 
ranges of dilution failed to agglutinate the bacillus. This 
zone phenomenon has been described before now, but, so far 
as can be gathered from text-books, it has not yet received 
any satisfactory explanation. Having no reference library 
available in present circumstances, it has not been possible 
to look up past observations on the subject, so that the 
following notes, though original to the writer, may well be 
repetitions of previous work. However, even if redundant 
they may be worth recording, especially as they have some 
practical importance in respect of the diagnosing of para¬ 
typhoid A infections, and perhaps also in other directions. 

The zone phenomenon occasionally appears in Widal tests 
done by the microscopic method, but it shows itself in 
a much more striking manner when the macroscopic method 
of Dreyer is used. In this method killed cultures of the 
three members of the typhoid group, B. typhosus, para¬ 
typhoid A, and paratyphoid B, in formalinised broth are used, 
the organism having been previously repeatedly subcultured 
in a special broth medium until it has reached a maximal degree 
of agglutinability. In Dreyer’s technique a constant volume 
of emulsion is used in each tube and the dilution of serum 
is so arranged that in each tube the final volume of fluid 
is the same. The diluting fluid used for adjusting the 
volume is normal saline solution. The test is carried out 
at a temperature of 50-55° C. in a water bath for a period of 
two hours, and in this time it is found as a rule that the 
limit of agglutination is reached. Thus the factors of time 
and temperature are standard and practically optimal, the 
bacillus used is at its highest attainable degree of agglutina¬ 
bility and therefore also optimal; the fact that the culture 
is killed and retains its properties unaltered for about three 
months also standardises results, while the constant volume 
of fluid (containing sodium chloride as normal saline) renders 
all results obtained comparable with each other and with 
past observations. 

The occurrence of negative zones when other types of 
bacillary emulsion are used is well known. Ledingham and 
Penfold 1 give two such instances with sera tested against 
emulsions of living paratyphoid B organism suspended in 
half normal saline. In my experience also the zone effect 
was obtained when testing the serum of a patient against 
paratyphoid A isolated from the blood of the same case and 
growing in broth. This patient's serum was tested on three 
occasions against standard paratyphoid A emulsion, but with 
results entirely negative. 


Table I. 


Serum. 
(Patient T.) 

Bacillus. 
(Patient’s own.) 

Dilutions of serum. 

1 : 3 

1:6 

! 1 : 12 1 

1:26 

1:50 

1:125 

10th day 

16th day 

22nd day 

Para. A 
Standard 
p&ra. A 

_ 

_ 

1 III 

111 + 

4- + 

+ 


Explanation of signs in tables: ... = Not tested: — = no aggluti¬ 
nation; + = delinite agglutination; - - = well-marked ftocculi; 
-f+ + = sedimentation of lloccull. 


t his may have been due to an extensive inhibition zone 
associated with the nature of the standard bacillary emul¬ 
sion or to other causes unknown. The possibility that by 
their mode of preparation the standard emulsions are 
especially susceptible to zone effect cannot be overlooked, 
although the phenomenon is primarily a property of the 
serum. 

Following Dreyer's technique a negative zone was noticed 
in many instances, no fewer than 35 such zones being found 

1 Brit. Med. Jour., Nov. 13th, 1915. 
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in examining sera from 116 different patients. As in many 
instances the tests were started at fairly high dilutions 
(1 : 25, 1 : 50 for B. typhosus), it is probable that many 
more zones could have been detected had lower dilutions 
been tested, notably in the case of B. typhosus, for the 
sera being without exception those of inoculated patients 
economy of time and material indicated starting tests at 
1 : 50 or 1 : 125 dilution, whereas the negative zone does 
not often extend so far upwards. Even so, negative zones 
observed were distributed thus on the average :— 


Table II. 

Bacillus. 

No. of zones. 

Average extent. 

B. typhosus ... . 

9 

To 1 : 50 serum dilution. 

Para. A . 

. 8 

To 1 : 12 „ 

Para. B . 

• ' 18 

To 1 : 80 „ 


It was, moreover, not uncommon for the range to be even 
wider—for example, B. typhosus to 1 : 125, paratyphoid A to 
1 : 25, and paratyphoid B to 1 :125 serum dilution ; at which 
dilutions agglutination became apparent. It did not often 
happen that all three bacilli were tested out in very low 
dilutions, but in instances where agglutination occurred 
with all three and a zone effect was seen in one variety 
further observations showed that a zone phenomenon was 
present for all three, and the extent of the zones also varied 
in about the same proportions as given above in the average 
figures. In other words, the zone of inhibition is not so 
specific to each variety of bacillus of the group as is the 
property of agluti nation ; it is probably a group reaction 
exerted upon all members of the typhoid group, though 
with varying intensity. 

The presence of a negative zone with all three varieties of 
the typhoid group is shown in the following table of tests 
made with the serum of a patient (A.S.) diagnosed sero¬ 
logically as having paratyphoid B with possibly para¬ 
typhoid A superadded, the tests being made with serum 
taken on twenty-seventh day of illness. 


Table ill. 


Serum dilutions ... 1:4 

i, 6 | 

1 : 12 1 : 25 

1 : 125 

End-point. 

B. typhosus emulsion 1 ... 1 


+ 

1 + + + 

| + + + 

1 : 2,500 

Para. A emulsion ... — 

+ 

+ + 

i +++ 

i ++ ! 

1 : 2,500 

Para. B emulsion ... 1 ... 


- 1 + 

+++ 

1 : 25,000 


From the greater prevalence of paratyphoid B infections, 
combined with the much more decided manner in which 
this bacillus agglutinates as compared with paratyphoid A, 
a greater number of negative zones with paratyphoid B 


Table TV .—Serum of Sergeant .1 with Mixed Infection of 
Paratyphoid A and Paratyphoid II, Collected on the Thirty- 
Jim Day of Illness {Jan. 5th, 1916). 


Date. 

Emulsion. 

Dilutions. 



1:12 

1:25 

1: 50 | 

1 125 

1 :1250 

1 :5000 

6-1-16 

Para. B 

— 

... 

ra 


+ + 

i M 

7-1-16 

Para. B 

+ + 

+ + 

H 

| + + + 

+ 4- 

1 


Table V. 


*j 

9 

Day of 
disease 
when 

Emulsioni 

£ 

serum 

collected 

1 

A.S. -J 

9th 

Para. A 

19th 

Para. A ( 

r 

10 th 

Para. B 

16th 

About 

Para. B 

r.{ 

14 th 

1 Typhosus , 

\\ 

19th 

Typhosus 

1 


Dilutions. 


End- 


1:12 

1:25 

1:50 

1:80 

1 : 125,1 :250 


4- 

— 

— 



1 : 12 

4-4- 

4-4- 

4-4- 

+ 


1 : 80 

— 

— 

— 

... 

4- + -f 

1:2500 

i — 

— 

— 


— i 4-4- 

1 :2500 

_ 

4-4- 

_ 



1 :40 



;+ + 


+ + 4-I + + + 

1:2500 


show that the zone effect tends to diminish when the serum 
is kept in vitro for two or three days ; an example of this, 
taken from six such observations, is given in Table IV. 
On the other hand, the extent of the negative zone does not 
diminish but rather tends to increase with the progress of 
the illness. This is shown in Table V. 

Other examples bearing out this property could be given. 
If, moreover, in the whole series of cases the extent of zone 
observed be compared with the day of the disease on which 
the serum was drawn, it becomes quite evident that when 
negative zones occur they tend to become wider as the 
illness progresses. This is shown in the following table :— 


Table VI. 


Emulsion. 

Extent of zone. 

Total cases. 

Average day of 
disease. 


j 

to 1 : 125 

1 

62 

B. typhosus 

1 

50 

2 

18 


I 

1 

25 

3 

15 



to 1 

50 

1 

65 

Para. A . 

1 

12 

2 

29 


( 

.. 1 

6 

2 

23 

Psra. B . 

•■s 

tol : 125 
.. 1 : 50 

6 

8 

34 

23 


In identifying bacilli of the typhoid group by their 
agglutinating properties with specific sera by the hanging- 
drop method, the use of distilled water instead of normal 
saline for the making of bacillary emulsions and serum 
dilutions is quite satisfactory. It seemed, therefore, worth 
investigating the effect of replacement of normal saline as 
diluting fluid by distilled water. 

In Muir and Ritchie’s “ Manual of Bacteriology ” is quoted 
the experience of Bordet and of Joos that the presence of 
some sodium chloride is necessary for agglutination. Although 
the actual proportion necessary is not stated, it is evident 
that it need not be so high as that in normal saline 
(0 85 per cent.), and the following experiments show that 
the addition of sodium chloride beyond a certain point 
(which lies below 0 85 per cent.) tends, in many cases at any 
rate, to encourage the production of a negative inhibition 
zone, and probably also to lower very slightly the end-point 
dilution at which agglutination ceases. 

In Dreyer's standard method the fluid in each tube con¬ 
sists of 60 per cent, of bacillary emulsion (15 drops in 25), and 
as this emulsion contains over 05 per cent, sodium chloride 
there is no lack of the latter from this source alone to ensure 
agglutination. 

Experiments were made with agglutinating sera that had 
shown a definite negative zone when tested strictly accord¬ 
ing to Dreyer’s method, using normal saline as diluent. In 
such instances parallel sets of tubes were put up, in the first 
set with normal saline as diluent, is the second distilled 
water. In other respects there was strict adherence to 
Dreyer's technique. 

Table VII. 


No. 

Patient. 

Emulsion. 

Diluent. 

1 

Sgt. A. 

Para. B -j 

Saline 

Water 

2 

Wms. 

! Para. B 

Saline 

Water 

3 ! 

H. 

Typhosus | 

Saline 

Water 

4 

W. 

Para. A -J 

Saline 

Water 

6 

Rob. 

Para. A -j 

Saline 

Water 

6 

Roy. 

Para. A -j 

SAline 

Water 

7 

Wr. 

Para. A | 

Saline 

Water 


Serum dilutions. 


! 1 : 12 

1:25 

i 1:1250 

1:5000 


4-4- 

, 4-4- 

1 

— 


' 4 - 4 - 4 - 

4-4-4- 

+ 4-4- 

— 


1:12 

1 :25 

1 : 50 

1 :125 


| — 

4- 

1 + + 

+ + + 


4- + 

1 4-4- . 

i + + + 

++ + 


1 : 6 

1:12 

1 :25 

1:50 


— 1 

— 

+ + 

— 


+ + 

4-4-4-! 

+ + + 1 

+ + 


1 :3 

1:6 

1:12 

1:25 


— 

4- 1 

+ 

— 

... 

+ 

4-4- 

+ + 

— 


1:3 | 

1:6 

1:12 

1:25 

1:50 


+ 

— 

— 

... 

— 

-f + 

+ + 

+ + 

+ 

1:6 

1:12 

1:25 

1:50 

1 :125 

— i 

— 

Trace 1 

+ 

... 

4-4- . 

4- + 

+ + 

+ + | 

+ + 

1 -12 | 

1 :25 

1 : 50 , 

1.500 


— 

4-4-4-: 

+ + + 

+ + 


4-4-4- 

4- 4- 4-1 

+ + + 

+++ j 



The above series of tests carried out strictly on parallel 
lines affords definite evidence that replacing normal saline 
as diluent by distilled water causes a diminution in the inhibi¬ 
tion zone. Incidentally the extension of the end-point 
which occurs when distilled water is used is clearly seen, 


might be expected, and the general tendency for such zones 
to be wider also renders their recognition in routine work 
more likely. On several occasions there was evidence to 
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■notably in Cases 3, 4, and 6 above, and the following table 
gives other observations which bear on this extension. 


Table VIII. 


No. 

Patient. 

1 Emulsion. 

Diluent. 

8 erum dilutions. 





1:50 

1 :80 

1 :125 

11: 250 

1 

F. 

Para. B... -J 

Saline 

Water 

+ + 

+ + 

+ + 1 

+ 

+ + 

+ 





1 :125C0 

1 : 25000: 1:50000 


2 | 

T. 

Para. B... j 

Saline 

Water 

+ 

4-4- 

4- 

— 





1 ; 50 

1 -.80 

1 :125 

1 :250 

3 

D. 

Typhosus-J 

Saline 

Water 

4- 4- 
4-4-4- 

+ + 
4-4-4- 

' ++ | 

— 





1:12 

1:25 

1:50 


4 

H. 

| Typhosus | 

Saline 

Water 


+ + 

+ 4- ! 






1 : 12 

T : 25 



.‘5 

w. 

Para. A -j 

Saline 

Water 

4- 

4-4- 

— 







1:6 

1 : 12 

1:25 

1 : 50 

>6 

H. j 

Para. A -j 

Saline ( 
W ater 

+ 

4-4- 

+ + 1 

4-4- I 

4- 


In many other cases the same tendency was seen, and no 
instance occurred in which a “normal saline” end-point 
extended further than a “distilled water” end-point. The 
observations recorded make it clear that the use of normal 
saline as diluent, while not the cause of the zone pheno¬ 
menon, is at least auxiliary to its production. 

A few tests were made to ascertain the part played by 
scrum in the production of a negative zone. The replace¬ 
ment of a certain proportion of the diluting fluid by a human 
serum which had proved to be non-agglutinating to the 
bacillus under observation was tried. In each instance this 
added serum was derived from a patient inoculated against 
typhoid but not suffering from a typhoid group infection. 
In the sequel this added serum is denoted as “foreign 
eerum.” 

Table IX. 


Uo. 

Patient Emulsion. 

Diluent. 

Serum dilutions. 


1 


1 : 12 1 : 25 



a 

A. Para. B...<j 
( 

Saline . 

16% foreign serum 

4-4- , 4-4- 


... 


and saline. 

i 

1 : 12,1 : 25 

1 : 50 

1 : 125 



1 

Saline .I 

— 4- 

4-4- ! 

4-4-4- 



Water . 

4-4- : 4*4- 

4-4-4- 

4-4-4- 

2 

Wms. Para. B ...4 

8% foreign serum ! 

— — 

— 

— 



and saline. 





i 

1 

8% foreign serum 

— Trace 

4- 

4- 

i 


and water. 





The above series show that in presence of normal saline 
diluent the addition of as much as 8 per cent, of foreign 
serum completely inhibits agglutination and that this 
inhibition is less strongly exerted when the salt content of 
the system is reduced. 

The influence of varying proportions of foreign serum on 
agglutinating serum was also tested. The serum of a 
patient, Wms. (No. 2 in Table IX.), which agglutinated 
Paratyphoid 13 from 1 : 50 to 1 : 2500 dilution, was tested at 
a constant dilution of 1 : 25 with Para. B emulsion and 
rising proportions of foreign serum. The degree of agglu¬ 
tination in each test is recorded on the usual system. 

Table X. 


Diluting fluid. Percentage foreign serum added. 



0 

2 

4 

’ 8 

Normal saline. 1 

4-4- 

++ 

4 — 

Distilled water 

4-4-4- 


4-4- 

4- 


This bears out the previous experience and shows that with 
4 per cent, or more of foreign serum added an appreciable 
degree of inhibition takes place, which is diminished but not 
destroyed by the use of distilled water as diluent. 

Three different “ foreign sera ” were used in these three 
different experiments, and the results suggest that possibly all 
sera if present in about 4 percent, dilution or more tend to 
inhibit agglutination, or, in other words, that the cause of 
inhibition is always present, but in certain cases it is over¬ 
came by the agglutinating power of the serum entirely, in 


other cases only partially; in the-latter circumstance the 
“ zone phenomenon ” appears. The occurrence of the zone 
up to or beyond a serum dilution of 1 : 25 (4 per cent.) is 
thus not surprising, and the tendency found for the negative 
zone to extend in the later weeks of an illness may be asso¬ 
ciated with the gradual fall of agglutinating power from the 
maximum. No relationship between the extent of the zone 
and the distance of the end-point has been detected, except 
in so far as both zone and end-point are smallest in most 
paratyphoid A tests and most extended in paratyphoid B 
cases. 

In view of the results recorded it seems quite possible that 
in cases where agglutinating power is not strong and the 
inhibiting power native to the serum is well developed, the 
presence of agglutination may easily be passed over. This 
possibly would be greatest in paratyphoid A infections or in 
the early stages of a paratyphoid B infection. The following 
notes illustrate this point ; in all cases normal saline was 
used as diluent. 

Table XI. 


No. 

Patient. 

P. ay °J Emulsion, 
illness. 



Serum dilutions. 


1 

K. 

1 

26 Typhosus 

1 : 3 

... 

1 : 6 

1 :12 

1 : 25 
4- 

1 : 50 

Trace 

1 : 125 

2 

H 

18 


— 

— 

4-4- 

— 


3 

B. 

ii i 

1 

... 


4- 

— 

_ 

4 

M 

17 j .. 

... 

... 

_ 

— 

4- 

— 

5 

F. 

10 

1 _ 


— 

44- 

— 

— 

6 

w. 

21 1 Para. A 


+ 

+ 

— 



7 

R. 

11 


4- 


— 



8 

E. 

? Para. B 


... 


4- 

— 



In each of these the ' • positive zone" of agglutination is 
comparatively narrow, and the possibility of more extreme 
cases has to be borne in mind. 

Another instructive case from this standpoint was seen in 
a series of tests made on the serum of a man who received 
mixed vaccine (T.A.B.) in November, 1915. This was 
examined four times in February, when the patient (Wr.) 
was under suspicion for enteric. The details of tests made 
with paratyphoid A were as follows, normal saline being 
used as diluent. 

Table XII. 


No. 1 Date of test. 

Serum dilutions. 

1 i 

1-2-16 

1 : 3 

1 : 6 

1 : 12 

1:25 ! 

1 : 50 


2 

10-2-16 

— 

— 

— 


... 


3 

16-2-16 

_ 

_ 


4-4- 

4-4- 

to 1 : 500 

4- 

4 | 

21-2-16 

1 : 125 
4-4- 

1 :250 I 
4-4- 

1 : 500 1 

4- 

1 : 1250 




The conclusion drawn from the above series was that the 
agglutination power for paratyphoid A of high degree must 
have been present in all four samples of serum, but that on 
the first two occasions all the dilutions tested were wilhin a 
negative zone, and so the agglutinating power of the serum 
was missed. The case of T. (Table I.), quoted early in this 
paper, may also be interpreted in this sense. 

In view of these experiments the importance of the zone 
phenomenon and its frequency as a disturbing influence 
in agglutination tests done by Dreyer's standard method 
seems established. In order, therefore, to diminish this 
effect as much as possible, the use of distilled water as 
diluting fluid instead of normal saline has been initiated by 
the writer in his routine work. No practical objections to 
its use have been discovered, nor is the sharpness of the 
end-point impaired. It is not claimed that the operation of 
the zone effect is thereby annulled, but that it is diminished 
and the agglutination test rendered distinctly more delicate 
without becoming more complicated. 

When, as at an infectious hospital, a large number of sera 
have to be tested daily economy of time, labour, and 
bacillary emulsion are all desirable, and from this standpoint 
also this modification is advantageous. It has proved satis¬ 
factory in operation, and judging from 19 zone effects noticed 
among sera from 42 patients there is a definite diminution in 
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•the extent of the zone. This is shown in Table XIII. which 
should be compared with Table II. 


Table XIII. 


Bacillus. 

No. of zones. 

Average extent. 

Highest observed. 

Typhosus. 

3 

To 1:30 

To 1:50 

•Para. A . 

6 

„ 1:12 

„ 1:25 

Para. B . 

10 

„ 1:40 

..1:50 


In paratyphoid A infections the agglutinating power of 
the serum usually develops early, but does not rise to much 
height, nor does it persist for long frequently. Conse¬ 
quently the chances of detecting the infection by agglutina¬ 
tion tests may be but small, and the possibility limited to a 
few days. Probably with the other two members of the 
group, B. typhosus and paratyphoid B, the interference of 
zone effect has less practical importance, but a perusal of 
Table XI. shows that the effect is by no means negligible in 
any one of the three members of the group. 

Apart from any immediate application, a further study of 
the phenomenon may help to cast more light on the inter¬ 
actions of serum with invading organism in an infected 
subject. No attempt to promulgate a theory of the pheno¬ 
menon is here made. A suggestion that the inhibiting action 
may be a bacteriolysis exerted by the serum when present in 
sufficient strength (2 per cent, or more) was considered and 
a few simple tests made with inconclusive results, the 
balance of evidence being against the theory of lysis, for in 
several instances where zone effect was seen the negative 
tube still contained plenty of free bacilli of unaltered 
morphology. 

The observations and conclusions recorded are of necessity 
very simple, and under stress of much routine work there 
has been no opportunity of investigating effects of tempera¬ 
ture or other aspects of the subject. 

Needless to say, if this modification of Dreyer’s method is 
used it is desirable to adhere consistently to the use of 
distilled water as diluent in order to get comparable results. 
In this way the very valuable information to be gained by 
the method is increased. 

No conclusions have been possible as to the importance of 
a zone effect on the course of the illness. All that can be 
said is that the majority of cases with zone effect were mild 
or fairly mild in character ; none died, nor was zone effect 
seen in certain severe cases. While, therefore, one is 
justified in regarding the phenomenon as not of bad omen, 
it has yet to be proved a favourable prognostic. 

It seems possible that the whole phenomenon may be 
Associated with inoculation. All the zone effects observed 
were in men inoculated against typhosus (and in two cases 
T.A.B. vaccine) within 18 months, nor was any zone effect 
noted in four cases of uninoculated men who came under 
investigation. In this connexion also it is noteworthy that 
in the experiments with added “ foreign ” serum the latter 
was derived in every instance from an inoculated man and 
had typhosus litre ranging from 1: 50 to 1: 250. 

Summary. 

1. In following Dreyer’s standard method of agglutination 
-testing for suspect enteric cases in the lower dilutions a 
negative (inhibition) zone is very frequently seen. This is 
not peculiar to Dreyer's method. 

2. A feeble agglutinating power, if opposed by a well- 
marked inhibition zone, may only be visible over a short 
range of dilutions, and unless a large number of dilutions be 
tested the presence of agglutinin may be missed. 

3. In the experiments recorded here the sera have been 
those of subjects inoculated against B. typhosus within 
18 months. 

4. Addition of another serum, non-agglutinating to the 
•bacillus under test, will increase the zone of inhibition. 

5. The presence of sodium chloride in the test augments 
but does not cause the negative zone. 

6. By using distilled water as diluent in place of normal 
saline the negative zone is diminished and the test rendered 
more delicate. 

7. The zone effect is exerted upon all three members of the 
typhoid group, but in varying degrees. Its extent tends to 
increase with the progress of the infection. 

8. No definite relationship between zone effect and clinical 
aspect is established, but the inhibition zone docs not appear 
to be of unfavourable omen. 


THE EFFECT OF TYPHOID INOCULATION 
ON ENDEMIC GOITRE AT THE 
LAWRENCE MILITARY ASYLUM, 
SANAWAR, PUNJAB. 

By M. A. NICHOLSON, M.R.C.S., L.E.C.P. Lond., 

CAPTAIN, INDIAN MEDICAL 8BBVICE. 

McCarrison has suggested that endemic goitre is due to 
an infection by an organism which is probably of intestinal 
origin and water-borne. On this hypothesis he has treated 
cases of endemic goitre with vaccines prepared from various 
organisms and has claimed considerable success, especially 
with vaccines prepared from intestinal organisms. 1 While 
holding the appointment of medical officer to the Lawrence 
Military Asylum, Sanawar, it occurred to me after reading 
McCarrison's work to inquire into the effect of a powerful 
vaccine prepared from an intestinal organism, such as typhoid, 
on the goitre prevalent in the asylum. The conditions for 
pursuing such an inquiry were particularly favourable. 

The Lawrence Military Asylum was founded by Sir Henry 
Lawrence in 1848 to serve as an asylum for the children of 
British soldiers in India from the fierce heats of the Indian 
plains and the still fiercer temptations that surround 
children in barrack life in India. The asylum is situated on 
Sanawar Hill, at an altitude of 5500 feet, at a distance of 
three miles from the cantonment of Kasauli. It provides 
accommodation; for 500 children, there being nearly equal 
numbers of each sex. The ages run from 3 to 20 years, 
and in consequence of the fact that many of the 
children are orphans and of Indian conditions many of 
the children spend 6 to 10 years in the asylum. 
The earliest records of the asylum note the incidence of 
goitre amongst the wards. By 1899 the disease had 
apparently become so prevalent that when in that year the 
supplementing of the spring water-supply with rain water 
became necessary owing to the partial failure and drying up 
of the spring, it was specially arranged that the scheme 
should involve a dual supply of spring water for washing 
purposes only and rain water for drinking and cooking. 
One of the objects that it was hoped to obtain by this 
adoption of a dual system was a decrease in the goitre 
prevalent. To ascertain if any progress was being made to 
this end the Inspector-General of Civil Hospitals of the 
Punjab instituted a quarterly return of the names of all 
wards suffering from enlargement of the thyroid gland from 
Oct. 1st, 1899. 

Unfortunately, the original object of the dual water- 
supply and of this return was soon lost sight of, for after a 
very few years the separation of the rain water-supply for 
drinking and cooking only and the spring water for washing 
was discontinued. The return, on the other hand, was still, 
and I believe is still, regularly submitted. This return 
affords a complete record of every case of goitre occurring 
in the asylum since Oct. 1st, 1899. 

In June, 1900, a large proportion of the wards were 
inoculated for typhoid fever and a careful record of their 
names kept. The vaccine used was the ordinary typhoid 
vaccine provided for the use of the British Army in India 
and was administered in two inoculations, in doses 
appropriate to the age of the child, at intervals of ten days. 
In October and November, 1913, the majority of the wards 
were again inoculated for typhoid fever. The vaccine used 
was that prepared and issued by the Central Research 
Institute, Kasauli. It was administered in two inoculations 
at intervals of ten days or a week, in doses appropriate to 
the age of the child, according to the printed instructions 
issued with the vaccine by the institute. VVe have thus the 
unique opportunity of dealing with a considerable community 
subject to endemic goitre, who are under medical super¬ 
vision, and in whom the fact as to whether they are goitrous 
or not is carefully recorded every quarter by a medical man. 

This community was inoculated at intervals of 13 years in 
the routine manner against typhoid, the inoculation on each 
occasion affecting a large proportion of the population, but 
in each case leaving sufficient non-inoculated to act as 
controls. By making out cards for each ward and entering 
thereon the requisite facts, it was an easy though laborious 
task, by sorting the cards under various headings, fully to 

i ThkLincet Feb. 8th, 1913, p. 369. 
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analyse the case of any ward present in the asylum on any 
given date. 

Table W shows such an analysis applied to the wards 
present in the asylum in June, 1900. it will be seen from 
this table that the percentage of wards present in June, 
1900, who became goitrous at any time is the same, or 
practically the same in the two groups, inoculated and hon- 
inoculated, being 48*1 and 48 0 respectively. There is, 

Table W.— An Analysis of all the Available Cases of all 
Wards present in the Asylum in June, 1000, and Classified 
according to whether they received Inoculation or not, and 
with regard to the Date of Inoculation to the First Report 
of their being Goitrous. 


Inoculated. 

Non- 

inoculated. 

Total number of wards present In June, 1900, 
whose cases were analysed . 

189 

... 250 

Number of these cases which were returned 
at any time as having been goitrous . 

91 

120 

Number of these cases which were returned as 
goitrous before the date of inoculation 

46 

57 

Number of these cases which w-ere returned as 
goitrous after the date of inoculation . 

45 .. 

63 

Percentage of wards returned as goitrous at 

anytime . 

48-1 .. 

48-0 

Percentage of wards returned as goitrous 
before date of inoculation. 

24*3 .. 

22-8 

Percentage of wards returned as goitrous after 
date of inoculation . 

238 .. 

25'2 


however, in those who only became goitrous after the date 
of inoculation a slightly higher percentage affected in those 
who were /w>7i-inoculated. While in the case of those who 
only became goitrous before the date of inoculation the 
percentage affected is slightly higher in those who subse¬ 
quently were inoculated. This might be taken to prove that 
the typhoid inoculation had a slight prophylactic effect in 
that the group of those inoculated were slightly more liable 
to goitre before the date of the inoculation, but after 
inoculation their liability slightly decreased. But it must 
be remembered that the figures dealt with are very 
small, and that a further and closer analysis of the cases 
does not bear out this proposition at all. 

Table X shows yearly the number of fresh goitres occur¬ 
ring in the wards in individuals who were present in the 
asylum in June, 1900, and who were then, and who had 
been up to that time, unaffected. It will be seen that in 
the earlier years after the date of inoculation there is, if 
anything, a higher percentage of goitres occurring amongst 
those who were inoculated as compared with those who were 
not. The non-inoculated group of Table W make up their 
higher percentage by cases occurring in the later years after 
1900, years in which it is improbable that the inoculation 
could carry any influence. 

Table X.—Anlnquirifintothe Prophylactic E(feet of Typhoid 
Vaccine on Endemic Goitre. 

Taking the cases of all wards present in the asylum in 
June, 1900, who were reported as goitrous only at a date 
subsequent to the date of typhoid inoculation; and the 
number of these reported in each year after the inoculation. 


After— 



1st 

2nd | 

3rd 

4th | 

5th 

6th 

7th 

8th 

9th 


year. 

year j 

year. year.| 

year. 

year. 

year. 

year. 

year. 

No. inoculated 

4 

0 

5 

5 

11 

17 

1 

2 

0 

No. non-inoculated 
Percentage inocu- 

6 

0 

6 

1 

19 

24 

1 

5 

1 

lated . 

Percentage non- 

8-9 

0 

111 

n-i 

31-4 

37-7 

22 

4-4 

0 

inoculated . 

9-5 

0 

9-5 

1-3 

30'1 

36*0 

1 

1*5 

7'9 

1-5 


Table Y is an attempt to analyse the curative action, if 
any, of the typhoid inoculation of 1900 by taking the cases 
of all wards present in the asylum in June, 1900, who had 
already been reported as goitrous before the actual date of 
inoculation and showing the number of these who cease 
being reported goitrous in each year subsequent to 1900. It 
will be seen in this case that, taking the earlier years after 
the date of inoculation, there is, if anything, a larger per¬ 
centage of cases ceasing to be reported goitrous amongst 
those who had not been inoculated than amongst those who 
had been. The inoculated group of Table W owe their 
higher percentage to cases occurring in the later years from 


1900, when it is improbable that inoculation could have 
carried any effect. 

Table Y.— An Inquiry into the Curative Effect of Typhoid 
Vaccine on Endemic Goitre. 

Taking the cases of all wards present in June, 1900, who 
had been reported as goitrous before the date of the inocula¬ 
tion and who subsequently ceased being reported as goitrous 
in the year between— 


| 

-: 


— 

j- 


1 




_ 

June and 1 

1900 

1901 

1902 

1903 

1904 1905 1906 

1907 

1908 

1909 


June ) 

1901, 

1902 

1903 

1904 

1906 

19061907 

1908 

1909 

1910 

H 

No. inoculated ... 1 

20 

3 

2 

i 

3 

7 1 2 

1 

0 

0 

39 

No. non-inoculated 

Percentage inocu- 

26' 

3 

7 

3 

0 

5 3 

1 

0 

1 

51 

bated . 

51-3 

7-4 

5-1 

1 2-7 

7-4 

18-0,5T 

2-7 

0 

0 

100 

Percentage non- 






9-51 5-8 





inoculated . 

54-9 

I 

5-9 

13-7 

58 

0 

19 

0 

1-9 

100 


From the above tables it is possible to conclude that taken 
collectively the typhoid inoculation of 1900 had no influence 
either for or against the goitre prevalent in the asylum. The 
tables also show some indication of the fallacies that are 
liable to be fallen into in an investigation of this kind if 
large numbers are not analysed or the analysis is not carried 
out very closely. 

There remains the inoculation carried out in 1913. My 
appointment only being for two years, it was obviously im¬ 
possible to carry out observations on these inoculations over 
a long period. Further, the boys’ department, or a little 
over half the asylum, was the subject of another experiment 
to ascertain the result of a bacteriologically clean water- 
supply on the incidence of goitre, and was therefore beyond 

Table A. — Comparison of the Weekly Measurements of the 
Necks of Girls suffering from Goitre who were either 
Inoculated or Non-inoculated for Typhoid. 


Inoculated. 


Case. ! 

Original 

measure¬ 

ment. 

First 

dose. 

End of 
first 
week. 

Second 

dose. 

End of 
second 
-week. 

End of 
third 
week. 

= f * 
Is* 

End of 
filth 
week. 

End of 
sixth 
week. 

1 

3350 

I 

33 60 

I 

3U'00 

woo 

•S375 

— 

— 

2 

3700 

I 

34-50 

I 

35 00 

31*00 

34 00 

— 

— 

3 

35-00 

I 

35-00 

I 

30 00 

35 75 

35-25 

— 

— 

4 

3200 

I 

32-00 

I 

3175 

32-00 

30*75 

— 

— 

5 

34 00 

I 

34 00 

I 

34 00 

34-00 

31,-75 

86-00 

35-50 

6 

32-00 

I 

3200 


3200 

SV 50 

32-00 

32-00 

3200 

7 

32 00 

I 

32-00 

i 

32 00 

32 00 

3200 

32-CO 

32-00 

8 

33-00 

i 

3200 


3175 

.«■« 

32*50 

3100 

3100 

9 

32 00 

I 

3150 


3100 

,12-50 

S3' 75 

33-00 


10 

33-00 

I 

32-00 

I 

3100 

32 00 

3100 

30 75 

— 

ii 

29-00 

I 

28-50 

I 

28 50 

— 

27-50 

27-50 

— 

12 

32 00 

I 

3100 

I 

30 00 

31*00 

30 00 

30 00 

— 

13 

28 00 

1 

28 00 


28 00 

28-00 

2800 

27-00 

— 

14 

31-50 

1 

31-50 


33 50 

3100 

3075 

3100 

— 

15 

30-50 

I 

30*00 


30(0 

30-50 

8100 

29-00 

— 





Non-inoculated. 





16 

36-00 

— 

35 50 

— 

3G50 

3550 

34-50 

— 

— 

17 

36-00 

— 

35 00 

— 

3400 

34 00 

35 00 

— 

— 

18 

30-00 

— 

30-00 

— 

28-00 

2900 

30 00 

- 

— 

19 

35 00 

— 

34 00 

— 

33-00 

3250 

— 

— 

— 

20 

32-00 

— 

3200 

— 

32 00 

— 

— 

— 

— 

21 

26*50 

— 

26 00 

— 

25 00 

— 

— 

— 

— 


32-40 

— 

A rcrage inoculated. 

131801 — 1 3180 132 30 

3180 

30 75 

_ 

- 

| 34-20 

- 

.! verage non-inoculated. 

32 00 1 — 31-20 32 70 

I 1 1 

- 

~ 

, ~ 


Black figures = Decrease from •riginal measurement. 

Italic ,, = Increase from original measurement. 

Ordinary ,, = No increase or decrease. 

All measurements were taken at the same time—l.e., 10 a.m.— with 
a metal tape-measure over silver-nitrate mark of largest circumference 
and recorded In centimetres. 

the pale of my inquiry. I therefore decided to judge the 
results of the inoculation by direct measurements of a number 
of goitres from amongst the goitrous girls inoculated 
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controlled by measurements of the goitres of goitrous girls 
non-inoculated. The girls were all measured the day 
before the date of inoculation, and at intervals of two 
or three days subsequently for a period of six weeks. 
Towards the end of this time the attendances, which 
were voluntary, not unnaturally became somewhat irregular, 
especially as no very striking result occurred to stimulate 
interest. The measurements were taken at the same time, 
10 a.m., under as equal conditions as possible. Measure¬ 
ments were taken with a metal centimetre tape over the 
largest circumference, which was marked with silver nitrate 
to ensure the same circumference being taken each time. 
Table A shows the result. 

It will be seen that there are certainly many decreases in 
the neck measurements after inoculation, but that there is 
an equal amount of decrease to be noticed amongst the 
neck measurements of the inoculated. In each group 
there are cases of an increase instead of a decrease, and in 
each group there are many stationary cases. In other 
words, taken individually the inoculation for typhoid of 
1913 had no effect on the cases of goitre occurring amongst 
the girls of the asylum. 

The table also well illustrates the danger of drawing 
conclusions on a series of cases without comparison of 
controls. If there had been no controls to the inoculated 
group of Table A, the inference would have been that the 
typhoid inoculation had had a curative effect. 

It now only remains to explain why there was this marked 
decrease in goitre all round in 1913. That it was not due to 
the inoculation is obvious, as the decrease is equal to those 
not inoculated as well as those inoculated. The girls were 
still using the same water-supply that they had been doing 


Table B. —Showing the Relapse* and the Remissions and Spon¬ 
taneous Cures in 17 Cases of Goitre Occurring in Wards who 
Entered the Asylum after the last Quarter of 1905 and before 
the first Quarter of 1913 and are so in no way Influenced by 
any Typhoid Inoculations. 


1905. 
12 3 4 

1906. 
12 3 4 

1907. 
12 3 4 

! 1908. 

1 1 2 3 4 

1909. 
12 3 4 

1910. 

1 2 3 4! 

1911. 1912. 

1 2 3 4:1 2 3 4 

1.GG 

GGGG 

G.G 







.GG 

G...G... 

. 





...G...G 









...GGG 

GG... G 


. 





GGG 

GG... G 






. 

.GG 

GG . G 






.GG 

GGGG 

GGGG 

G.G 







GGG... 

.G 





GGG 

GGG... 

...G. 







GGGG 

.G 

GGGG 

G G G q 

G.G 



1.G 









|.G... 





...G ...G 


|. 


.G 

GGGG 

.G 





...G. 





...G. 



GGGG 

GGGG 

GGGG 

G. 

G . 

.G 



...a .... 


G G G... 






...G. 





.G G 

GG. 










1 

2 

3 

4 

5 

6 : 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 
17 


The underlined quarters are those in which the ward was in residence 
in Sanawar. and the quarter marked “ G is the quarter the ward was 
returned as goitrous. 


since about 1902, so a change of water-supply could not have 
been the cause. I can put forward no suggestion as to the 
cause; but I can point out that endemic goitre, anyway at 
Sanawar, is a disease with marked tendency to remissions, 
relapses, and spontaneous cures. This has been pointed out 
by McCarrison with figures that I was able to supply to 
him. 1 

As a further example I may quote the cases of 87 wards. 
These wards all entered after the last quarter of 1904 and 
left before the first quarter of 1913 and are therefore beyond 
any influence of any typhoid inoculation operations. Out of 


1 R. McCarrison: Journal of Indian Research, vol. i., No. 3. January. 
1914, An Inquiry into the Causation of Goitre at the Lawrence Military 
Asylum, Sanawar. 


these 84, in 44 the goitre disappeared spontaneously before 
they left the asylum, while in 17 cases relapses or remissions 
occurred as detailed in Table B. It is obvious in 
a disease with such a marked tendency to spontaneous 
fluctuation and recovery that a new treatment inaugurated 
without proper controls during a period of natural cessation 
of the disease will have success attributed to it which it does 
not deserve. 

In conclusion, typhoid inoculation at Sanawar had no 
effect in any way on the course of the endemic goitre there, 
either individually or collectively. 


A CONTRIBUTION TO THE ETIOLOGY OF 
EPIDEMIC CEREBRO-SPINAL 
MENINGITIS. 

By M. F, H. GAMBLE. L.R.C.P. & S. Edin., 

MEDICAL SUPERINTENDENT, HOSPITAL FOR INSANE, KEW, VICTORIA, 
AUSTRALIA. 


Until a few months ago, in common with the great 
majority of my fellow-practitioners in Victoria, I knew 
nothing more about this disease than what I learned from 
the text-books when a student, for prior to the present 
epidemic we had little or no chance of seeing cases, as the 
malady was non-existent here in epidemic form. The few 
sporadic cases that are said to have been met with in 
years past may or may not have been accurately diagnosed. 
Doubtless true sporadic cases of cerebro-spinal meningitis do 
occur in the slum and semi-slum portions of any large city, 
and here the two causative factors, in my opinion, are 
precisely those that light up the epidemic form in military 
camps and barracks. 

Turning to the vital statistics available, I find no reference 
whatever to the occurrence of cerebro-spinal meningitis in 
Victoria for the past 20 years, 1 and in the comprehensive 
return contained in the Statistical Register for Victoria 
ending June, 1913, a not a single death from cerebro-spinal 
meningitis was recorded, nor was any case of the disease 
treated in any general hospital during that year in Victoria. 
Those who say that there have been numbers of cases of the 
disease every year in all parts of Victoria are asserting that 
which is untrue and misleading. 1 am emphasising this 
matter as it has a material bearing on the views I desire to 
bring before the profession. 

Epidemic cerebro-spinal meningitis was unknown in 
Victoria until May 27th, 1915 ; it was then that the outbreak 
originated in the military training camp at Seymour. Since 
that time I have given much thought to the problem of the 
etiology of the disease and have studied the literature on 
the sabject. As a result I became convinced that the 
accepted ideas concerning the causation and dissemination 
of the disease were erroneous and needed to be revised, if 
the profession could hope to deal adequately and rationally 
with the epidemic—that is, in going to the root of the 
trouble and grappling with the actual sources of the 
infection. In order to bring the matter under the notice 
of the authorities I wrote the following letter on August 17th 
to the Medical Journal of Australia , hoping that thereby 
discussion and interest would be stimulated :— 

Sir, —Recently I felt impelled to issue the following order 
to the staff of the large Government institution of which I 
have control. I made use of the two blunt Anglo-Saxon 
words purposely to arrest the attention of, and to impress, 
my lay readers. 

Re Epidemic of Cerebro-spinal Meningitis. 

As this fatal disease Is almost certainly conveyed from one person 
to another by lice and by no other channel, and as the disease is 
caused by the bite of a louse, I must order that the strictest pre¬ 
cautions be taken by the whole staff to eradicate lice from the 
asylum. Systematic examination of the patients, their clothes, 
bed-linen, and beds must bo conducted until further notice, and 
report is to be made at once if any vermin be discovered. Neglect 
of this order may lead to many deaths amongst us. 

My reasons for giving such instructions were as follow :— 

1. That the present epidemic originated in Victoria at the 
Seymour Military Camp in winter time. 

2. That this camp was very inadequately supplied with 
water for bathing purposes, and the tents were overcrowded # 

i Victorian Year Book, 1913-14. 

2 Parliamentary Papers. 
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3. That the Boldiers, on the whole, are reluctant to take a 
dailv "old shower in the open in winter, thus providing the 
soil on which pediculi corporis thrive so vigorously. 

4. Hundreds of the soldiers in any large training camp in 
the vicinity of a populous town suffer from gonorrhooa. 

5. The fact that he has gonorrhoea is sedulously concealed 

by the soldier for many reasons, and being mistreated, if 
treated at all, the case drags on i ndef i nitely. _ _ 

6. The unwashed soldiers catch pediculi from one another 
and the vermin breed apace in their congenial habitat. 
Other men, owing to the overcrowded tents, are infested, 
until the camp, generally, reeks with vermin. This, I 
regret to say, is no idle statement as regards the Seymour 
Camp at the time referred to. 

7. The soldier with a gonorrhoeal discharge becomes 
verminous, and the pediculi naturally harbour in the pubic 
region, which is fouled with the discharge, and they ingest 
myriads of gonococci. 

8. The arachnoid mater is purely a serous membrane, and, 
like the synovial membranes generally, is very prone te be 
affected by the gonococcus. 

9. Bacteriologically, the coccus most commonly found in 
cases of cerebro-spinal meningitis is indistinguishable from 
the gonococcus. 

10. The gonococcus-laden pediculi are conveyed by direct 
personal contact to other persons, and by their bite they 
implant the cocci in the lymph stream, and the germs are 
thence carried to the "point of election" or most receptive 
tissue (for the gonococcus)—namely, the meninges of the 
brain and spinal cord—producing therein an intense in¬ 
flammatory reaction, with exudation and signs of general 
infection. The synovial membranes of the joint are frequently 
affeoted also. 

11. The person infected with gonorrhoea in the ordinary 
way—that is. per uretkram—it appears likely to me, has a 
certain immunity from secondary cutaneous infection by 
his pediculi. 

12. It is a well-authenticated fact, I need scarcely say, 
that typhus fever (another filth disease) is conveyed from 
one person to another by means of fleas or other vermin 
infected with the typhus germ. Malaria is also, of course, 
due to the bite of a germ-laden mosquito, and plague to 
the bite of a ilea from a bubonic rat. 

It is my firm conviction that cerebro-spinal meningitis in 
epidemic "form is a true gonorrhoeal inflammation of the 
arachnoid membrane of the brain and spinal cord, set up by 
the bites of gonococcal-infected pediculi corporis. To spray 
the nasal and buccal mucous membranes with eucalyptus 
or other antiseptic as a preventive, is a puerile waste of time 
and material. One can find almost as many different cocci 
in the nose and throat of an apparently healthy person as 
there are days in the year. From a consideration of the 
above facts the line of prophylactic treatment to be adopted 
to deal with this scourge is self-evident. Unhappily, so far 
as our knowledge at present avails, this is a disease for 
which prevention is the only cure. 

No notice was taken of this communication, but. feeling 
sure that the theory I was propounding had at least some 
foundation in common-sense, I was constrained to return to 
the charge in a second letter to the Journal written on 
Sept. 7th, as follows :— 

Sir, —Since writing my previous letter I have had an 
opportunity of reading a discussion on this disease, cerebro¬ 
spinal meningitis, held at the Royal Society of Medicine, 
England, in February last, and I now submit extracts from 
that discussion and my comments thereon. (Proceedings, 
vol. viii., No. 5.) The theory that the meningococcus is the 
specific organism of the disease is exploded, for Dr. Osier 
says the results of the use of Flexuer’s meningococcic serum 
in the present European epidemic was far from satisfactorv. 
Secondly, a polyvalent serum, including the newest strain, 
para meningococcus, is now recommended. The use of 
a polyvalent serum in so definite a disease is unscientific, a 
mere" groping about in the dark. Polyvalent sera are not 
employed in typhoid, or diphtheria, no, because their specific 
organisms are known. The true causal organism of cerebro¬ 
spinal meningitis has yet to be discovered. The great 
variability of the strains of the germ at present held 
accountable for the disease is the bacteriologist’s night¬ 
mare. The disease is never pandemic in the sense that 
influenza is. It has always been a soldiers’disease. Oversea 
troops on their return home are often responsible for 
epidemics, and the majority of outbreaks have started in 
barracks. It is the private soldier who invariably contracts 
the disease, not the officers, who live a more hygienic life. 
It usually attacks young recruits. Why ? Because these 
youths, especially if from the country, “ go the pace ” when 
on leave in the city, with the usual consequences. As to 
sources of infection, Dr. Osier stresses the importance of 
carriers—i.e., healthy persons who have meningococci in 


their naso-pharynx, whether or not they have been contacts. 
As no explanation is forthcoming why such carriers are 
found amongst those who have never been exposed to the 
disease, and as.it is undecided how the germ really reaches 
the meninges, whether through the ethmoidal-sphenoid 
route or through the blood stream, I regard the naso¬ 
pharyngeal theory of infection as untenable. Further, does 
the ethmoidal-sphenoid route explain the dominance of the 
spinal involvement and symptoms ? Why do so many of the 
so-called carriers fail to develop the disease ? Are not the 
catarrhal symptoms associated with the disease due to the 
micrococcus catarrhalis rather than to the meningococcus ? 
Almost every soldier trained at Seymour Gamp had naso¬ 
pharyngeal catarrh for a time. Why, then, were there not 
more cases of cerebro-spinal meningitis? 

The real “ carriers,” I believe, are pediculi corporis, laden 
with ingested gonococci or full of serum from a meningitic 
patient. Such ingested gonococci may undergo some muta¬ 
tion in the body of their host, the pediculus : thus causing 
the bacteriological confusion as to the various ‘‘strains” 
found in the disease. Would a bacteriologist kindly test 
this, as yet, uninvestigated opinion ? 

Preventive vaccination for this particular disease is not 
recommended either by the War Office or the Local Govern¬ 
ment Board in their respective recent memoranda. It is a 
definitely preventable disease. The present epidemic offers a 
golden opportunity for studying the etiology, and good would 
result if the branches of the' Association in the several States 
devoted a portion of each monthly meeting to its discussion 
while the epidemic is with us; for iu the coming summer, 
when ablutions will be the order of the day, the disease will 
temporarily become quiescent, and may be forgotten. 

The scrappiness and inelegance of the above letter are due 
to its being a very condensed precis of the original, for which 
the editor could not afford space. I ventured to send a copy 
of the latter to the P.M.O. at Military Headquarters, 
Melbourne, in the hope that, if my views appealed to the 
military authorities, measures would be taken to deal effi¬ 
ciently, to my mind, with the sources of infection at the 
various training camps throughout the Commonwealth. In 
acting as I did I had no wish to cast reflections on the 
adequacy of the medical arm of the Forces. I merely desired 
to point out that it was more than probable that the real 
cause of the epidemic was so patent and self-evident that it 
was being overlooked, and that the disease was being fought 
with faulty strategy. However that may be, it is abundantly 
clear that the weapons used and the plan of campaign adopted 
have had no appreciable effect in staying the onward march 
of the foe, for up to the end of August last there had been 
under treatment in the Alfred Hospital alone 137 military 
and 16 civilian cases, while up to Oct. 9th the Health 
Board reported that 450 cases had occurred throughout the 
State. 

To an unprejudiced mind this indicates unquestionably 
that the preventive measures adopted so far have sadly 
failed in their purpose. To make it understandable why I 
issued the order to my staff as shown in my first letter I 
should add that the patients in the institution are very fre¬ 
quently visited by trainees from the several camps, and I 
desired to prevent the importation of germ-infested vermin 
into the asylum. So far I have succeeded, as no case of 
cerebro-spinal meningitis has developed amongst the 1200 
inhabitants. Incidentally it should be mentioned that out¬ 
breaks of catarrhal infections, nasal and pharyngeal, are of 
common occurrence in the institution, but why, I ask, has 
cerebro-spinal meningitis never yet broken out in so densely 
crowded a population if the naso-pbaryngeal route of 
infection be the true one in this disease ? 

Our colleague. Dr. A. Jeff Wood, honorary physician to 
the Children’s Hospital, does not support the naso-pharyngeal 
theory, but thinks the avenue of infection is through the 
intestinal mucosa. From the admissions made by several 
speakers at the two recent discussions on the disease at the 
Victorian Branch of the Association the naso-pharyngeal 
theory seems in parlous straits. It was stated that the 
reputed infective germ is so elusive, and the sources of 
error in tracing it so numerous, that to properly examine the 
naso-pharyngeal secretion of, say, one contact or so-called 
carrier requires very elaborate and exceedingly recondite and 
careful bacteriological search, covering four or five days of 
constant application by a highly skilled and experienced' 
worker. An interval of an hour or two between the taking 
of the swab and its examination renders such examination 
useless was the dictum of one speaker competent to give an 
opinion, and endorsed by another of high repute. Contrast 
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this with the case of diphtheria, the bacillus causing 
which can be identified with the utmost ease and certainty 
by the veriest novice in bacteriology, even if the swab has 
travelled from one end of Victoria to the other. That we 
know with certainty the real causal organism of cerebro¬ 
spinal meningitis I very strongly doubt. The bacteriologist 
has almost run his quarry to earth, but not quite. And this 
want of success is, I think, mainly due to the fact that he 
is following the time-honoured though false scent. 

No indubitably specific serum has yet been discovered 
which will prevent, cure, or even modify the disease, though 
many have been tried with very varying results. Naso¬ 
pharyngeal disinfection either as a preventive or curative 
measure has proved inefficacious. 3 The drug most favoured 
by one metropolitan hospital is shown by another hospital to 
be inoperative. Vaccination for this disease is discount¬ 
enanced by the authorities best qualified to pronounce upon 
it. In our local epidemic those nurses who are unvaccinated 
seem as secure from infection as those who have submitted 
to vaccination, and no nurse of either class has been 
infected during the outbreak, and further it seemed 
immaterial whether they wore respirators or not. It appears 
to me that the catarrhal condition of the naso-pharynx seen 
in very many of the cases of cerebro-spinal meningitis is 
rather an indication that a general infection has occurred 
and does not mean that therein was to be found the portal 
of entry of the infective organism. 

To indicate the prevalence of gonorrhoea in a training 
camp, Dr. Schlink, in giving evidence before Mr. Justice 
Kich’s Commission of Inquiry into the Liverpool Camp, New 
South Wales, said that on the day he referred to there were 
in the quarantine compound 250 men suffering from that 
disease, and it is reasonable to assume that if there were that 
number of cases known to the authorities an equal, or even 
greater, number of cases pervaded the camp undiscovered. 
A trainee in the venereal compound not only loses his leave, 
but also loses about 4s. or 5s. pay each day. There were 
about 4000 or 5000 trainees in the Liverpool Camp at the 
time referred to above. 

Keduced to its essentials the prevailing epidemic in this 
State goes to prove : 1. That there is an intimate etiological 
relationship between the gonococcus, pediculi corporis, 
and epidemic cerebro-spinal meningitis. 2. Until this year 
the disease was quite unknown in Victoria. 3. The epidemic 
originated in a military training camp at Seymour in 
winter. 4. The source of the outbreak must then neces¬ 
sarily be looked for amongst the soldiery. 5. The organism 
causing the disease is practically identical with the gono¬ 
coccus, a mutant form perhaps. 6. Hundreds of the young 
trainees suffered from gonorrhoea in active form, and 
naturally cloaked the fact so far as possible from the 
medical officers. 7. There was an absence of strict medical 
supervision of these cases, they were not detected ; and even 
when discovered, they were not adequately segregated before 
the epidemic began. I say this in no captious spirit, for 
the medical staff was not then numerically strong enough. 
8. The personal habits of hundreds of the rank and file 
were faulty in the extreme, hence the camp became very 
verminous. 9. The hygiene of the camp was bad from 
many points of view. 10. Over 60 per cent, of the 
female cases treated in the Melbourne Hospital gave a 
history of direct contact with soldiers, the women being for 
the most part of the factory girl and ■ ‘ waitress ” class. I 
venture to think that the common lodging-houses and the 
public latrines provided their quota of cases amongst male 
civilians. 11. The above facts point convincingly, I think, 
to the actual sources of the epidemic, and as clearly indicate 
the methods to be adopted to stamp out the scourge in a 
rational manner and prevent its dissemination among the 
civilian population. 12. To make the trainees wash them¬ 
selves thoroughly and regularly in camp ; to discover and 
rigidly quarantine all those suffering from gonorrhoea (this 
beiDg the more important) will effectually eradicate, and as 
surely prevent a recurrence of, epidemic cerebro-spinal 
meningitis. 

As an addendum, I may mention that the epidemic under 
notice had a death-rate of 52 per cent., the total number of 
deaths from the disease being 338. The outbreak came to 
an end in December. 

Kew, Victoria, Australia. 
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A CASE OF FRACTURE OF THE TUBERCLE 
OF THE TIBIA. 

By F. M. Neild, M.B., B.S. Lond. 


The following case may be of interest on account of the 
rarity of the accident. 

Captain-, aged 45, eight months previous to the presen* 

accident, came to me with synovitis of the right knee, sus' 
tained while alighting from a moving tram. Two years 
before something “ went out” on the outer side of his knee- 
joint, in consequence of which he was laid up for two or 
three weeks with water on the knee. Since then his knee 
had been weak and be had had frequent mild attacks of 
synovitis. On this occasion treatment by massage and 
graduated contractions prevented any further trouble until 
the present accident. On August 31st, 1914, I was driving 
behind a slowly moving tram when I saw the patient 
running from the pavement to the tram. He seized 
an upright and attempted to board, but missed his 
footing, his right foot coming heavily in contact with 
the ground, his knee being in a semi-flexed position. He 
was obviously hurt, as he clung on with his hand and did 
not attempt 'to get on the tram again. The latter waB 
quicklv stopped. He told me that his knee had gone again 
and that it felt as if his knee-cap had suddenly gone up 
his thigh but that it did not hurt like his previous accidents. 
An enormous swelling could be both seen and felt through 
his trousers in the front of the upper part of the leg. On 
more thorough examination it was found that the patella 
was intact, that there was no fluid in the joint, but that 
there was a very large hematoma below the joint in front 
of the upper end of the tibia. Owing to the swelling it was 
difficult to determine whether the patella was displaced or not. 
A posterior splint and an ice-bag were applied, and he was 
removed to the nursing home. He had very little pain, and 
next dav there was still no fluid in the joint, nor was there at 
any subsequent period. The hiematoma was tapped and a 
good deal of blood withdrawn. An X ray photograph 
showed the patella displaced upwards and the upper 
part of the tibial tubercle torn off. The part torn off was 
apparently small and probably consisted of two or three 
fragments. 

I operated on Sept. 8th. A horseshoe-shaped incision was 
made with the convexity downwards and the skm flap 
dissected up. The fragments of bone, three in number, 
were attached to the lower end of the ligamentum patellie 
and were widely separated from their true position. The 
fragments, along with the ligamentum, could be easily 
drawn down into position. The bony fragments were, 
however, much too small to be fixed in position either 
by a screw or by a silver wire. A hole was therefore 
drilled in the projecting lower portion of the tubercle and a 
stout piece of silk passed through. One end of the silk was 
passed from behind forwards through the ligamentum 
patellie, just above the broken fragments of bone. When the 
two ends were tied the fragments were in excellent position. 
A few more stitches were put in between the ligament and 
the periosteum of the tibia. The aponeurosis on each side 
of the ligamentum patella:: was badly torn. On the inner 
side it was possible to bring the torn edges together with silk 
sutures; on the outer side it was impossible as it was torn to 
shreds. The skin incision was closed with silkworm-gut 
and the limb encased in plaster of Paris. On 8ept. 16th 
the plaster casing was removed and the stitches were 
taken out. Healing was by first intention. The plaster 
was unsatisfactory', so a McIntyre splint was sub¬ 
stituted. From this day onwards daily massage and passive 
movements were adopted, and also the muscles of the 
thigh and leg were kept in good condition by electrical 
graduated contractions. On Oct. 14th the splint was removed 
during the day and active movements in bed were allowed. 
On the 20th the use of the splint was discontinued and a few 
days later he was able to bend his knee to a right angle. On 
the 27tli he left his bed and walked about with the aid of 
crutches, while on the 30th he could, while sitting on the 
edge of the bed, raise his foot from.a dependent position. 
On Nov. 4th he could get about easily with the aid of only 
one stick. Flexion and extension of the joint were perfect, 
but there was too much lateral movement. Owing to the 
treatment adopted the muscles of the thigh ou the injured 
side were in better condition than those on the sound limb. 
The patient returned to sea early in December, about three 


3 Medical Journal of Australia, Oct. 2u4,1915. 





280 The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[Aogust 12, 1916 


months after the operation. HiB only complaint now is that 
the joint feels a little weak at the sides. He doeB not llnd it 
necessary to wear a bandage or knee-cap. 

There is very little in text books of surgery on the snbject 
of separation or fracture of the tubercle of the tibia. The 
universal recommendation is to wire, screw, or peg the 
fragment into place. In this case it was impossible to carry 
out any of these directions, but it was a very simple matter 
to get the fragments into perfect position in the manner 
described. 

Shanghai. _ 


PLACENTA PR.EVIA CENTRALIS. 

By William Robertson, M.D. Glasg. 


I had slight notice of the probable condition of the following 
case from the husband, who told me that his wife (European) 
had had haemorrhage three or four times during her present 
pregnancy. 

The patient, aged 36, who was in her sixth pregnancy, “ felt 
life,’’ and had no untoward experience heyond the slight 
haemorrhages referred to. These were controlled by bromide 
and ergot, and rest in bed. I had no opportunity of vaginal 
examination until finally being called in for’ accouche¬ 
ment. The pregnancy had reached full term, and foetal life 
was distinct. Vaginal examination showed a centrally 
placed placenta prmvia. The os was of the size of a 
crown-piece, thin, soft, and dilateable. Examination 
brought away a little blood. Prudence seemed to 
indicate plugging. The mother was anmmic, with not too 
good a pulse. Previous labours were normal and not 
prolonged. Plugging was performed manually without 
distress or much shock. After a good rest and nourishment 
the plugs were removed aud found only stained. The os was 
still further dilated. Under ohloroform internal version was 
performed. The placenta was found to be very thin, so that 
the waters and the head, not yet engaged, could be readily 
felt. A foot was brought down and the child, a large one, 
was safely turned. Before the head was engaged the placenta 
came away entire. An effort was made to deliver the child 
as rapidly as possible, but the head stuck and delayed 
delivery for half an hour. The child’s head was 14 inches in 
circumference and the mother was of small build. The 
child was born dead, as was to be expected. The mother 
now required all attention. She had become pale, faint, and 
pulseless, but answered to the usual restoratives. Very 
little blood was lost during manipulations aud none after¬ 
wards. A few tabloids of salt and citrate were placed on the 
placental area. Recovery was rapid and uneventful. 

One might have thought of perforating the placenta, 
allowing the waters to escape, and letting the case proceed 
in the usual way. The child's head would, however, at once 
have put the whole placenta out of functioning, and besides 
the length and shook of labour would have invalidated the 
life of the mother, and certainly the life of the child. 
Version therefore seemed to offer a chance for both. The 
slight hold the placenta had on the cervix was disconcerting. 
I made no effort to detach it beyond perforating it for 
version, which was an easy matter. The arm in the os pre¬ 
vented a too rapid loss of the waters and facilitated seizure 
of a foot. The placenta came away, of course, completely 
shorn of membranes. These had to be subsequently very 
carefully removed. 

St. Mark's, Cape Province. South Africa. 


Convalescent Home at Grange-over-Sands.— 
On August 7th Mr. Charles Duncan, M.P., opened the new 
convalescent home of the Workmen’s Clnbs Union which has 
been erected at a cost of £20,000 at Grange-over-Sands. The 
building will accommodate 66 residents. 

Edinburgh Royal Infirmary : The Appointment 
of Senior Students to Resident Posts— At a meeting 
of the managers of the Edinburgh Royal Infirmary held on 
August 7th the following appointments were made:— 
Resident physicians: James M. Tyrrell, final-year student, 
to Sir Robert Philip, and Harold Budler, final year student, 
to Professor W. Russell. Resident surgeons : Gerald W. Grant, 
final-year student, to Professor F. M. Caird: J. McAuslin, 
final-year student, to Mr. N. T. Brewis; Adam Prentice, to 
Mr. D. Wallace; Duncan Cook, final-year student, to Mr. 
F. E. Jardine. Surgical out-patient department: John 
Allison and J. Laurie Lamont, both final-year students, to 
Mr. Jardine 
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Pathological Lying , Accusation , and Swindling : A 
Study in Forensic Psychology. 

By William Healey, A.B., M.D., Director, Psycho¬ 
pathic Institute, Juvenile Court, Chicago, Associate Pro¬ 
fessor, Nervous and Mental Diseases, Chicago Polyclinic ; 

and Mary Tenney Healey, B.L. London: William 

Heinemann. 1916. Pp. 287. Price 10a. 6 d. net. 

The main purpose of this work is to establish a 1 • closer 
definition of pathological lying than has hitherto been 
offered.” The authors evidently assume that the existence 
of such an entity is generally accepted, but contend that 
previous writers have employed an insufficiently clear termin¬ 
ology, and have erroneously included under this heading 
cases of epilepsy, insanity, and mental defect. They regard 
“pathological lying” as a “type of delinquency,” and at the 
outset of their book essay to define it as “falsification, 
entirely disproportionate to any discernible end in view, 
engaged in by a person who, at the time of observation, 
cannot definitely be declared insane, feeble-minded, or 
epileptic. Such lying manifests itself, most frequently by 
far, over a period of years or even a life-time.” In the 
course of the introductory chapter it is stated that lawyers 
or other professional specialists have slight knowledge of this 
subject, and that one reason for this slight knowledge is the 
fact that almost nothing has been written on it in English. 
The second chapter gives some account of much German, and 
a little French, literature on the subject, and we learn from 
this that the generally accepted term in Germany for 
‘ ‘ pathological lying ” is pseudolo/jxa phantastica —a term 
that at least in this context is not luciferous. 

After a careful perusal of the book before us, which 
unquestionably contains many faithful and really interesting 
reports of such cases as are well known to medical psycho¬ 
logists conversant with children or “ delinquents,” or with 
both of these groups, we are unable to attribute any scientific 
or practical value to the conception of pseudologia phantastiea 
in its relation either to psychology, criminology, or penology. 
It appears to us that the very definition laid down by 
the authors, and the terms used by them in other parts 
of the book, imply that they regard insanity and mental 
defect as concerned with the intellect alone. The cases of 
“pathological lying ” which they appear to regard rightly as 
essentially consisting in disorder of conduct, are explicitly 
excluded from the class of “ insane ” persons because of the 
absence of delusions, and from the class of “mental defec¬ 
tives,” or feeble-minded, because, according to the value 
given to these terms by the authors, the word mind 
excludes all mental factors other than that of the intellect. 
If, then, the disorder of conduct which is inseparable from 
the conception of “ pathological lying,” as presented 
to ns in this book, is to be regarded as a type 
of “delinquency” unconnected with any disorder of 
intellect, or indeed with discoverable disorder of any 
kind, whether “mental ” or “ physical.” it follows that the 
creation of a closely defined class of delinquents under the 
title of pathological liars is by no means helpful, but, on 
the contrary, both confusing and meaningless. It seems to 
us that most of the cases so vividly described in this book 
are easily referable to mental disorder, from “insanity” to 
“mental defect” in its various expressions, and especially 
to the certainly ill-named but justly recognised category of 
“moral imbeciles,” or persons who inherently lack the 
capacity of being duly educated for social life in spite of 
fair general intelligence. 

Undue multiplication of ill-defined classes under new 
names is greatly to be deprecated, especially in con¬ 
nexion with matters that have a practical bearing. The 
study of disorders of conduct supplies the basic test of 
mental disorder of all kinds, whether such disorder be styled 
“insanity" or “mental defect”; it underlies, moreover, the 
problems of grading criminal responsibility and of the 
appropriate treatment of criminals. The authors of this 
book, indeed, appear to appreciate in some degree the 
difficulty of making a “ close ” definition of pathological lying 
by inserting a chapter on "borderland” cases; but they 
have distinctly failed to establish the contention that their 
specially defined pathological liars are “ mentally normal.” 
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History of the Royal College of Surgeons in Ireland 
and of the Irish Schools of Medicine , in- 
chiding a Medical Bibliography and a Medical 
Biography. 

By Sir Charles A. Cameron, C.B. Second edition, 
revised and enlarged. London : Simpkin, Marshall, and 
Co.; Dublin : Fannin and Co.; Edinburgh : J. Thin. 1916. 
Pp. 882. 

The history of the corporations of their own profession is, 
or should be, always of interest to medical men, and Sir 
Charles Cameron’s “ History of the Royal College of Surgeons 
in Ireland ” is a case in point, and a book made all the 
more attractive by its very discursiveness, for the inclusion 
of medical bibliography and biography affords its author 
great scope for giving his readers many lifelike pictures 
of past times. To deal first with the history of the 
College. The Irish surgeons were primarily, like their 
brethren in other lands, incorporated with the barbers, 
and a Guild of Barbers was established by Henry VI. 
in Dublin in the year 1446 on St. Luke's day, the 
Guild being established for the promotion and exercise 
of the art of chirurgery. By Elizabeth’s time there were 
surgeons in Dublin who were not incorporated with the 
barbers, but formed a society by themselves. This society 
was ordered, 1577, by a charter of the Queen to be incor¬ 
porated with that of the barbers. It is worthy of note that 
Henry’s charter provided for the admission of women. 
Another charter was granted by James II. in 1687. In 1780 
the Dublin Society of Surgeons resolved to apply for a 
charter incorporating the surgeons of Dublin into a Royal 
College. Naturally the barber surgeons objected, but the 
charter was granted all the same in 1784, and the first 
President of the Royal College was Samuel Croker-King, who 
was also notable for having saved the life of a child who 
afterwards became the great Duke of Wellington. A second 
charter was granted in 1829, the most important feature of 
which was the giving powers to the College to admit to 
examination candidates who were not indentured apprentices. 
Supplemental charters were granted in 1844 and 1885. 

For the general medical reader the most interesting portions 
of Sir Charles Cameron’s work will probably be the biographical 
and bibliographical sections. In 1775 John Gilborne, M.D., 
wrote the •• Medical Review : a Poem ; being a Panegyric on 
the Faculty of Dublin, Physicians, Surgeons, and Apothecaries 
marching in procession to the Temple of Fame.” From this 
poem Sir Charles Cameron quotes extensively. Though we 
cannot say that the divine fire is present, yet the bard 
certainly succeeds in drawing a striking portrait— 

14 The fractur’d Skull, to Samuel Croker-King, 

The broken Limb, Wounds, and Luxations bring; 

There’s no Disaster but he can set right. 

With Splints, Trepan, and Bandage not too tight." 

There is one blemish to which we must refer in an other¬ 
wise admirable book, and that is the extraordinary number 
of misprints, especially in Latin passages. Nearly every 
Latin title of a book quoted has at least one misprint, and 
some have three or four, while even such a well-worn tag as 
“ Non omnis moriar” appears as “ Non omnis morior.” In 
other places we find “carundem ” for “ earundem,” *• com- 
plarium” for “ complurium," “ templina” for “ templum,” 
and “parulus” instead of, we imagine, “paratus.” Such 
errors should not appear in any book, least of all one dealing 
with a learned body and in a revised edition. 


CURRENT GERMAN MEDICINE. 

Wound » of the Larynx .—We are indebted to Dr. Dundas 
Grant for a translation of Professor Korner’s (Rostock) 
article dealing with three cases of gunshot injury of the 
larynx ( ZeiUchr. f. Ohrenkeilk, March, 1915). 

Casf. 1. Shot through larynx and pharynx below vocal cords from 
right and in front to the left back wards. —There was no pain, but loss of 
voice at the time (August 28tb). There was some throwing up of blood 
without cough, and for six days pain on swallowing. The left vocal cord 
and arytenoid cartilage were almost in the middle line, both on respi¬ 
ration and phonation. Below the commissure, especially to the right, 
there was a greyish-red, somewhat hummocky swelling. The shot must 
have been directly under the left arytenoid cartilage. The condition 
gradually settled down, and on Oct. 16th the movements of the arytenoid 
cartilage and vocal cords were quite normal; the irregular swelling 
under the commissure had become converted into a cicatrix In the form 
of a horizontal, sharp-edged, fold-1 ike structure which projected for about 
2 mm. into the lumen of the larynx. 

Professor Korner’s comment is as follows : This was a 
shot through the larynx and hypo-pharynx. A small 


infantry bullet had passed from in front through the thyroid 
cartilage somewhat on the right of the middle line, imme¬ 
diately under the commissure of the vocal cords. It left the 
larynx below the left crico-arytenoid joint; it must have 
>erforated the wall of the hypo-pharynx on the left side in 
ront and behind in order then to leave the body below 
the nape of the neck. We cannot tell whether the 
ball took in with it portions of the collar of the uniform. 
The results were simply a temporary fixation of the left 
arytenoid cartilage and a’ small scar under the commissure. 
Nothing which the experience of previous wars would have 
led us to expect as the inevitable result of such au injury 
was present; there was no great haemorrhage, no extensive 
destruction of cartilage, and no dangerous oedema. The 
prophylactic tracheotomy, which was formerly so strongly 
recommended, was not carried out, and the result showed 
that in this case it would have been quite superfluous. 

Cask 2. shat on the right side through the lower jaw : recovery with 
ankylosis of the right crico-arytcnoid joint— The soldier was shot on 
Sept. 16tb, 600 metres distance, through the right horizontal portion 
of the lower jaw and the right side of the neck, as he had bent 
forwards in order to lie down. At the moment of injury he observed 
a singing and humming noise in the head ; he fell forwards and for a 
short time was quite deafened. A soldier fastened the fir*t dressing on 
the orifice of entrance, but no orifice of exit could be seen. Later, when 
he got to the dressing-station, the exit was found and bandaged. 
Immediately after the shot the voice w’as weak and hoarse, but there 
was no dyspnoea nor expectoration of blood. On the other hand, there 
was a slight pain on the right side of the neck daring swallowing, and 
the mouth could not be properly opened, while chewing was impossible, 
and there was a feeling of numbness of the right side of the lower jaw. 
He was kept for a week and a half in a hospital and then treated In a 
garrison hospital at Rostock. On Oct. 12th—that is, 26 days after the 
wound—Professor Korner saw him for the first time and found him in 
good condition, except for the pain on opening the mouth and 
chewing and the hoarseness. The orifice of entrance was 12 mm. 
laterally distant from the right comer of the mouth and about 
3 mm. below the level of the junction of the lips. The orifice of 
exit, which was not yet completely healed, was 3 cm. to the right 
of the spinous process of the seventh cervical vertebra; it was 
about 3 cm. across. About the middle of the horizontal part of the 
lower .jaw on the tight there was a thickening of the bone perceptible 
to sight and touch and somewhat tender; although the mouth could 
not be widely opened. It wns still possible to inspect the buccal cavity 
and meso-pharynx, as well as to carry out Indirect laryngoscopy. Inter¬ 
nally there waa no abnormality In the low r er jaw. All the teeth were 
present and were sound. The structures of the palate were normal 
and the tongne movable In all directions. The right vocal cord was 
immovable in the middle line during both respiration and phonation; 
its edge was quite straight; the right arytenoid cartilage showed nc 
movements and did not hang forwards; otherwise the picture of the 
larynx was completely normal; there waa no swelling or extravasation 
of blood. On the left side the movements of the arytenoid cartilage 
and vocal cord were unimpaired. The voice sounded somewhat thick, 
and on inquiry the wounded man stated that he noticed a slight difficulty 
in breathing on exertion. To the touch externally the larynx showed 
no difference between the right and the left sides, but there was some 
tenderness on pressure on the posterior part of the right half of the 
thyroid cartilage. The muscles supplied by the right spinal accessory 
nerve were unaffected. An X ray examination of the lower jaw revealed 
a grooved fracture running obliquely backwards and inwards, but without 
affecting the roots of the teeth. On Oct. 30th the laryngoscopic appear¬ 
ance was unchanged, the voice waa quite clear, the mouth could be 
opened, while the swelling of the jaw was scarcely to be detected, and 
the orifice of exit had healed. 

The author comments: This was a subcutaneous glancing 
shot on the right side of the larynx; it injured the posterior 
part of the right half of the thyroid cartilage; with this 
there was a lasting fixation of the right crico-arytenoid joint, 
as the result of which the vocal cords stayed in the middle 
line. The shot does not seem to have gone to the hvpo- 
pharynx, as no trace of blood was expelled. The fact that 
the median position of the vocal cord did not depend upon 
an injury of the vagus nerve was showm by the fact that the 
arytenoid cartilage was not inclined forwards, and 44 days 
after the injury there was no concavity of the border of the 
vocal cords. An isolated injury of the trunk of the vagus so 
high up without injury of the great vessels or the other 
neighbouring cranial nerves is almost out of the question, 
and the deep, descending, recurrent branch cannot have been 
struck in this case, as at the level of the wound it must 
already have broken up into its muscular branches. Again, 
the posterior crico-arytenoid muscles cannot have been 
strucK, as the hypo-pharynx was undamaged. 

Cask 3. Shot in the right side of the face and neck, with injury to the 
vagus , theaccessory. and hypoglossal nerves.— On August 23rd a shot from 
a distance of 250 metres struck the soldier on the right side of the face 
and neck. He did not lose consciousness at once, but observed double 
vision and interference with his speech, which became indistinct, 
hoarse, and weak, so that it was difficult for him to make himself 
understood. Further, be was unable to open hiB mouth wide or to lift 
the right arm completely. There was no bleeding from the mouth, 
nose, or ear, and no difficulty in breathing. A few days later the bullet 
was felt further back in the neck and extracted by an incision. Fifty - 
fivedays a»tcr the injury' he was seen by Professor Korner for the first 
time. Apart from the above-mentioned disturbances, which were still 
present, he appeared both mentally and bodily sound. There whs 
tound slight paralysis of the sixth nerve and on both sides neuritis of 
the optic nerve; tne mouth could only be opened to a small extent, 
the teeth separating little more than 2 cm. ; the tongue when pro¬ 
truded pointed to the right. The soft palate during retching and 
phonation w r as drawn strongly to the left, but the posterior wall of the 
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pharynx contracted equally on both sides. In the Killian position and 
after depression of the tongue downwards and forwards with Czermak’s 
uvula holder (sict laryngoscopy could be effected; the epiglottis pointed 
from below upwards and to the left; the right vocal coni was immobile 
in the position of abduction ; the left one overstepped the middle line 
by a few millimetres during voice production, but not sufficiently to 
touch the right one. The light arytenoid cartlUge fell forward to 
some extent; the voice wa6 toneless and accompanied by an escape of 
air, but articulation was very little impeded by the paralysis of the 
right hypoglossal nerve. Comparative tests for parotid secretion and 
taste on both sides were undecisive owing to the closure of the mouth. 
In the same way it was impossible to test the sensibility of the larynx. 
The right sterno-mastoid and trapezius were paralysed and atrophic 
and gave the reaction of degeneration. The right shoulder hung down 
ia the mannor characteristic of paralysis of the accessory nerve, and 
the arm could not be raised above the horizontal. The pulse during 
absolute rest was 96 in the minute. By the middle of November the 
condition had not altered, except that the mouth could be opened 
more widely. 

Professor Korner adds: In this case it was not the larynx 
itself bub the vagus nerve supplying it which was struck; 
the bullet penetrated the right zygoma, broke through the 
ascending process of the right inferior maxilla, and lodged 
in the right side of the neck under the skin where the spinal 
accessory nerve comes forward beneath the middle of the 
posterior margin of the sterno-mastoid muscle. The zygoma 
seems only to have been damaged externally, and no trau¬ 
matic inflammation of the antrum supervened. Paralysis 
of the sixth nerve, indicated by double vision immediately 
on receipt of the wound, is out of the question. One might 
suppose that it was an injury of the abducens nerve, but the 
splintering of the bone which reaches from the zygoma into 
the orbits should directly involve the external rectus muscle. 
In regard to this the X rays gave us no enlightenment. To this 
we add bilateral optic neuritis, which at first sight may be 
explained by bleeding in the skull, to which we might at the 
same time attribute the sixth nerve paralysis. The closure 
of the mouth may be explained by the fracture of the 
cornoid process of the lower jaw. The vagus nerve must 
have been struck high up soon after its exit from the 
skull, but whether it was above the giving off of the 
superior laryngeal branch cannot be decided, as the sensi¬ 
tiveness of the larynx could not be tested. This injury 
led to the complete paralysis of the right vocal cord 
and half of the palate and to the quickening of 
the pulse. Whether the accessory nerve, injury of which 
gave rise to the paralysis of the sterno-mastoid and 
trapezius, was struck near its exit from the skull or only 
behind the sterno-mastoid in the neck where the bullet was 
later extracted must remain undecided. Possibly the 
glosso pharyngeal nerve was also damaged, but with regard 
to this nothing more could be ascertained on account of the 
closure of the mouth preventing the necessary investigation. 
Finally, the hypoglossal nerve was affected. ‘The unilateral 
paralysis of the tongue had the result that at first the 
patient’s speech was scarcely intelligible. This difficulty 
gradually passed away with' exercise, although the hemi¬ 
plegia of fhe tongue and also of the larynx and palate 
continued, and are probably irreparable. Suture of the 
accessory nerve might perhaps overcome the paralysis of 
the shoulder if carried out soon and one succeeded in finding 
the divided nerve ends; however, we do not know where 
they should be looked for, high up near the trunk or more 
peripherally behind the sterno-mastoid. 

The lesson drawn by the author from the three cases is 
that the wounded men, although at the beginning they 
showed definite signs of injury of the larynx, were not 
investigated in the larynx either in the field hospital or 
later in the hospitals far behind the scene of action; that 
it was only when they reached the university town where, 
for some years the official surgeons in the hospital for the 
reserves had been accustomed to carry out the necessary 
special examination of their patients that larvngoscopic 
examination was made; in one case 13, in another 26, and 
in the third 55 days after the injury; and that numerous 
important and interesting wounds of the larynx will escape 
observation and treatment, as military surgical statistics 
show, if laryngologists do not systematically search them 
out in the hospitals. 

Another case, for which we are also indebted to Dr. Dundas 
Grant, is taken from an article by Professor Denker (Halle), 
official oto-laryngological surgeon to the Fourth Army Corps, 
on Gunshot Injuries of the Upper Air Passages (Aroh. f. 
Ohr .-, Nat.- % u. Kehlkopfheilk, February, 1915). The case is j 
of interest in itself and because it concerns an English 
officer. 

The patient was an English officer wounded In the head by a rifle 
bullet at Etreux on August 27th. He was taken Into a reserve hospital 
at that place, and there tracheotomy was carried out. Then he was 
handed over to the reserve hospital in T. In the following condition. 
The patient was absolutely voiceless wearing a tracheal cannula 
which very soon got blocked up with blood and serum. On laryngo¬ 
scopy the vocal cords were not visible, as the vote© could not be pro¬ 
duced. A soft gum-elastic catheter could not be passed upwards from 


the tracheotomy opening. The margins of the wound were little- 
irritated, and breathing through the cannula when clean was free and 
unrestricted. Respiration through the mouth was quite Impossible. 
The general condition was good. The treatment at T. consisted in 
renewing and cleaning the canaula. An attempt was. however, made- 
to close the cannula la part by means of a cork with a notch in it. 
The patient was sent to Halle for special treatment on Oct. 22nd. 
On Oct. 23rd it was found that besides the wounds in the neck the 
patient had been also shot in the arm. In the region of the larynx 
there was found at the height of the crlcitd cartllAge in the middle- 
line and 3 cm. further to the left reactionless cicatrices each of the size 
of a pfennig. Below the orlcoid was the opening in the trachea in which 
there was a cannula without an inner tube. On examination of the larynx 
there was seen extreme redness of the epig ottis, the margin of which 
was flexed backwards. The vocal cords were scarcely to be recognised ; 
the right *me seemed especially swollen and red. The patient was 
at fir»t treated with Inhalations of M.’s salt, but in the course ef 
the first day he complained suddenly of difficulty in breathing. The old 
cannula was then taken out and a now one with an inner tube put in its 
place. 

On Oct. 24th under local amrsthesia of the neck and larynx, as also 
of the tracheal fist ula. an attempt was made to carry out direct exami¬ 
nation with the help of a tracheoscopy tube. This, however, brought 
on severe cyanosis and dyspncea, which made it necessary to re¬ 
introduce the cannula. For some time little change took place in the 
larynx. Respiration through the larynx with a fenestrated cannula 
could only be carried out for one breath with the greatest effort and 
with loud cyanotic stridor. Roentgen photography of the larynx with 
a soft tube (in fencer’s attitude) was taken with an exposure of 
eight seconds, and it showed distinct changes in the lower parts 
of the larynx. When the picture taken is compared with a 
photograph of a normal larynx it can be recognised that in the 
lower part of the larynx and exactly in the region of the cricoid 
cartilage there is a difference perceptible, which shows that the 
cricoid cartilage at this place has been br->ken> up by the shot, while 
in the normal larynx the arch of the cricoid can be distinctly out¬ 
lined and clearly differentiated through the bright part of the 
ligamentum conlcum from the lower margin of the thyroid; 
this part is completely wanting in the wounded larynx. The 

f ilate of the cricoid appears to be preserved and marked off in. 
ront by an irregular line. On the attempt to find a way from 
the tracheal fistula upwards into the larynx only a very fine rounded 
probe could be passed. Taking together these observations along with 
the Roentgen pictures it seemed clear that as the result of the wound 
there was a very high degree of stenosis of the subglottic space or it 
might be of the upper part of the trachea As it s-emed out of the- 
question to make the larynx pervious by dilatation from the mouth, it 
was decided to carry out a larymgo fissure and to excise the cicatricial 
tissue, which had already been recognised, and then to endeavour to 
open the tube of the larynx by means of Thoet's or Brugemann’s bolt 
cannulas. Before this was carried out the growth-like thickenings - 
which h»fcd formed in and below the tracheal cannula and the lateral 
walls of the trachea were punched awav wl< h a conchotome under 
cocaine and adrenalin anaesthesia. On Nov. 20th under scopolamine 
and pantopon narcosis and local infiltration' anesthesia, along with 
cocainisatlon of the larynx, the proposed operation was carried out. 
The Incision through the skin and soft parts, beginning In the middle 
line above the upper margin of the thyroid cartilage, cutting down to 
the cartilaginous substance, was extended to the tracheal opening. By a- 
puncture below the middle of the lower margin of the thyroid 
cartilage »he subglottic space was opened a-nd the crico-thyroid artery 
divided and ligatured. From the subglottic space a bougie was passed 
from above downwards into the trachea. The soft parts lying on the 
bougie were then cut through with the knife. These consisted of a 
firm connective and cicatricial tissue in which here and there were 
small particles of cartilage. In order to keep the margins of the- 
wound better apart the thyroid cartilage was cut in the middle line 
from below upwards for about l cm. w>to the scissors up to about the 
anterior commissure of the vocal cords. The tissue was excised with a 
conchotome knife and scissors until a lumen of about 1 cm. in diameter 
was produced. By probing from above it was ascertained that the way 
to the larynx was quite free. Thereupon a cylindrical, firmly com¬ 
pressed t»mpon of iodoform gauze of the thickness of the little finger- 
was inserted, and its upper part pushed up to the height of the glottis. 
Then the whole of the outer wound was united by stitches and a tracheal 
cannula introduced. The patient complained of very little pain during- 
the operation. During the few following days the pain was, however, 
more considerable, and mucous secretion stained with blood was 
coughed out in considerable quantify. On Nov. 24th the stitches were 
removed and some purulent secretion evacuated from a stitch. After 
the removal of the Iodoform gauze tampon Thost’s bolt No. 5, with the 
corresponding cannula, was introduced. The patient was free from, 
fever, and complained only of pressure pain. Two days later the 
tampon and cannula were removed and were replaced by cannula and 
bolt No. 7. There was no discharge from the stiteh. On Dec. 1st' 
bolt No. 8 was introduced without any great difficulty, and the opera¬ 
tion wound had completely healed. During the next few days the 
patient complained only of a slight feeling of pressure in the region of 
the larynx. On Dec. 9th bolt No. 9 was introduced; the patient felt 
well ou the whole, and had no special discomfort in the neck. 

Professor Denker comments: As regards the prognosis in 
this case there seems every prospect that with sufficiently 
long-continued dilatation it will be possible to again 
establish respiration through the larynx, but it is scarcely to 
be expected that the vocal function can be restored. From 
the nature of the wound it would appear that on both sides 
the lateral crico arytenoid as well as tne crico-thyroid muscle 
had been considerably damaged and their functions quite 
destroyed. There is further a possibility that the recurrent 
nerve, even if not damaged, has been probably contused or 
dragged. It is, therefore, extremely doubtful whether a loud 
voice could every be restored, though it appears, according 
to observations made after complete extirpation of the vocal 
cords and removal of parts of the larynx, still somewhat- 
possible that the patient may later acquire a voice which,, 
though by no means normal, may yet be intelligible. 
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CUPRASE is a colloidal copper hydroxide which 
is obtained chemically by the reduction of salts 
of copper in the presence of albumosic acid. 


THE MEDICAL TREATMENT 

OF 

CANCER. 

Revue Moderne de Medecine et do Chirurgie. 

As a result of over ten years’ research work on Canoer Dr. 
Gaube du Gers produced a new Colloidal Copper Hydroxide 
which lias given remarkable results in arresting the 
progress of the disease, with loss of pain, and great improve¬ 
ment in the general condition of the patient. Locally, these 
results are manifested by a transformation of the lesions, 
leading to their cicatrisation, in a greater or less period, to 
the diminution in their size, and finally to the disappearance 
of the diseased glands. Dr. Gaube du Gers’ Cuprase is 
employed in subcutaneous injections made very slowly in the 
gluteal region, with a needle of about 0 03 cm. at the rate of 
an ampoule every four days, which should be continued in 
the same manner as long as necessary. These punctures 
are not generally painful and do not produce any local 
reaction. Cuprase is not toxio. 

Extract from Proceedings of the Royal 

Society of Medicine, February, 1913 : 

Dr. George Herschell :. 

. . . There are two kinds of colloid copper. The electrically 
prepared colloid which is manufactured by passing an electric 
arc through copper plates immersed in water, and the 
chemical colloid which results from the slow reduction of 
copper in the presence of albumosic acid. Theoretically, the 
electric colloid should prove most efficacious, as the particles 
of copper are reduced to the finest state of subdivision. 
Clinically, however, the chemical colloid appears to give 
the best results. In the following cases chemically prepared 
colloid was used. Experimentally, it has been proved: 
(1) That particles of colloid copper can be demonstrated in the 
granulations of cancerous growths after two or three injec¬ 
tions of the colloid ; and clinically (2) There is invariably 
great relief from pain ; (3) Appetite and strength return 
and the patient puts on flesh ; (4) There is in many cases 
a diminution in the size of the tumour ; (5) The injections 
are absolutely non-toxic, although in many cases an 
inflammatory reaction is manifested in the cancerous growths. 

As regards my own personal experience in the use of this 
method of treatment in addition to my own cases, I have 
had an opportunity of observing the effects in the practice 
of some of my medical friends, and in nearly all cases the 
progress of the disease appeared to be arrested. 
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The State Treatment of Venereal 
Diseases. 

At the recent session of the British Medical 
Association a recommendation was approved by the 
Representative Meeting that arrangements should 
be made for confidential registration or certification 
of the causes of death, this being one of the pro¬ 
posals of the Royal Commission on Venereal Diseases. 
Until such registration and certification can be 
made fearlessly and candidly by medical men the 
public will not appreciate the far-spreading 
mischief of venereal diseases, but it is absolutely 
necessary that on the one hand the feelings of the 
public should be as far as possible protected, and 
on the other that medical men should run no risk 
in discharge of their duty. The State intervention 
in respect of venereal diseases depends for its 
success mainly on these two factors, whether we 
are considering prevention or treatment; and a 
third factor will be the prompt ascertain¬ 
ment of the amount of work that lies before 
us all, as gauged by the prevalence of patho¬ 
logical conditions. The Representative Meeting 
also endorsed the recommendation of the Royal 
Commission with regard to the keeping of 
uniform records in all sickness institutions, and 
this recommendation veiled an indictment of a 
great many hospitals, some of them being among 
our best-managed charities. If the statistics 
tabulated from death registers by the Registrar- 
General cannot be claimed as yet to afford any 
close measure of the amount of mortality from 
venereal diseases, still less, unfortunately, do hos¬ 
pital records give absolute information. If the Local 
Government Board can devise a system for the use 
of hospitals and Poor-law establishments by which 
accurate statistical information can be obtained 
as regards the prevalence of these diseases among 
the persons who receive institutional treatment a 
great step forward will be taken. For it must be 
remembered that we are as yet a little in the dark 
as to the extent of the mischief which is now 
to be combated by a thorough going alliance 
between medicine and the public. The matter 
is one upon which the widest differences of 
opinion have been expressed, for while one 
man’s experience seems to indicate that, speaking 
here of syphilis alone, the amount of disease 
has much decreased in the last generation, 
another, with apparently an equal right to speak, 
will suggest that there is a general syphilisation of 
the population. We incline to the optimistic view, 
which is supported by the curves of mortality from 


syphilis in England and Wales for the last 30 years; 
but what is required, if only having regard to the 
colossal sums of money that will have to be spent, 
is a definite knowledge, as far as possible, of the 
extent of the evil now. In this way when progress 
is made its amount and its direction can be 
ascertained, so that expenditure may be open- 
handed in the indicated places, while being properly 
checked in places where, in the absence of informa¬ 
tion, it may be embarked upon ill-advisedly. 

Dr. J. A. Macdonald, chairman of the Council of 
the British Medical Association, raised the question 
which has, we know, occurred to many of our 
readers—namely. What part the general practi¬ 
tioners of the country were going to have in dealing 
with venereal diseases ? And other speakers at the 
meeting expressed apprehension lest the public 
health authorities should take over the whole of the 
work, laying down rules which the medical pro¬ 
fession would have to carry out. If this should 
result from the expression in law of the recommenda¬ 
tions of the Royal Commission on Venereal Diseases 
we are certain that it will be contrary to the wishes 
of the Commissioners as a body, and contrary also 
to the inclination of the public. Some of the Com¬ 
missioners, we are sure, regarded it as essential for 
the satisfactory working of any scheme for the pre¬ 
vention and treatment of venereal diseases that 
the local medical practitioners should be entrusted 
with a full share in the organisation set up by the 
State to be worked out by the medical profession. 
The National Committee for Combating Venereal 
Diseases would certainly support the claims of the 
general practitioner in this direction. Having 
regard to one aspect of the matter only, a majority 
of the more obscure cases will, in the first instance, 
come before the general practitioner. When 
the patient himself—of course, all that follows 
holds good for both sexes—knows what his condi¬ 
tion is, he may be able to have recourse to any 
treatment centre that he chooses, his convenience 
and his privacy being consulted as far as possible—so 
far, indeed, that a direct invitation to hospital abuse 
will be given unless methods of careful regulation 
are adopted. But where he is ignorant of his plight 
he may consult a private practitioner, who having 
diagnosed the case, will advise as to the next 
proceeding. Now in these cases, as in the cases 
where institutional treatment is sought at the onset 
and where the patient is later discharged to com¬ 
plete a cure under a private practitioner, it is 
necessary that the practitioner should know the 
whole details of the treatment undergone at the insti¬ 
tution. It was moved at the Representative Meeting 
of the British Medical Association that when a 
patient is discharged from an institution “ it is 
imperative for the continuity of treatment that a 
report as to his treatment during his attendance at 
the institution should be kept at the institution, 
and that a copy should be at the disposal of any 
medical practitioner who applies for it with the 
sanction of the patient.” This is a most valuable 
recommendation. If continuity of treatment is 
thus preserved the part played by the general 
practitioner in stamping out syphilis will be of the 
first importance, both really and in the eyes of the 
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public, while all medical men will be placed 
steadily in possession of the details of therapeutic 
technique. The British Medical Association pro¬ 
poses to make representations immediately to the 
Local Government Board explaining the issues here 
involved, and seeking that every local authority, 
when dealing with the treatment of venereal 
diseases, shall be compelled through all stages 
to take effective counsel with the local medical 
profession. 

In Western Australia interest in the problems of 
venereal disease has assumed practical expression 
in the form of an Act (1915) to amend the Health 
Act, 1911-12, and continuity of treatment is thus 
/secured for the patient. We are indebted to the Com- 
'.missioner of Public Health of Western Australia 
tfor a copy of this Act, and for an account of the 
■■steps taken by the Department of Public Health to 
ifacilitate its working. The system of “anonymous” 
notification of venereal disease provided by this 
Act is not a novelty; it has already existed for 
several years in Sweden, where the information 
thus obtained has given valuable data as to the 
prevalence and distribution of venereal disease. 
In Western Australia compulsory notification is now 
tfollowed up by a form of compulsory treatment; 
the patient may choose his own doctor and go 
from one doctor to another, but he is bound 
to remain under medical supervision until he has 
received a certificate of cure. To ensure continuity 
of treatment, the doctor who takes over a case from 
a fellow practitioner has to notify him of the 
transfer, and a special form is provided for these 
notifications from one practitioner to another. The 
original medical attendant is thus in a position to 
know whether his patient has gone to another 
doctor for treatment or has given up treatment 
under medical supervision. When a patient has 
absented himself from treatment for a period of 
six weeks the Commissioner of Public Health 
is notified, and under certain conditions the 
patient may have to undergo detention, com¬ 
pulsory examination, and treatment. The Act 
also provides free examinations, including Wasser- 
rnann’s reaction. From the principal features of 
the Act it is evident that it encroaches consider¬ 
ably on the freedom of the individual, as formerly 
understood, but this loss of personal liberty will be 
compensated for by an appreciable reduction of 
venereal disease. The Act bristles with penalties, 
and from the time a patient goes to his first doctor 
for advice to the time that a certificate of cure is 
issued, he has to run the gauntlet of potential fines 
and imprisonment. In many, perhaps most, cases 
the patient may be quite satisfied to be shep¬ 
herded in this patriarchal fashion, but there is a 
risk lest a certain proportion may so dread this 
compulsory pilgrimage to health that they will 
refuse to seek medical help, or seek it at a late 
stage of the disease. This is a risk which it is 
absolutely necessary should be avoided in the 
working of the new legislation in this country, 
and avoided it will be in the most satisfactory 
fashion if the principle of cooperation between 
the State and the general practitioner is kept 
steadily in sight. 


Bone Grafts and Ununited 
Fractures. 

A special meeting of the Surgical Section 
of the Royal Society of Medicine was devoted 
recently to the subject of bone grafting. For 
many years the problem of how best to deal 
with ununited fractures has engaged the atten- ' 
tion of surgeons, and the attempted solutions 
have been many; but it has been left to our own 
day to devise measures on which we can rely to 
produce results ensuring the life of the patient 
and the utility of his limb. The circumstances 
of the war will put such a claim to great trial, but, 
none the less, it can fairly be made. When we look 
into the methods which have been in the past 
employed we find that for centuries a technique— 
any technique—not requiring a breach of the skin 
was preferred; indeed, surgical interference was 
hardly seen at all, the wholesome fear of septic 
infection deterring most surgeons from undertaking 
operations on bones. At one time salts of lime and 
magnesia were credited, when administered intern¬ 
ally in large doses, with great power in hastening 
the union of fractures, but the evidence in favour 
of this view was by no means strong, and to-day we 
hear little about it. When the surgeon ventured on 
local treatment he preferred not to pierce the skin. 
Rubbing the ends of the bones forcibly together 
was tried at some schools ; Thomas, of Liverpool, 
employed beating the site of the fracture with a 
copper mallet, the skin being protected by leather, 
and the results in many cases were not at all bad. 
Brodie was in favour of applying a blister to the 
part, and Cline used caustic potash over the 
surface corresponding to the fracture. The next 
advance in importance was the attempt so to 
irritate the structures between the ends of the 
bone as to excite a lively inflammation and thus to 
lead to the formation of new bone. Stimulating 
injections were employed, such as silver nitrate and 
tincture of iodine, and some successful results were 
reported. Then acupuncture was thought of by 
Miller, of Edinburgh ; a cataract-needle or a long 
and narrow knife-blade was passed in between the 
ends of the bone and the surfaces were scarified so 
as to freshen them. Next Azam and Lente combined 
the use of electricity with the employment of needles, 
by sending a current of electricity through the 
needles after they had been introduced. In many 
cases each of these methods gave successful results, 
though in some of those in which electricity was 
used much suppuration was present. Physick intro¬ 
duced the use of the seton in the treatment of 
ununited fracture, a silk ribbon being passed 
between the ends of the bones; according to 
others it sufficed if the seton were placed close to 
the ends of the fragments. Physick advised that 
the seton should be left in place for several months, 
but less time than this usually sufficed. The 
danger was by no means small; good union followed 
in many of the cases, but death sometimes 
occurred. Somme, of Antwerp, employed a wire 
loop in place of the ribbon or thread, and claimed 
to have obtained satisfactory union; but in so far 
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as all these devices depended on the amount of 
inflammation set up, it is probable that the 
less septic wire would be a less efficacious 
instrument. 

Such were the early designs for dealing with 
the mortifying situation of an ununited fracture. 
So far all the attempts made had dealt with the 
material between the ends of the bone, and 
nothing had been done to the bone itself. Next we 
may put operations aiming at irritating the bone, 
so as to make it take on a bone-forming action. 
Arabian surgeons, many years ago, are said to have 
laid open the site of the bad union and to have 
dissected off the fibrous tissue intervening between 
the broken ends ; if so, White, of Manchester, was 
not, strictly speaking, a pioneer, when, in 1760, he 
cut down on the ends of the ununited bones, sawed 
them off, and having thus removed all the inter¬ 
vening fibrous tissue, freshened the ends so as to 
start an active bone formation. Later Horeau in 
1805 added to White’s operation the drilling of the 
two fragments and their fixation by a wire. Others 
applied caustics to the broken ends. These open 
operations, however, met with little favour, for 
they were accompanied by the profuse suppuration 
which followed at that time compound fractures, 
and not only was necrosis of the bony ends liable to 
occur, but the septic complications were not rarely 
fatal, while even in successful cases recovery was 
very slow indeed. Open operations were little used 
until the introduction of antiseptic surgery per¬ 
mitted their employment by removing the danger 
of sequelee. Attention was next devoted to 
subcutaneous operations on the bone. The ends 
of the bone were drilled with an awl, and in 
order to cause more irritation Diffenbach 
drilled the bones close to the fracture and drove 
into the holes conical ivory pegs with a mallet; 
these pegs were not intended to fasten the 
fragments together, but merely to stimulate the 
bone to the formation of more ossification. The 
pegs were generally removed after a few weeks 
when they had become loosened by the absorption 
of the surrounding bone. The method was useful 
but by no means free from danger, for death 
sometimes followed its employment. In 1854 
Bickebstf.th modified the method by drilling 
through both fragments, so that the pegs passed 
from one to the other and thus held the pieces 
together. Detmold simplified the operation by 
drilling through both fragments, leaving the drill 
in situ until the union was well advanced. 
Little further advance can be recorded until the 
advent of Listerism. Surgeons occasionally laid 
bare the ends of the bone and wired them together, 
but the sepsis which followed was usually so 
profuse that the operation was only attempted in 
cases in which all milder measures had failed. 
With the almost complete certainty of the exclusion 
of septic organisms afforded by antiseptic surgery, 
the surgeon was in a very much better condition to 
attack ununited fractures. Lister himself led the 
way in wiring recent fractures of the patella, and 
the same method was applied to ununited fractures. 
The results were, on the whole, sufficient not only 


to justify the practice, but to show that a trust¬ 
worthy method of treatment of ununited fractures 
had been found. Yet the new method had some 
disadvantages. The process of wiring was not 
always easy, and a number of cases occurred in 
which it was quite impossible to retain the frag¬ 
ments in position by wires. Various modifications 
or mechanical dodges were tried. Tubes of metal 
or bone were slipped over the ends of the frag¬ 
ments, and in some cases were efficient. Bone 
or metal plugs were placed within the medullary 
cavity and occasionally sufficed to produce the 
required firm? union, but the practical difficulties 
in the employment of all these methods were 
great. That the mischief of the ununited fracture 
could be remedied under the advantages of asepsis 
was clear, but it was not so clear what was the 
best procedure to be adopted in different cases. 
The credit of placing the treatment of ununited 
fractures on a sound basis must be given to 
Sir Arbuthnot Lane. He has dealt by his plan 
of plating not only with ununited fractures, but 
also with recent fractures where there was difficulty 
in placing the fragments in good position, dis¬ 
placement of the fragments being the most potent 
factor in the prevention of bony union. By 
the use of the plates which he devised, and 
by the insistence on the details of an elaborate 
technique, he and his followers have attained to a 
very high degree of success. Though there is still 
some measure of controversy as to the cases of 
recent fracture which should be submitted to these 
operations, there is a wide agreement that most of 
the results obtained can hardly be surpassed. Both 
before and since the introduction of Sir Abbuthnot 
Lane's procedure other surgeons have invented 
ways for dealing with fractures by drilling and 
nailing, and these have given satisfaction in a 
large number of instances. Among the more 
recent methods may be mentioned that devised 
by Mr. E. W. Hey Groves 1 ; he employs an in¬ 
genious method of traction of the fragments so that 
they can with but little trouble be brought into 
good position. A recent exponent of innovations in 
the treatment of ununited fractures is Dr. Frederic 
Albee, of New York, and British surgeons had an 
excellent opportunity of seeing a cinematographic 
exhibition of his practice at a lecture given by him 
at the rooms of the Royal Society of Medicine 
at a special meeting of the Surgical Section. 
He employs bone grafts, and these, of course, 
have been used before, with a varying measure of 
success, owing to their employment in a more or 
less haphazard way. No surgeon before Dr. Albee 
has devised the instruments for the task or mastered 
the details needed to make the operation a success. 
Some of his earlier work has been with bone grafts 
for the fixation of the spinous processes in caries 
of the spine, an operation which has accomplished 
much in the treatment of spinal caries, but the 
relative value of which is still undecided. He 
has now proceeded to the treatment of ununited 
fractures on analogous lines, and his demonstra¬ 
tion must have gone far to convince many hitherto 

1 Tax Lancet, Feb. 21st> TJI 4 p 517 
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doubting surgeons as to the real value of his 
ingenuity. By ordinary methods of preparation 
the bone graft i6 so damaged that its vitality is 
much diminished, but with the ingenious instru¬ 
ments of Dr. Albee the preparation of a bone graft 
becomes wonderfully easy and a matter of only a 
few minutes. The main point in bone grafting is 
to have the graft as free from injury as possible, 
and this Dr. Albee accomplishes as follows: The 
groove in the broken bone which is to be filled by 
the graft is cut by the use of two parallel circular 
saws driven by electricity. These form parallel 
cuts in the broken bone, extending on each side of 
the fracture as far as is required, and reaching 
down to the medullary cavity. By means of a small 
circular saw a cross cut is then made at each end of 
the former cuts, and then the piece of bone can 
easily be lifted out. Similar saw-cuts are then 
made on another bone, preferably the tibia, so that 
a piece of bone exactly the same size as the other is 
obtained. This can then be placed in the groove of the 
broken bone ; the surgeon can be certain that it will 
fit, and the graft is cut so quickly that it receives no 
injury and its vitality is in no way impaired. The 
extensive experience that Dr. Albee has already 
had with his method and the success which he has 
obtained are amply sufficient to require that his 
procedure should be thoroughly tested. 

A contemplation of the various means which 
have been employed for the treatment of ununited 
fractures excites admiration for the ingenuity of 
the many devices which have been used from 
time to time. Certain of the older of these have 
been discarded, some because the danger has 
surpassed the benefit, some because the results 
have not come up to the expectations to which they 
had given rise, and some because better methods 
have been devised coincident with increased know¬ 
ledge of physiology and of the causes of inflamma¬ 
tion. Of the several procedures which are now 
before the surgeons of the world time will decide 
which is to be accepted—and the time may be shorter 
than is generally required for similar decisions, 
owing to the lamentable amount of material 
which will be under our hands. It may well be 
that, owing to multifarious experience, some new 
mode of dealing with these troublesome cases will 
be brought before us. In estimating the relative 
values of the various methods it must always be 
borne in mind that a surgical procedure can only 
be judged by the results obtained by following 
implicitly the instructions of the author. For 
that reason Dr. Albee’s demonstration before the 
Surgical Section of the Royal Society of Medicine 
was of especial value. 


Gazette of the 3rd London General Hospital. 

—The August issue of this journal contains a valedictory 
note by the Commandant, Colonel H. E. Bruce-Porter, who 
is taking out to the East a 1040 bed hospital with a staff of 
Territorial medical officers. He asks that the confidence 
and loyalty given to him by his past staff at the 3rd London 
may be equally accorded to his successor Sir Alfred Pearce 
Gould. The other contents of the journal include the usual 
letterpress and pictures, mostly humorous. The price of 
the publication, which can be obtained at the hospital at 
Wandsworth, is 3d. 


Annotations. 


“Ne quid nimis." 


BELGIUM AND THE MEASURES FOR ITS 
RELIEF. 

In order to ascertain at first hand the condition 
of Belgium under German occupation and the 
actual fate of the supplies for the relief of its 
population, to which the American nation has so 
generously contributed, Mr. A. J. Hemphill, a well- 
known New York banker, has visited Belgium, after 
securing in Berlin permission to do so. His report, 
which has now been published, is, in one respect 
at any rate, of a satisfactory character. He is 
convinced that, in spite of opposition from a 
section of German critics of the situation, 
the food contributed for the relief of the 
Belgian population is, in fact, devoted to that 
end, and that the home-grown food-supplies 
of the country are also being consumed by its 
citizens. This last was made by the Allies a con¬ 
dition of the continued permission of food imports, 
and it had the sanction of the German Chancellor, 
in Bpite of opposition based upon the shortage of 
food in Germany itself. As to the necessity for 
the relief given, Mr. Hemphill declares without 
hesitation that the appearance of normal existence 
which he found prevailing, and which particularly 
impressed him when he arrived at Brussels, is an 
appearance only. Such manufactures as are still 
carried on do not affect more than a small section 
of the people, and the look of apparent well-being 
is only maintained through the pouring in from 
outside of supplies to the value of £1,200,000 
per month, in the distribution of which well- 
dressed men, women, and children claim their share 
as well as those outwardly needy. Mr. Hemphill 
places at 600,000 the number of children in the 
country entirely dependent upon the open-handed 
liberality of the outside world. The supply of milk 
for them has constituted a serious difficulty, but a 
system has been started by which peasants keeping 
cattle have each lent a cow without charge. These 
have been placed in communal herds, that at 
Antwerp numbering over 400 head. The cows are 
to be returned to their owners in due course, or 
compensation paid for their loss. The report of an 
independent observer, well qualified to examine the 
matter from a business-like point of view, should 
do much to satisfy everyone as to the absolute 
necessity that the relief funds should be maintained, 
and as to the fact that they are not being diverted, 
either directly or in effect, to sustain those for 
whom they are not intended. The gratitude of 
devastated Belgium and the knowledge that lives 
have been saved and a good deed well done will 
be the reward of Mr. Hemphill's countrymen and 
of all who have contributed. 


THE EFFECTS OF TRI-NITRO-TOLUENE ON 
WOMEN WORKERS. 

It would be surprising if the constant handling 
of a nitro-compound were not without some in¬ 
jurious effect upon the health of a proportion of 
workers, but as a very careful investigation the 
results of which we publish in a paper this 
week shows, the toxic symptoms here and there 
manifested are not widespread and moreover 
can with suitable precautions be avoided, while 
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in the majority of cases they yield to treat¬ 
ment. It has been well established that the 
chances of risk to health involved in the conduct 
of more or less poisonous trades can be minimised 
by the factory hands if they will adopt the pre¬ 
cautionary measures laid down by the Home Office 
authorities, while this same department is insistent, 
as a rule, on the provision of ventilation and all 
appliances needed to keep down or remove dust or 
gases in those industries in which they may arise. 
Dr. Agnes Livingstone-Learmonth and Dr. Barbara 
Martin Cunningham, women medical officers in the 
munition factories, point out that in the trinitro¬ 
toluene filling sheds the work necessitates intimate 
handling of the powder, and the more floury or 
fine the powder the greater the amount of dust in 
the air of the shop. In addition they suspect that 
a volatile product is given off under certain condi¬ 
tions of temperature and moisture. According to the 
evidence of some workers, the effects of the powder 
are more felt on night work, and this may be 
explained by the fact that ventilation, as a rule, is 
less free at night, owing partly to the air being 
too cold to allow of opening the windows freely, 
and partly to war conditions which necessitate 
the darkening of factory windows at night. The 
report is a very valuable one, and is the result 
of a thorough and painstaking inquiry, while the 
simple and effective suggestions made as to prophy¬ 
laxis should,if adopted,couferanincreased immunity 
on the workers from the toxic attacks of the 
powder. The injunctions laid down as to the 
importance of good and plentiful feeding, of 
personal cleanliness, of rest, of reduced night 
working, of protecting the person by overalls 
and so forth, are sensible and sound. It is 
so often the case that it is the neglect, on the 
part of the worker, to follow such simple pre¬ 
cautions which leads to a disturbance of health. 
They are offered authoritative help, but refuse to 
help themselves; and the observance of such regula¬ 
tions can be made with little personal inconvenience 
and be still consistent with a maximum output of 
munitions. 


ACUTE POLIOMYELITIS. 

Reports of increased prevalence of acute polio¬ 
myelitis come from New York and from Dr, 
Matthew Hay, medical officer of health for the 
city of Aberdeen. The actual number of cases 
notified does not appear to be large in either case— 
48 in the former and 39 in the latter; but the 
number of cases known to have occurred in June 
and in the first week of July suggests the beginning 
of an epidemic and that a greater prevalence is likely 
to occur in July, August, and September, for it is 
almost a constant feature for the incidence of 
poliomyelitis to be greatest in the months of July, 
August, and September. In the London area in 
1912 the disease reached its greatest prevalence in 
July, in 1913 in September, in 1914 in August, and 
in 1915 in October. It is the early recognition and 
isolation of the first cases which are of such import¬ 
ance, for all the clinical and experimental evidence 
goes to prove that the disease is transmitted through 
direct contact from acute cases or carriers and not 
by flies or vermin. The difficulty of determining 
the carrier is very great, for the only test which 
at present we possess for detecting the virus is the 
experimental one—viz., the injection of the filtered 
secretion into monkeys. Now this method cannot be 
completely relied on even in the hands of the expert 


investigator, and it certainly cannot be largely 
employed, for each operation would necessitate 
the sacrifice of at least one monkey. But though 
recognition of carrier cases is hard, prevention 
of the disease is not. The secretion from the 
nasal and buccal cavities is nearly always the 
source of infection; the virus is easily killed 
by dilute solution of potassium permanganate 
(1 in 2000), and in order to prevent infection 
the nasal and buccal cavities can be frequently 
washed out with this solution. The disinfection of 
the other excretions of the body and of the 
bedding and clothes can be carried out in the 
usual method as applied to any infective case, 
but it is to the buccal and nasal secretions 
that the chief attention should be paid. It 
is important to recognise that individuals in 
contact with the infected may acquire the disease 
in an abortive or modified form without any 
paralytic phenomenon, and it is therefore essential 
that all those in contact with the acute disease 
should take precautions to disinfect the nasal and 
buccal secretions. From a consideration of the 
epidemiological feature of the disease there appears 
to be little doubt that the population of the British 
Islands generally, and adults especially, are immune 
or have acquired an immunity to this disease. This 
immunity would seem to have been acquired by 
the constant presence of the disease in an endemic 
form, for when it arose as it did in the island of 
Nauru in the South Pacific it attacked the native 
adults in a severe form. If Dr. Hay, by taking 
precautions in the early cases with which he has 
met, can prevent the spread of the epidemic, and 
at the end of the year it will be possible to judge, 
he will deserve the most grateful thanks of the 
community, for he will have saved numerous 
children from the disastrous consequences of the 
disease. 


EPIDEMICS RESULTING FROM WARS. 1 

We have received a volume with this title issued 
by the directors of the Division of Economics and 
History of the Carnegie Endowment for Inter¬ 
national Peace, an organisation intended to 
“ promote a thorough and scientific investigation 
of the causes and results of war." This mono¬ 
graph, from the pen of Dr. Friedrich Prinzing, on 
epidemics resulting from wars is designed to bring 
into light an aspect of international conflict that 
has never been adequately appreciated. An exa¬ 
mination of the facts here presented will indicate 
that until comparatively recent times the most 
serious human cost of war has been not losses in 
the field, nor even losses from disease in the 
armies, but the losses from epidemics disseminated 
among the civil population. It was the war 
epidemics and their sequelae, rather than direct 
military losses that accounted for the deep 
prostration of Germany after the Thirty Years’ 
War. Such epidemics were also the gravest 
consequence of the Napoleonic wars. In an 
introductory note John Bates Clark, one of the 
directors, expresses the opinion that “ when the 
medical history of the present war comes to be 
written it will be found that the aggregate losses 
from sporadic outbreaks of war epidemics have been 
very considerable. A war sufficiently protracted 
to lead to universal impoverishment and a break¬ 
down of medical organisation would be attended, 


1 Epidemics Resulting from Wars, Clarendon Presa, Oxford, 1916, 
pp. 346, price 7». 6 d. net. 
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as in earlier times, by a whole series of devastating 
epidemics.” And he instances, in support of this 
belief, the small-pox epidemic following the Franco- 
German War. In 1870 the means of coping with 
small-pox were quite advanced. This fact did not 
save Europe from a widespread epidemic, entailing 
human losses exceeding in gravity the losses in the 
field. The history of this epidemic is described 
at considerable length in the book; in Germany 
alone there were over 171,000 deaths in the years 
1871-2 out of a population of about 41 millions. 
Epidemics also occurred in Switzerland, Belgium, 
Holland, Austria, and Italy, while in Great Britain 
and Ireland the mortality due to it was lO'l and 
8'3 per 10,000 inhabitants during the same two 
years. For Germany this disastrous epidemic 
had one good result, it led to the passing of the 
Imperial Vaccination Law in 1874 which rendered 
vaccination compulsory. The beneficial result of 
the passing of this law was clearly demonstrated in 
the course of the following decades, Notwithstand¬ 
ing the fact that Germany is almost entirely 
surrounded by States to which epidemics of small¬ 
pox, in consequence of insufficient vaccination, are 
of frequent occurrence, since the passing of this 
law the disease has not once made its appearance 
on German soil in the form of a wide-spread 
epidemic. As the author justly remarks, the 
measures which are so effective in the case of 
other diseases—isolation of the patients and of 
suspected persons living in the vicinity, disinfection 
of the room and effects which have been used by 
patients—in an insufficiently vaccinated community 
do not have the desired rapid success, since the 
contagion of small-pox clings with extraordinary 
tenacity to clothes and articles of general use. 
The volume contains interesting details of epi¬ 
demics resulting from wars, from the time before 
the Thirty Years’ War to the Franco-German War 
of 1870, and also from those subsequent to it, the 
Russo-Turkish, Boer, Russo-Japanese, and the 
Balkan. In conclusion, the author recommends 
that all preparations designed to prevent the out¬ 
break and dissemination of infectious diseases must 
be made in timeB of peace. For the military autho¬ 
rities, who can scarcely perform all the duties that 
the beginning of a war imposes upon them, it will 
facilitate matters greatly if in future campaigns 
the Red Cross devotes its attention, not only to the 
care of the wounded, but also, on a larger scale 
than it has heretofore, to the prevention of the 
outbreak and dissemination of war pestilences. 


THE ETIOLOGY OF EPIDEMIC CEREBRO-SPINAL 
MENINGITIS. 

The causal micro-organism of epidemic cerebro¬ 
spinal meningitis has been the object of much 
research and discussion. Several organisms have 
been isolated and claimed as the specific microbe 
of the disease. Of these the most commonly found 
is the diplococcus intracellularis meningitidis of 
Weichselbaum, generally known as the meningo¬ 
coccus, and amongst others may be mentioned the 
pneumococcus, an encapsulated streptococcus, and 
an organism similar to the diplococcus crassus. 
There is no difficulty in admitting that sporadic 
cases may be caused sometimes by the pneumo¬ 
coccus, sometimes by the meningococcus. But as 
regards the epidemic form it seems very unlikely 
that such a definite disease as epidemic cerebro¬ 
spinal meningitis could be caused by more than 
one organism, and the bulk of observers are of the 


opinion that the meningococcus is the germ 
responsible. In another column we publish a 
paper by Mr. M. F. H. Gamble, medical super¬ 
intendent, Hospital for Insane, Kew, Victoria, 
Australia, maintaining that the organism causing 
the disease is “ practically identical with the gono¬ 
coccus, a mutant form perhaps.” Though fully 
aware that this suggestion is contrary to the 
opinion held by other observers we have 
decided to publish it. as Mr. Gamble expresses 
his views in very decided terms. Moreover, 
this is not the first time that such a sug¬ 
gestion has been made, but the arguments 
raised against it have been weighty. Although 
morphologically the meningococcus and gonococcus 
cannot be distinguished, yet their other properties 
are different. The meningococcus is pathogenic for 
mice, whilst the gonococcus is not. Their cultural 
characteristics are different, as are the agglutina¬ 
tion and complement fixation reactions. Further^ 
some interesting researches reveal that the inocu¬ 
lation of the second generation of the meningo¬ 
coccus inserted into the urethra of five investigators 
failed in every case to produce gonorrhoea, while even 
the twentieth generation of the gonococcus produced 
the disease. Mr. Gamble, however, goes farther than 
this and states that the disease is almost certainly 
conveyed from one person to another by lice and by 
no other channel. We are not aware that this 
channel of infection has been previously suggested, 
and it cannot be accepted without further proof. 
We do not think that Mr. Gamble’s arguments 
carry conviction, and a very obvious question 
arises : If he is correct in his theories, how is it 
that, although in this country gonorrhoea has 
always been very common, yet cerebro spinal 
meningitis is comparatively rarely met with ? We 
are afraid that it cannot be answered by saying that 
lice are so rare ! 


ERYTHEMA NODOSUM IN MILIARY 
TUBERCULOSIS. 

In a number of the Svenska Ldkaresallskapets-- 
Handling ar (Stockholm, 1916, xlii., p. 2) dedicated 
to Professor E. Holmgren, the Swedish histo¬ 
logist, on his fiftieth birthday, G. Brun and 
J. Tillgren record an unusual case of generalised 
tuberculosis. The patient, a working woman of 
43, developed cough and general debility in 
December, 1914. In the following January she 
had swelling and tenderness in the joints of the 
hands and elbows, identified by the authors as the 
“ tuberculous rheumatism ” of French medical 
writers. Soon the knees and feet were similarly 
attacked, first on one side of the body and then 
on the other, and the patient took to her bed for a 
month, suffering much pain during the first week. 
While convalescing from this attack she had pains 
in the joints of the shoulders and jaws and vertical 
headache. During all this period she exhibited a 
skin eruption from time to time, consisting of 
small spots of the size of pins’ heads on the arms, 
legs, and back, lasting a few days and free from 
itching and tenderness. She came into hospital in 
1915, apparently in August, having a fortnight 
previously had a typical outbreak of erythema 
nodosum on the extensor aspects of the arms and 
legs, the nodosities being hard, tender, and the 
size of plums. On her admission they were 
still present, though smaller than they had been 
during the first week of their presence and 
no longer tender. The patient was found to be 
well nourished and muscular, though she had; 
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wasted considerably during the previous six months. 
The lungs showed nothing abnormal on physical 
examination ; there was a systolic murmur over the 
apex of the heart, which seemed otherwise normal. 
The abdomen was distended, but without localised 
tenderness ; the liver could not be felt; the spleen 
was readily palpable; the urine did not give 
Ehrlich’s diazo reaction and was free from albumin 
and reducing bodies. The blood count showed 
3'1 million red cells and 3300 white cells per c.mm. 
and 55 per cent, of haemoglobin. Wassermann’s 
reaction was negative; the fundus oculi was 
normal. Examination with the X rays showed 
dense shadows at the roots of the lungs, but no 
other changes in the lung tissue. The patient was 
in hospital two months before she died, with 
irregular low fever, loss of appetite and strength, 
and latterly increasing abdominal distension. The 
leucopenia became more obvious, the number of 
white cells falling to 1100, 1200, and 1300 per 
c.mm., with 45 per cent, of mononuclear cells. 
The diazo reaction and Weiss’s urochromogen 
reaction appeared in the urine; cultures of the 
blood and the urine were made, but proved sterile. 
At the autopsy the spleen was found to be 
10 inches in length and to weigh 2] lb. It was 
soft and contained numerous tuberculous abscesses 
and areas up to the size of walnuts, the smaller 
grey in colour, the larger yellow and surrounded 
with zones of red. The lower lobes of both lungs 
each contained a calcified tuberculous area of the 
size of a bean; these the authors assume to have 
been the primary foci of infection, with spread to 
secondarily involved lymphatic glands at the 
roots of both lungs, one gland being calcified 
on the right side. Tuberculous glands were 
also found in the mesentery, portal fissure, 
abdomen and neck, and round the aorta. A guinea- 
pig injected with the contents of one of these 
glands had developed generalised tuberculosis 
when it was killed six weeks later. A second 
guinea-pig was inoculated in the flank with a piece 
of pigmented skin from one of the areas of 
erythema nodosum. Four months later the animal 
showed no signs of tuberculosis. Microscopic 
sections of the skin showed no obvious changes. 
The brain, liver, kidneys, pancreas, suprarenal 
glands, and bone-marrow were normal in appear¬ 
ance. In their discussion of the case the authors 
describe the erythema nodosum as of the “ ominous ” 
form, and express regret both that it was not sub¬ 
mitted to microscopical and bacteriological exami¬ 
nation at an earlier date and that no complete 
tuberculin investigations were made. No general 
reaction followed atuberculin injectionadministered 
at a time when the urine gave no diazo reaction. 
They remark that the case is not unlike those of 
tabes mesaraica in children, and resembles the 
glandular tuberculosis of apes described by Koch. 
They are continuing the examination of the 
tubercle bacilli isolated from the patient’s lymph 
glands, which may prove to be of the bovine type. 


We regret to announce the death of Mr. Morton 
Alfred Smale, consulting surgeon, Royal Dental 
Hospital, and consulting dental surgeon to St.Mary's 
Hospital. - 

On August 3rd His Majesty the King visited 
Cambridge, and after inspecting various military 
units at the colleges made a long stay at the 
1st Eastern General Hospital, where he showed 
great interest both in the patients and in the 
arrangements of the hospital. 


THE 

SHIAH PILGRIMAGE AND THE SANITARY 
DEFENCES OF MESOPOTAMIA AND 
THE TURCO-PERSIAN FRONTIER. 

By F. G. Clemow, M.D. Edin., C.M.G., 

BRITISH BKLKGATF. TO THE INTERNATIONAL BO ARB OF HEALTH AND- 
PHYSICIAN TO H.M. EMBASSY. CONSTANTINOPLE. 


I.—Introductory. 

It is the merest platitude to say that the great war has 
wholly altered the relative values of all subjects of human 
interest. The matters dealt with in the present articles— 
which aim at summarising the labours of an International 
Commission which, in the winter of 1913-14, inquired into 
the sanitary defences of Mesopotamia and the Turco-Persian 
frontier—were at that time of very real interest and practical 
importance. At the present time, such interest as they can 
claim must be very largely, but not wholly, of an academic 
character. For, on the one hand, the regions of the world 
with which these papers deal have been swept by the flames 
of war ; the Shiah pilgrimage, with which they are to a large 
extent concerned, if it continues to take place at all, must 
have sunk to insignificant proportions ; and, briefly, many 
of the conditions they attempt to describe must, for a time 
at least, have ceased to exist. But, on the other hand, the 
regions in question are among the principal of the secondary 
theatres of the world war, and so claim a very special interest 
at this moment. Moreover, the cessation of the conditions 
herein described must, in the nature of things, be temporary 
only. The great lines of communication by the rivers of 
Mesopotamia or the roads across the Persian frontier will 
sooner or later become once more, as they have been from 
time immemorial in the past, busy routes of pilgrimage and 
commerce; and their defences against the importation of 
epidemic diseases will require the careful consideration of 
the governing authorities, to whatever Power these countries 
may belong after the war. The Shiah pilgrimage—far too- 
essential a feature of this branch of Islam to cease altogether 
—will be more active than ever when peace reopens these 
regions again. And so a statement of the problems which, 
their sanitary defences present and of the methods by 
which it was proposed just before the outbreak of the war 
to solve them, may be usefully made at the present time, 
though no attempt at applying the practical conclusions- 
to which it leads can be made until the war is at an end. 

The information upon which the present study is based 
was obtained under the following circumstances. In the 
winter of 1913-14 the Constantinople Board of Health 
despatched to the regions in question a special Commission, 
charged with the study of their existing sanitary defences- 
and the means of reinforcing them. The Commission was 
composed of the British, Russian, German, and Persian 
delegates, and a Turkish member. It left Constantinople 
in November, 1913, by a special steamer, which also 
conveyed several members of the Tnrco-Persian Frontier 
Delimitation Commission, whose labours in delimiting the 
exact line of that frontier synchronised with those of the 
Sanitary Commission. Basra, Bagdad, the Shiah holy 
cities of Kerbela, Nejef, and Kiazimein, Khanikin on the 
Persian frontier, and many other places were visited, and 
the Commission returned to Constantinople in the spring of 
1914. Its report, prepared by me as “rapporteur” of the 
Commission, was presented to the Board of Health in June, 
and was at once ordered to be printed. The printing was, 
however, still uncompleted when the rupture between 
Turkey and the Entente Powers led to the hurried exodus. 
from Constantinople of most of the subjects of those Powers, 
and only the manuscript of the report could be saved. 

It may be mentioned here that the idea of sending such a 
Commission was no new one. It seems to have been first 
broached in the International Sanitary Conference of 
Constantinople in 1866 by the Persian delegate, at the 
thirty-sixth sitting of that Conference. It was again put 
forward in the Mixed Commission for Revision of the 
Ottoman Sanitary Tariff in 1882. But though the proposal 
to send such a mission was definitely carried by that body, 
no practical effect was given to the decision. It remained 
for a later “ Mixed Commission ” (the nature of which will 
shortly be explained) to renew the proposal, and to renew it 
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successfully ; and as a result two Commissions were sent. 
The first, consisting of the Russian, French, and Persian 
delegates, visited the northern third of the Turco-Persian 
frontier in July, 1911, and issued a brief report on its return 
to Constantinople; the second, whose labours form the 
subject of the present articles, was charged with a study of the 
sanitary defences of the southern two-thirds of the frontier, 
of Basra and the Shatt-ul-Arab river, and of the dangers to 
public health offered by the movement of pilgrims and dead 
bodies to the Shiah holy cities, and the means of meeting 
those dangers. 

In the course of these articles it will be shown that the 
only two lazarets or quarantine stations in these regions— 
those of Basra near the head of the Persian Gulf and of 
Khanikin on the frontier—were wholly inefficient and had 
been allowed to fall into a lamentable condition of dis¬ 
repair. Their thorough reorganisation was among the 
principal recommendations of the Commission. That this 
condition had been brought about was mainly due to the 
peculiar circumstances of the financial relations between the 
Board of Health and the Turkish Government. This is not 
the place to describe those relations in full, but briefly it may 
be said that while the Board of Health was responsible for 
the cost of administering all the Turkish lazarets, the cost 
of constructing and repairing the buildings of the lazarets 
was, under binding international conventions, at the charge 
of the Turkish Government. The latter had, however, 
evaded its obligations in this matter, and the peculiar 
position was thus brought about that, while the Board of 
Health possessed a very large reserve of money invested in 
various public funds, it was unable to spend any of this in 
putting the lazarets in repair without infringing the con¬ 
ventions in question. It was necessary, therefore, to modify 
those conventions; and such modification could only be 
effected by a body known as the Mixed Commission for 
Revision of the Ottoman Sanitary Tariff. This body haw 
met on five occasions since 1869. It was last summoned in 
1905, and subsequently to that date the Board of Health 
despatched a series of Commissions of Inspection to all the 
lazarets and sanitary stations of the Turkish Empire. Those 
Commissions, of which I have in most instances been a 
member and 44 rapporteur,’' produced reports containing full 
descriptions of each lazaret and detailed proposals for their 
thorough reorganisation. 1 The mission to Mesopotamia was 
the last of the series. 

In 1911 a number of proposals tending to remove the 
financial deadlock just referred to were made by the author 
to the Mixed Commission, as representing the power whose 
shipping contributed a larger proportion than any other of 
the ordinary income of the Board of Health. With some 
modifications those proposals were adopted in their entirety. 
The nature of the decisions thus taken need not be described 
in detail here ; it will suffice to state that they included, on 
the one hand, a reduction of 20 per cent, in the sanitary 
dues on shipping in Turkish ports, and, on the other, the 
spending of a sum of £T.280,000 (£252,000 sterling) out of 
the Board’s reserve on the reorganisation of the Turkish 
lazarets. An adequate portion of this sum would have been 
allotted to the repair of the Basra and Khanikin lazarets and 
the carrying out of the other proposals put forward by the 
Commission of Inspection for the Improvement of the Sani¬ 
tary Defences of Mesopotamia and the Turco-Persian Frontier. 
The outbreak of the war has, of course, completely suspended 
the execution of those proposals, and it may yet fall to some 
more efficient Power than Turkey to provide the means of 
protecting these regions from invasion by epidemic diseases. 


II.— The Lazaret of Basra. 


The small group of dilapidated buildings, partly of sun¬ 
burnt brick and partly of sticks and matting, which con¬ 
stitutes 2 the Basra lazaret occupies the northern end of the 
island of Salihieh, near the left shore of the Shatt-ul-Arab 
river. The town of Basra itself lies on the western side, 
some three kilometres from the river bank. On this side, 
however, the suburb of Ashar, a townlet of considerable size, 
has grown up, and it is here that are situated the custom¬ 
house, the foreign consulates, the offices of the principal 


1 The work of some of these Commissions was described by me in 
articles published in The Lancet in 1906 and 1908. 

- Though the present tense is used here and throughout these 
articles, it should be understood that all the statements they contain 
refer to the conditions found before the war, in the winter of 1913-14. 


shipping companies, and other business buildings. Basra 
town and the Ashar suburb are connected by a creek or 
canal, the Ashar Creek, which opens into the river, and by a 
rough and primitive road. 

The lazaret of Basra, if properly reorganised, should form 
an important element in the network of sanitary defences 
of the Persian Gulf. Those defences were discussed at some 
length in successive International Conferences, notably in 
those of 1894 (Dresden), 1897 (Venice), 1903 (Paris), and 
1911-12 (Paris). The Dresden Convention of 1894 provided 
for the creation of a large lazaret at Fad, at the mouth of the 
Shatt-ul-Arab river, and of a series of other stations, at Basra 
and in the ports of both sides of the Persian Gulf. Great 
Britain, however, rejected the section of the Convention 
containing these proposals. The Venice Convention pro¬ 
posed only a lazaret at Basra, and a “sentinel ” station to be 
constructed on some island near the entrance of the Gulf, 
Hormuz or Kishm being suggested as suitable sites. This 
proposal was repeated in the Paris Convention of 1903, but 
was accepted by certain countries only under conditions 
which practically nullified the proposal. In the last Con¬ 
vention, that of Paris, 1911-12, all these proposals were 
tacitly dropped, and it was left to the sanitary authorities of 
the different ports on and near the Gulf to apply, with slight 
modifications, the measures generally applicable under the 
Convention in all ports (Art. 83). 

Meanwhile, and for many years before the last Conven¬ 
tion was signed, a number of sanitary stations had been 
established in the ports of the Gulf, and have been efficiently 
administered by British Indian officials. The existence of 
these stations had, indeed, rendered wholly unnecessary any 
special clauses in the Conventions for the sanitary defences 
of the Persian Gulf. Their establishment had not, however, 
been effected without difficulty and opposition ; and German 
and Austrian influence had frequently been brought to 
bear with a view to altering their status and bringing them 
under some form of international control, but fortunately 
without success. 

Thti Geographical Position of Basra. 

The Shatt-ul-Arab is the river formed by the junction of 
the Tigris and Euphrates. At the angle of junction, some 
40 miles t64 kilometres) north 3 of Basra, lies the village of 
Gonrna, the traditional site of the Garden of Eden. For 
the curious in these matters it may be mentioned that a tree 
purporting to be that which played so fatal a part in the fall 
of man is still pointed out to the traveller. It is an ordinary 
acacia tree, and apparently of no great age. 

Some 22 miles (35 kilometres) south of Basra (or Ashar) is 
the Persian town of Mohammerah, situated at the point 
where the Karun river flows into the Shatt-ul-Arab on its 
left side. The Sheikh of Mohammerah, while nominally 
under Persian suzerainty, is to a very considerable extent an 
independent ruler. The small port of Fao, on the west side 
of the Shatt-ul-Arab close to its mouth, is distant 62 miles 
(100 kilometres) from Ashar. The total distance from Ashar 
to the “bar” or sandbank across the mouth of the river is 
84 miles (134 kilometres). This bar is a local feature of con¬ 
siderable importance. It can only be crossed at low water 
by ships of light draft. Ships of deeper draught are com¬ 
pelled either to wait—sometimes for several days or even one 
or two weeks—until a favourable combination of wind and 
tide deepens the water sufficiently, or to discharge their 
cargoes into lighters, which are then towed up the river to 
Basra. The delays thus caused to shipping will be readily 
understood. 

Both sides of the river are very largely covered with 
extensive date plantations, and the cultivation, gathering, 
and packing of the dates constitute the principal business of 
the inhabitants of these regions. At the time of the date 
harvest large numbers of persons are collected along the 
shores of the river, temporarily housed in “serifehs,” or 
matting huts, under highly insanitary conditions. 

Innumerable creeks, some wide, some narrow, open into the 
river on both sides, and most of these bear names. Along 
the left shore, for the whole distance between Basra and 
Mohammerah, a series of long narrow islands has been 
formed, which are separated from the mainland by strips of 
water of varying width, and it is on one of these that the 


3 For the sake of convenience the river 1 b regarded as running from 
north to south, though as a matter of fact its general course is from 
north-west to south-east, and in many parts, and notably near Basra, 
its course is rather from west to east than from north to south. 
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The Basra, Lazaret and the Question 
of its Transfer Elsewhere. 


lazaret is built. It is not surprising, 
in view of these conditions, that 
malaria is widely prevalent along 
the valley of the Shatt-ul-Arab. 

The water in the river and its 
tributary creeks falls to its lowest 
level in the months of August to 
October. In November, when the 
rains begin, there is a slight rise ; 
but the real and serious rise only 
begins in the month of March, when 
the snows in the hills of Kurdistan 
and Persia begin to melt. From 
March to July the river is at its 
highest. The tidal rise and fall 
varies between 6 and 9 feet, accord¬ 
ing to the season of the year. In 
very dry seasons and at very low 
tides the creeks and strips of water 
between the islands and the main¬ 
land may in some places become 
almost dry. The importance of 
these local conditions in connexion 
with the military operations now 
taking place in these regions will be 
readily understood. 


Fig. 1. 


Pilgrims in the Lazaret ol Basra. 


It would serve no useful purpose 
to describe here in detail the actual 
lazaret of Basra as it existed two 
years ago. Briefly, it was found to 
be not only in a shocking state of 
disrepair, but also so entirely in¬ 
adequate in size and so lacking in 
everything that an institution of this 
kind should be that no course was 
open to the Commission but to pro¬ 
pose its demolition and the construc¬ 
tion in its place of a larger and 
properly planned and equipped 
sanitary station. 

A question of primary importance 
submitted to the Commission was 
that of the transfer of the lazaret 
to another site. Turkey had 
frequently proposed, in successive 
international conferences, its removal 
to Fao, at the mouth of the river, 
alleging that the present site was 
too near for safety to the town 


Shipping in the Port of Basra. 

In ordinary times the British 
India Company sent every week 
from Bombay to Basra two steamers, 
known respectively as the “ fast 
mail” and the “ slow mail.” The 
former touched at few ports and did the journey in seven 
days ; the latter called at many ports and took 15 days 
to complete the voyage. Several other British companies 
also served the Gulf and Basra more or less regularly. A 
large Russian steamer left Odessa for Basra every two or 
three months ; and in the last few years the German Ham¬ 
burg-Amerika Company has sent a steamer to Basra about 
once a month. 

The movement of shipping in the port of Basra has 
increased steadily of recent years, and with the completion 
of the Bagdad and other railways and the development of 
irrigation schemes in Mesopotamia the importance of Basra 
as a shipping centre would inevitably have increased still 
further. 

Full tables (omitted here) of the numbers and nationality of 
the ships visiting Basra in the ten years 1903-13 showed that 
the overwhelming proportion—over 90 per cent.—of steamers 


Fig. 2. 


Shiah Pilgrims on a Tigris Btcam boat. 


were under the British flag; the yearly average of British 
ships being 1674 out of a total average of 185 3 of all 
nationalities. The tables also showed that German ships 
were first seen at Basra in the year 1906-07, when eight 
German ships arrived there; this figure has since risen to 
13 or 14 each year. Of the total amount paid in Basra in 
sanitary dues during the years in question British shipping 
contributed 82-6 per cent. 


The Town of Basra. 


The population of Basra is reckoned at some 50,000 to 
60,000. Like all other towns in these regions, its sanitary 
conditions leave much to be desired. Many of the houses 
are built of sun-burnt or kiln-burnt bricks, but many others 
are “kutcha” constructions, in bad state of repair and 
much overcrowded. The water-supply is mainly from the 
Ashar or other creeks—which receive every kind of surface 
pollution—or from wells. There is 
no system of drainage and cesspools 
exist in most of the houses. The 
town is unpaved and the streets are 
deep in an offensive mud after heavy 
rains. 
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of Basra. This proposal was successfully combated by 
the representatives of other Powers, the principal and 
conclusive objections to Fao being that, firstly, only one 
bank of the river here is Turkish and, secondly, that it is too 
far from the port of Basra, and that navigation would be 
seriously handicapped in consequence. 

Many other sites had been suggested and their advantages 
and disadvantages were carefully examined by the Com- 
mission. Only one need, however, be named here. This 
was the Island of Shemshumieh, the third out of the four 
long narrow islands which lie parallel with the left shore of 
the river between Basra and Mohammerah, and which were 
referred to above. Its supposed advantages had been 
strenuously advocated, but the Commission found the 
island quite unsuited as the site of a lazaret, for reasons 
which it would take too much space to develop here. It 
may be mentioned, however, that the actual line of the 
frontier between Turkey and Persia, as delimited in the 
winter of 1913 14, descends to the river some distance to 
the north (or north-west) of Shemshumieh, so that here, as 
at Fab, only one bank of the river is Turkish. Moreover, 
the island is the property of the Sheikh of Mohammerah, and 
this would render its expropriation by Turkey practically an 
impossibility. 

While the principal objection put forward against the 
present site of the lazaret had been that its proximity to 
Ashar and Basra was a source of danger to those towns, the 
real reasons for proposing its transfer were probably of 
another character altogether, having little to do with public 
health considerations. The Commission came to the con¬ 
clusion that the actual distance of the present site from 
Ashar, and a fortiori from Basra town, was ample to safe¬ 
guard the latter from any danger of spread of disease from 
the lazaret. The river here has a width of 457 metres, or 
1500 feet; the distance of the lazaret from the mouth of the 
Ashar creek—which is itself 3 kilometres from the town of 
Basra—is 2 kilometres, or 1 j miles ; and the lazaret is down 
stream from the suburb of Ashar. The Commission there¬ 
fore proposed to reconstruct the lazaret on the existing site 
and on a plot of land adjoining. Steps were being taken to 
arrange for the expropriation of this land for the public 
weal, under the Turkish law of expropriation, when the 
owner suddenly died and the land became the property of 
his heirs. All further steps were put a stop to by the 
outbreak of the war. 

The Future Lazaret of Basra anil the Measures to he 
Applied There. 

Whatever may be the future political status of these 
regions, some form of sanitary station will always be 
necessary in the neighbourhood of Basra, and the site just 
briefly described is as favourable as any that can be found. 
The measures prescribed in the International Sanitary Con¬ 
vention of 1911-12 should be applied here, as in any other 
port. A much to be desired uniformity will thus be intro¬ 
duced. Under former conditions the measures applied at 
Basra to ships coming from Indian or other Eastern ports 
were on each occasion imposed by special decision of the 
Constantinople Board of Health, and were constantly vary¬ 
ing. Thus of recent years, while ordinary ships—that is to 
say, not pilgrim ships—were usually not subjected to very 
onerous measures, pilgrim ships suffered from vexatious and 
usually unnecessary quarantines, and only by bringing per¬ 
sistent pressure to bear has it been possible to obtain a 
gradual relaxation in their severity. After the appearance 
of plague in India in 1896, ships with Shiah pilgrims on 
board from Indian ports were absolutely prohibited access to 
Basra, and were repulsed if they attempted to come. By a 
decision, however, taken in March. 1901, they were allowed 
to bring up to five pilgrims per 100 tons net register, but 
even then they were subjected to 10 full days’ quarantine in 
the lazaret. In 1912 the proportion of Shiah pilgrims per¬ 
mitted was raised to 10 per cent., and this could be increased 
to 20 per cent, if the ship had on board a doctor, a dis¬ 
infecting stove, and a pharmacy; and the only measures 
imposed were a quarantine of the number of days needed 
to complete five days from the last infected port, disinfec¬ 
tion, and application of the rat-destruction circular. Ships 
with a larger percentage of pilgrims than those mentioned 
were, however, still to be repulsed, and several troublesome 
incidents arose in consequence. All such troubles will 
cease with the application of the clauses of the International 
Convention. To apply those clauses some form of lazaret 


will, as just stated, be necessary, and the Commission’s 
report contained very detailed proposals, accompanied by 
plans and estimates prepared by a local architect, for such 
an establishment. The estimated cost of the new lazaret 
was £T.21,000 (about £19,000 sterling), and this sum would 
have been taken from the £T.280,000, which, as already 
explained, had been voted for the repair of all the Turkish 
lazarets. 

It would serve little purpose, even if space permitted, to 
desoribe here the proposals for the new lazaret; but mention 
may be made of two points—the water-snpply and latrine 
arrangements—since they are of general interest and throw 
some light on the local conditions. 

The water-supply is, and must continue to he, obtained 
from the river Shatt-ul-Arab. This water is universally 
drunk by the inhabitants of the district, either in an 
unfiltered state or after filtration through porous earthen¬ 
ware vessels known as “hubs.” The water, however, 
contains a large amount of suspended matter, mainly 
mineral, but comprising much organic matter also, and is 
often semi-transparent or quite opaque. Some form of 
purification will therefore always be necessary before distri¬ 
buting such water to persons interned in a sanitary station. 
This will become doubly necessary when cholera is present 
in Basra or its neighbourhood. It has been stated above 
that a properly administered lazaret here should offer no 
danger to its surroundings ; but the past history of cholera 
at Basra has shown that the reverse is not equally true, and 
that when cholera is epidemic in and near the town the 
river water may become seriously contaminated with the 
cholera virus and prove a very real danger to persons in 
the lazaret. The following is a brief summary of three 
disastrous incidents, in which persons in good health under¬ 
going quarantine in this lazaret were infected in this manner 
with fatal results. 

The s.s. Kapurthala arrived from India at Basra on 
May 27th, 1904. There were 147 passengers on board, all 
in good health. During their stay in the lazaret 27 con¬ 
tracted cholera, and no less than 18 died. 

The s.s. Kola arrived at Basra on Oct. 27th, 1910. There 
were 244 passengers on board, all well; 24 of these con¬ 
tracted cholera in the lazaret, and all, without exception, died 

The s.s. Drvcurlta reached Basra on Oct. 4th, 1910, with 99 
passengers, all healthy. Nine of these contracted cholera in 
the lazaret, and eight died. 

In each of these instances the infection was traceable to 
the drinking of unboiled water from the river, at a time when 
cholera was epidemic in a severe form in the neighbourhood. 
There were other incidents of the kind, but in these three 
alone some 60 persons, who were interned in a deplorably 
bad lazaret, with the sole object of preventing a possible 
introduction of disease by them to Basra, were actually 
infected themselves by disease from that town, and 50 of 
them died. Since 1911 the water had been boiled before 
distribution to persons in quarantine, and no such lamentable 
incident as those just described has occurred since. 

In future arrangements for boiling the water will always 
be necessary when cholera is present at or near to Basra. In 
ordinary times it will perhaps be sufficient to filter it well. 
The Commission proposed to take the water, not direct from 
the river, but from a well or wells, thus allowing a first 
filtration by the soil ; it would then have been pumped into 
a large settling tank, at ground level, and thence to two 
smaller tanks, placed on the top of a “water-tower." 
Finally it would have been passed through a magnetic iron 
or other form of filter before being distributed to the various 
parts of the lazaret. 

For the disposal of excreta it was proposed to have in each 
“ cordon ” a group of latrines on the trough system, whence 
the excreta would have passed to a series of septic tanks. 
The effluent from these would have been admitted to the 
river only when the tide began to ebb and the current to be a 
descending instead of an ascending one. It may be noted 
that at this point on the river the water has an ascending 
current during three or four hours only, and a descending 
current (i.e., towards the Gulf) during eight or nine hours. 
Should a few germs escape from the tanks into the river in 
spite of all precautions it was thought that they would offer 
little danger, since they would enter the river on its left 
bank, far from Ashar and well below it; and they would at 
once be diluted by the large volume of water in the river 
at or just after high tide. Moreover, even in the past, when 
the arrangements for excreta disposal were of the most 





The Lancet,] 


PARAFFINUM LIQUIDUM: THE B P. STANDARD IGNORED. 


[August 1Z. 1916 293 


primitive and inadequate character, no instance could be 
traced in which disease had been spread by this means from 
the lazaret to the inhabitants of Basra or its surroundings. 
As a further precaution it would be desirable to take special 
measures for the disinfection and separate disposal of the 
excreta of persons actually suffering from cholera. 


Basra as a Channel of Importation of Cholera and Plague. 
Both diseases have not infrequently been imported to 
Basra, and thence spread up the valleys of the Tigris and 
Euphrates, as also that of the Karun, and caused epidemics 
in Mesopotamia, Turkish Kurdistan, and Persia. But, as a 
rule, these epidemics have shown no great tendency to 
spread thence to other countries, and this route has proved a 
far less dangerous one for Europe than that by the Red Sea 
and certain overland routes from the East. The history of 
each disease may be briefly considered separately. 

In the first pandemic of cholera the disease was imported 
from ports on the Persian Gulf to Basra, and spread thence 
up the Tigris and Euphrates. The great pandemic of 1828 32 
did not follow this route. In 1845-46 cholera was epidemic 
in Persia, and in the latter year spread southwards through 
Mesopotamia from Bagdad to Basra. In 1851 the disease 
spread in the opposite direction, from Basra to Bagdad ; it 
reached Persia in 1852, and was practically endemic in that 
country until the year 1861. In 1865 cholera was imported 
to Mesopotamia by two different streams of pilgrimsreturning 
from Mecca—the one by the Aleppo and Euphrates route, 
and the other by sea to Basra. From 1866 to 1870 cholera 
was widely prevalent in many countries, including both 
Persia and Mesopotamia. In the next great pandemic, that 
of 1881-87, these countries seemed to have escaped, but 
in 1889 the disease was again imported to Basra and spread 
up the Tigris and Euphrates and later to Persia. In the 
very severe pandemic of 1892 and subsequent years these 
regions suffered but little ; but in May, 1893, the infection 
appeared at Amara on the Tigris and shortly after spread to 
Basra, Kut-el-Amara. and Bagdad. In 1899 it was freshly im¬ 
ported to Bushireand Basra, and caused a high mortality among 
the date gatherers on the shores of the Shatt-ul-Arab. In 
the next great pandemic, that of 1903 and following years, 
cholera came'to Mesopotamia (in 1903) not by sea but by 
land from Syria, spreading down the Euphrates valley and 
causing severe epidemics at Kerbela, Nejef, and other 
places. It remained here and in Turkish Armenia until 
1905. In 1904 it was epidemic in Mohammerah and spread 
into Persia by the Karun valley. It ifeain appeared in the 
Tigris valley in 1910, apparently coming from Persia and 
spreading southward from Bagdad to Basra. In 1911 it 
followed a similar course and also spread up the Karun valley. 

It will be seen from the above short summary that cholera 
has been imported to Basra nearly as frequently by land (or 
river) from the north as by sea. But the fact that it has 
been repeatedly imported by sea and the constant communi¬ 
cation between Basra and Indian ports show that there will 
always be a real need of serious sanitary defences at this port. 

Plague was for many centuries more or less prevalent in 
these regions, and during the latter half of the nineteenth 
century the disease lingered in an endemo-epidemic form in 
certain places in the Euphrates valley and on both sides of 
the Turco-Persian frontier. From none of these centres, 
however, did the disease show any tendency to spread to 
more distant countries. 

After the revival of plague in China and its spread to 
India at the end of the last century the disease was first 
imported to Basra in 1899. and a few cases occurred in the 
town again in- 1900 and 1901. In May, 1901, it broke out 
in Bagdad, but the source of the infection could not be 
traced. In 1905, 1907, 1909, and 1911 serious plague 
epidemics occurred in the Bahrein Islands, off the southern 
shores of the Gulf, and spread to some other Gulf ports. 
In 1907 a few cases occurred in Basra, in 1908 and 1909 the 
disease was epidemic in Bagdad, and in 1910 and 1911 it 
was present to some extent in Basra. In 1912 cases of the 
disease were imported to the Basra lazaret by at least five 
steamers coming from Bombay or infected Gulf ports, but 
in none of these instances did the disease spread to the town. 
In 1913 and 1914 a few cases of plague were seen in Basra, 
and in 1915 the disease was present in Bender-Abbas and 
Bushire on the Persian Gulf, and spread to Mohammerah 
and Basra, and later caused a severe epidemic in Bagdad 
and Kiazimein. (To be continued.) 


PARAFFINUM LIQUIDUM : THE B.P. 
STANDARD IGNORED. 


WE return to the question of the purity of paraffinum 
liquidum for medicinal purposes. When British refined 
paraffinum liquidum had been on the market for a period 
of about five months, replacing the German refined article, 
we called attention to the fact in two special articles in 
The Lancet of Oct. 2nd and 16th, 1915, pointing out that 
not only was there great and undesirable diversity in the 
retail price of medicinal oils offered, but that there was still 
on sale “Paraffinum Liquidum” of distinctly poor quality, 
and not conforming in many particulars with the Pharma¬ 
copoeia standard. We suggested also that it was necessary 
that a standard of viscosity should be established rather than 
the original one of specific gravity (0 860 to 0-890). The 
reason for urging the introduction of what appeared to be a 
new constant (viz., that of viscosity) was that a large amount 
of very “ thin ” oil had been imported, and it was shown 
that this material was not an effective or safe lubricant for 
the human digestive tract. We ultimately suggested, as a 
result of investigating a considerable number of oils, that for 
medicinal purposes a minimum viscosity of 105 seconds at 
100° F. (measured on Sir Boverton Redwood’s standard 
viscometer) should be insisted upon. Before the end of 
October it was very difficult to purchase any of these 
fluorescent, “ thin,” ill-refined oils from any pharmacist, and 
since that date almost every test-purchase we have obtained 
proved to be highly refined and satisfactory liquid paraffin.. 

Recently, however, we learn that there have appeared in 
the United States a number of oils of American origin 
which, while they are without fluorescence, odour, or taste, 
do not conform to the British Pharmacopceia’s demands. In 
most cases the specific gravity is too low, being under 0-860. 
In many cases, when heated with an equal volume of 
“sulphuric acid in a test-tube placed in boiling water for 
ten minutes" (B.P. quotation), they impart an intense 
blackness to the acid. Few of them, however, show the 
presence of sulphur by the ordinary Pharmacopoeia test. 
Almost all the American oils that we have examined have a 
very low viscosity, as will be seen from the following 
examples 


Specilio 

gravity. 

0-850 

0-854 

0-853 

0-859 

0-857 

0-853 


Viscosity 
at 100° F. 
81 secs. 
74 „ 

734 „ 
100 „ 

86 „ 
76 „ 


AcM 

test. 

Poor. 

Poor. 

Bad. 

Good. 

Bad. 

Poor. 


Not one of these six oils is really suitable for use in lubri¬ 
cating the delicate mucous membrane of the alimentary 
canal. They are all below the wide limits of the Pharma¬ 
copoeia in the matter of specific gravity (0-860 to 0-890), 
five are not equal to the prescribed acid test, and all are too 
“thin”—too deficient in lubricating properties at body 
temperature. But that American refiners are quite capable 
of producing, and do produce, a satisfactory medicinal oil 
and one equal to refined Russian oil is obvious from the 
results below of the examination of an American sample : 

Specific gravity at 60 F. 

Viscositv at 100= F. 235 secs. 

Acid test . Excellent. 

Sulphur . Absent. 

This sample was without taste, smell, colour, or “ bloom ” 
(fluorescence). It is evident, therefore, that American 
Tefiners can produce a good medicinal oil, though for the 
sake of commercial advantages inferior and possibly harmful 
products are freely found on the market. 

We have evidence to show that there have recently 
appeared in various parts of England oils from American 
sources which have been distilled from unsuitable crude 
material and are not refined to the extent that is desirable 
for medicinal purposes. We know that samples of so- 
called medicinal oils have been purchased in provincial 
towns, and also in London, at a retail price equal to that 
asked elsewhere for the purest oil, and these oils 
to be “thinner” than any given in the above 
like water—not like oil. Their 


prove 
American list. 


They run 
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specific gravity at 60° F. is 0 850, and their viscosity 
averages 62 5 seconds—i.e., very little more than half of 
what should be the minimum. The response of these fluids 
to the acid test is better than that of many American oils, 
but is capable of improvement. They are so very "thin " 
that they cannot possibly act as lubricants at body tem¬ 
perature, and are useless if not actually harmful for the 
purpose. Like the famous French writer “ we take what is 
good for us where we find it” ; and. of course, we welcome 
American oils so long as they conform to the British 
Pharmacopoeia, 1914. If they be sufficiently viscid, if both 
physically and chemically they answer all the require¬ 
ments of the British Pharmaoopoeia, the introduction of 
such oils is an enterprise valuable to medicine. But if the 
American refiner is going to keep his good medicinal oil and 
send us bad material, and if the British market is to be 
inundated with imperfectly refined or unsuitable oils, medical 
men and pharmacists should be placed on their guard. 

It is clearly laid down in the Pharmacopoeia that liquid 
paraffin to be acceptable must have certain definite 
characteristics. It must be a perfectly pure inert lubricant 
if it is to fulfil the physician's ideas, and we cannot too 
strongly insist that anything and everything sold in this 
country under the name of liquid paraffin, or any of its 
synonyms, should conform in every respect to standard. 
In our opinion, two capital letters on every bottle (B.P.) 
should be demanded by the purchaser, and we suggest that 
the attention of our public authorities should be drawn to 
this matter before this admittedly useful method of treat¬ 
ment becomes discredited, as the result of refiners ignoring 
the standard laid down by the British Pharmacopoeia, 1914. 


MEDICINE AND THE LAW. 

Attendance upon the Patients of a Colleague: the Ethical 
Position. 

IN a trial at the recent assizes at Leeds a medical practi¬ 
tioner, Dr. E. Heskin, was found guilty of the manslaughter 
of a female patient through negligence. A question arose 
during the trial as to whether a medical man on the 
staff of the infirmary who was asked to attend the deceased 
in the absence of the prisoner, and who had not done so, 
ought to have gone to the woman’s assistance. Some 
observations made by Mr. Justice Shearman in summing up 
to the jury have been interpreted as a cansure upon the 
medical practitioner in question or upon a rule of the 
infirmary which precluded him from attending the case. 
The following summary of the learned judge's observations 
has reached us, which hardly bears out the suggestion that 
he found serious fault with anyone in this connexion :— 

Whatever might be said about the rule there could be no doubt that 
Dr. Holt wan sincerely anxious to do his duty. An attempt was made 
to get some women doctors, but they did not seem to understand the 
seriousness of the case. There was a rule of etiquette that one doctor 
should not attend the patients of another, but it was well understood 
that that rule did not cover cases of urgent necessity. No doctor 
would allow a man to bleed to death In the street because be was 
some other doctor's patient. 

It is quite clear, however, that each case must be governed 
by its particular circumstances. Every hospital must consider 
the duty to safeguard the interests of the patients within its 
walls, and equally so every medical man has obligations towards 
his own patients which may preclude him from hurrying 
to the assistance of a stranger, as to the urgency of whose 
need for aid he may not be satisfied. This is distinct from 
the question as to whether he should attend a patient who, 
he has reason to believe, is already under the care of 
another practitioner. In the case at Leeds Dr. Holt, who 
was referred to in the judge's summing up, had been in com¬ 
munication with the prisoner on the telephone, and had been 
told by him that the case was in his hands and was not one 
of an urgent character. Certainly in such circumstances no 
medical man, whether in private practice or not, could be 
blamed if he decided not to attend, even though a relative of 
the patient asked him to do so. 

A Profitable Slum Dmelling. 

At Bradford city police court recently a woman was fined 
£2 for permitting the occupation of premises not provided 
with proper sanitary and domestic accommodation. In the 
house there was one water-closet in the basement, an 
insanitary sink in the underground kitchen, and a wash¬ 


basin in another room. There were rickety partitions, a leaky 
roof, dampness, and an absence of any place for cooking or 
for storing food or anything else. The profits made were well 
shown by the evidence. The rent paid by the defendant for the 
whole house was 9s. weekly, and the premises included a shop 
as to which no charge was made. The shop was sublet by the 
defendant at 4s. 6 d. per week. A kitchen five feet below the 
yard was sublet with another room on the ground floor for Is. 
Gas was included in this payment, but it will be seen that 
the landlady’s rent was amply covered even if she did not 
let any more of the house. Three persons, however, occupied 
another room on the ground floor at 6s. 6 d. Two more lived 
on the first floor, paying 2s. 6 d. each, and two young women 
who shared the leaky attics paid 2s. Hr/, each. A gross profit 
of 19s. 10r/. was therefore realised. It is to be hoped that the 
Bradford corporation, who prosecuted under an Act of 
Parliament obtained by it in 1913, will not be deterred by 
the light penalty inflicted from dealing firmly with such 
people as this defendant. 

Nero and “Separated " Milk Blended. 

C. Wheeler, a dairyman at Shepherd’s Bush, was fined £40 
in the winter for selling milk found to be 10 per cent, 
deficient in fat. At the Acton police court he denied on oath 
having bought “ separated ” milk from a farm in Somerset 
during the past 12 months, the suggestion being that milk 
from which the cream had been extracted was mixed by him 
with new milk. At the recent sessions at the Central 
Criminal Court Wheeler was tried for perjury, evidence being 
given that two churns of separated milk had been sent to 
him daily from Somerset in accordance with a contract, up 
to the time when he was summoned, and that only after 
leaving the police court he had telegraphed ordering its dis¬ 
continuance and asking for new milk to be sent on the 
following day in its place. He was found guilty by the jury, 
but sentence was postponed pending the decision of a point 
of law raised by his counsel that the evidence in giving 
which the defendant was alleged to have committed perjury 
was not material to the issue before the court. 
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REPORTS OF SCHpOL MEDICAL OFFICERS FOR 1915. 

At Huddersfield there were 4215 children inspected 
according to the routine examination. The state of nutri¬ 
tion was found to be “ normal” in 9732 per cent., and 
"excellent" in 187 per cent., there being only 0-81 per 
cent, below normal, and no instances of actually “bad” 
nutrition. So high a proportion of well-nourished children 
is very satisfactory, and it is in strong contrast with the 
35 7 per cent, of Liverpool school children found to be more 
or less defective in this respect. The standard of eyesight 
was also very satisfactory, 88 -4 per cent, of those examined 
having normal vision in each eye. Dr. S. G. Moore 
states that the standard of cleanliness of former years has 
not been maintained, and cannot be regarded as altogether 
satisfactory. He considers the condition to be one of 
great importance in regard to health. The verminous 
condition has an injurious effect on the children in 
many ways: it disturbs sleep, inhibits power of con¬ 
centration, leads to formation of sores, and frequently 
to septic infection and malnutrition. Of 10,366 children 
examined as to cleanliness by the school nurses, a verminous 
condition was found in 699, that is, 6 74 per cent., as com¬ 
pared with 3 23 per cent, in 1914. At the routine medical 
inspections, however, only 0 12 per cent, of pediculosis was 
found (presumably because the children were got ready for 
the occasion/. Organic disease of the heart was found to 
exist in 5 out of 2147 boys, and in 1 out of 2068 girls. 
Tuberculosis was diagnosed in 71 out of 2147 boys, and ia 
45 out of 2068 girls, being glandular (not pulmonary) 
in all cases but two ; in 9 other cases (pulmonary) it was 
suspected. 

At Hull, Dr. James W. Fraser reports that the sleepless 
nights caused by alarms of possible air-raids produced 
such an effect on the attendance of children at school 
on the day after the alarm, and on the mental 
capacity of those who did attend, that the education com¬ 
mittee resolved to close the schools on days when official 
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notification of a possible raid had been made. There were 
nine such closures. It has now been resolved to close only 
for the morning session in case of alarm. As Sir Lncius 
O Trigger once observed, there is nothing like being used to 
a thing. The total number of children inspected was 14,341. 
Their nutrition was “normal” in 7539 per cent., and 
“excellent” in 8-33 per cent., leaving 14 04 per cent, of 
“below normal,” and 042 per cent, of “bad.” Perfect 
vision in each eye was possessed by 39-73 per cent., and a 
further 11 93 per cent, had perfect vision in one eye. Cases 
of diphtheria were notified in practically every school during 
the year, there being an increase during the autumn. At 
Clifton-street school bacteriological investigation showed 
such a large number of positive findings that the infants' 
department, and subsequently the two senior departments, 
were closed for periods rather over a fortnight. Swabbings 
still proved to be unsatisfactory, and all departments 
were again closed until after the Christmas holidays. 
At Clifton-street school 56 9 per cent, were found to 
give either Klebs-Loffler or Hoffmann reactions. “ It was 
decided to treat the Hoffmann cases as positive, and the 
wisdom of this step was shown by the fact that many of 
the cases, which showed the Hoffmann bacilli at the first 
examination, showed the Klebs-Lofiler bacilli at the second.” 
In an interesting appendix on the prevalence and effects of 
adenoids it is shown that their incidence amounted to 5 05 
per cent, in boys and to 6-73 per cent, in girls, or 5-79 per 
cent, for the whole number of children ; this is about double 
the rate of the general incidence (3 per cent.) on the school 
population throughout the country. It appears that the 
affection is more common in the eastern than in the milder 
western districts of Great Britain. 

At Liverpool 35,360 children were examined at the specified 
age-periods ; their nutrition was found to be “normal” in 
63-91 percent, and excellent in 10 36 per cent., leaving 35 7 
per cent, as below normal or bad. The standard of vision 
was satisfactory, 39 46 of those examined having perfect vision 
in each eye, and 28-20 per cent, having not less than 6/9 in 
one or both eyes. Classes for children with defective vision 
have been held at one of the schools with good results, some 
children having improved so much as to be able to return to 
their ordinary school and others having left to go to work. 
Organic disease of the heart was diagnosed in 127 boys and 
in 156 girls, the ratio of incidence being 0 80 per cent, for 
the whole number examined. Tuberculosis of the lungs was 
found in 0 08 per cent, and suspected in a further 0 05 per 
cent, of the children examined. Non-pulmonary tuber¬ 
culosis was diagnosed in 0 08 per cent. Considerable dis¬ 
organisation both of the medical and of the clerical staff 
occurred owing to the war, but the requirements of the 
Board of Education were met. Two minor ailment centres, 
or clinics, have been established at which more than 1100 
children were treated for affections of the skin (mainly 
impetigo), eyes, and ears. Very great benefit has resulted 
from this course of action, especially at Garston, where local 
facilities for the treatment of the poorer classes were practi¬ 
cally non-existent. Dr. E. W. Hope considers that an 
extension of these clinics is desirable. 

The report of Dr. Ernest T. Roberts on the medical 
inspection of children in Glisyoir relates to the period from 
July 1st, 1914, to July 31st, 1915. The total number 
examined was 24,611, and 31-3 per cent, were found to be 
suffering from some disease or defect requiring treatment. 
Defective dental conditions existed in 22 29 per cent., five 
decayed teeth being taken as the amount of defect needing 
attention. Organic disease of the heart was diagnosed in 
52 boys and 64 girls, being in a ratio of 0-46 per cent, for 
the whole number examined. Tuberculosis of the lungs was 
found in 27 children, and tuberculosis other than pulmonary 
in only 18, the incidence on the whole number amounting 
to 0-182 percent. A satisfactory item in the report is the 
statement that no schools were closed during the year on 
account of infectious disease. 

The report on school medical inspection at BiUton in 
1915 refers to a total number of 1595 children examined 
according to routine as entrants, intermediates, or leavers. 
Their state of nutrition was found to be very satisfactory 
at each age-period, having been either normal or above the 
normal in all but 9 per cent, of the entrants, 7 per cent, at 
the intermediate age, and 5-7 per cent, of the leavers. In 
regard to teeth, of the entrants 16-6 per cent, had four or 
more decayed ; of the leavers, only 6- 9 per cent. As to the 


condition of vision, out of 1005 children of intermediate age 
and leavers, 21 per cent, (of the eyes examined separately) 
had less than 6/9 visual acuity. Organic disease of the heart 
was diagnosed in 4 out of 506 leavers and in 2 out of 590 
entrants. The children were particularly free from tuber¬ 
culosis, only 7 cases of this disease affecting the lungs (0-42 
per cent.) being found, and no cases at all of tuberculosis in 
other organs. Dr. T. Ridley Bailey’s report is very clear and 
concise. 

The report on medical inspection at Chesterfield for 1915 
is a brief one. as the work had to be curtailed owing to 
the war. Routine inspection was only carried out in the 
early months of the year, and from May onwards the sole 
work done was that at the Bchool clinics, where inspections 
were held twice a week. Of the 636 children seen at the 
routine examinations, entrants, intermediates, and leavers, 
33 per cent, had defective teeth and 26 per cent, are stated 
to have had defective vision ; but the amount of defect is 
not specified, and in the case of vision presumably the 
figures do not refer to the entrants. At the clinic 795 
children were treated, most being cases of affection of the 
skin (impetigo, ringworm) or sore-throat, or eye disease. 
Reinspection is carried out with great thoroughness, a child 
with any defect being seen five times every year ; never¬ 
theless, only 21 -3 per cent, of defective children have received 
treatment. As many as 12 or more notices drawing atten¬ 
tion to defects have been sent to parents. In some cases a 
letter, drawing attention to Section 12 of the Children Act 
of 1908 has bad an effect on the parent; in future, prose¬ 
cutions will be undertaken for neglect. Dr. R. Fraser notes 
the large number of children attending the clinics and 
excluded from school for long periods for persistent verminous 
conditions and scabies, and recommends domiciliary visiting 
by the school nurse. 

At Guildford the number of children submitted to routine 
examination was 982. There appears still to be some 
reluctance on the part of many parents to have their 
children examined, as 21 objections were formally made, 
and 25 children were kept at home on the days notified for 
inspection. This prejudice has now almost disappeared in 
most of the large centres of population, where parents have 
become aware of the benefits resulting from taking " a stitch 
in time.” Of the 296 boys examined at the intermediate 
and leaving age-periods 51, and of the 253 girls the same 
number, suffered from some visual defect—that is, 18- 5 per 
cent., of the total number examined; the exact amount of 
defect regarded as needing treatment is not stated. Among 
the 538 boys 10 cases, and among the 444 girls 5 cases, of 
heart disease were detected. The tuberculosis cases were 
7 among the boys, and only one among the girls. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7863 births and 
3585 deaths were registered during the week ended Saturday, 
August 5th. The annual rate of mortality in these towns, 
which had been 10'7, 11-1, and 10-4 in the three preceding 
weeks, rose in the week under notice to 10 8 per 1000 
of their aggregate civil population, estimated at 17,312,295 
persons for the year 1915. During the first five weeks of 
the current quarter the mean annual death-rate averaged 
10'8, or the same as the corresponding rate in London. 
Among the several towns the death-rate last week ranged 
from 4-2 in Warrington, 4-4 in Eastbourne, 4-6 in York, and 
5-0 in Swindon, Smethwick, and Barrow-in-Furness, to 16-0 
in Bootle, 18-8 in Carlisle, 19-7 in Tynemouth, 22-0 in 
St. Helens, and 22-1 in Walsall. 

The 3585 deaths from all causes were 116above the number 
in the previous week, and included 228 which were referred 
to the principal epidemic diseases, against 222, 212, and 221 
in the three preceding weeks. Of these 228 deaths, 82 
resulted from infantile diarrhoea) diseases, 53 from measles, 
40 from diphtheria. 25 from whooping-cough, 14 from 
enteric fever, and 14 from scarlet fever, but not one from 
small pox. The annual death-rate from these diseases was 
equal to 0-7, against 0-7, 0 6, and 0-7 in the three preceding 
weeks. The deaths of infants (under 2 years) from diarrhoea 
and enteritis, which had been 51. 46, and 72 in the three 
preceding weeks, further rose to 82 last week, and included 
18 in London, 7 in Liverpool, and 6 in Birmingham. 
The fatal cases of measles, which had been 62, 59, and 64 in 
the three preceding weeks, fell to 53 last week, and included 
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24 in London, 8 in Liverpool, and 3 each in West Ham, 
Birmingham, and Sheffield. The deaths from diphtheria, 
which had been 47, 43, and 35 in the three preceding weeks, 
rose to 40 last week, and included 16 in London, 6 in Stoke- 
on-Trent, and 3 in Liverpool. The deaths from whooping- 
cough, which had been 40, 42, and 36 in the three preceding 
weeks, further fell to 25 last week, and included 5 in London 
and 3 in Liverpool. The fatal cases of scarlet fever, which 
had been 15, 17, and 9 in the three preceding weeks, rose to 

14 last week, and included 2 in Loudon. The deaths from 
enteric fever, which had been 7, 5, and 5 in the three pre¬ 
ceding weeks, rose to 14 last week, and included 2 each in 
London, Plymouth, Manchester, and Bradford. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and in the London Fever 
Hospital, which had been 1236, 1216, and 1221 in the three 
preceding weeks, fell to 1173 on Saturday last; 121 new 
cases were admitted during the week, against 150, 172, 
and 171 in the three preceding weeks. These hospitals 
also contained on Saturday last 1253 cases of diphtheria, 
189 of measles, 145 of whooping-cough, 38 of enteric fever, 
but not one of small-pox. The 936 deaths from all 
causes in London were 58 above the number in the 
previous week, and corresponded to an annual death-rate 
of 1P3 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 117, 99, and 90 in the 
three preceding weeks, rose to 99 in the week under notice. 

Of the 3585 deaths from all causes in the 96 towns, 173 
resulted from violence, 300 were the subject of coroners’ 
inquests, and 1187 occurred in public institutions. The 
causes of 28, or 0 8 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death w T ere 
duly certifledin West Ham, Bristol, Stoke-on-Trent, Leicester, 
"Nottingham, Salford, Bradford, Leeds, Hull, Newcastle-on- 
Tyne, and in 70 other smaller towns. Of the 28 uncertified 
deaths, 7 occurred in Birmingham, 6 in Liverpool, and 2 in 
Blackpool. _ 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1068 births and 508 deaths were registered during the week 
ended Saturday, August 5th. The annual rate of mortality 
in these towns, which had been 12-6, 11-2, and 12 5 in the 
three preceding weeks, fell to 112 in the week under 
notice. During the first five weeks of the current quarter 
the annual death-rate in these towns averaged 12 0, or 1-2 per 
1000 more than that recorded in the large English towns. 
Among the several towns the death-rate last week ranged 
from 6 9 in Coatbridge and in Clydebank, 8 6 in Perth, and 
8-7 in Motherwell, to 14 7 in Hamilton, 16 8 in Greenock, and 
171 in Ayr. 

The 508 deaths from all causes were 58 below the 
number in the previous week, and included 36 which 
were referred to the principal epidemic diseases, against 
39 and 37 in the two preceding weeks. Of these 36 deaths, 

15 resulted from infantile diarrhoeal diseases, 8 from measles, 
5 from scarlet fever, 4 from diphtheria, 3 from whooping- 
cough, andl from enteric fever, but not one from small pox. 
The annual death-rate from these diseases was equal to 0 8, 
against 0-7 per 1000 in the large English towns. The deaths 
of infants (under 2 years) from diarrhoea and enteritis, 
which had been 8, 7, and 15 in the three preceding weeks, 
were again 15 last week, and included 6 in Glasgow, and 2 
each in Dundee, Aberdeen, and Paisley. The fatal cases of 
measles, which had been 18, 17, and 7 in the three preceding 
weeks, were 8 last week, and included 2 in Greenock. 
The deaths from Bcarlct fever, whioh had been 7, 3, and 
5 in the three preceding weeks, were again 5 last week. 
The fatal cases of diphtheria, which had been 3, 6, and 6 
in the three preceding weeks, fell to 4 last week, and 
included 2 in Kirkcaldy. The three deaths from whooping- 
cough were recorded in Glasgow, Dundee, and Coatbridge, 
and the death from enteric fever in Greenock. 

The deaths referred to diseases of the respiratory system, 
which had been 50, 62, and 40 in the three preceding weeks, 
rose to 58 last week, but were 12 below the number regis¬ 
tered in the corresponding week of last year. The deaths 
from violence numbered 33, against 22 and 32 in the two 
preceding weeks. _ 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 207 births and 107 deaths 
were registered during the week ended Saturday, August 5th. 
The annual rate of mortality, which had been 18-8, 15 2, 
and 14-4 in the three preceding weeks, further fell to 
14-1 per 1000 in the week under notice, against 11-3 and 
11-0 per 1000 in London and Glasgow respectively. 

Of the 107 deaths at all ages, 12 related to infants under 
1 year, and 30 to persons aged 65 years and upwards. Three 
deaths of infants (under 2 years) were referred to diarrhoeal 


diseases, and 1 fatal case of enteric fever and 1 of measles 
were registered. 

The causes of 4 deaths were uncertified, and 3 others were 
the subject of coroners’ inquests, while 63, or 59 per cent., 
of the total deaths occurred in public institutions. 

During the same period 152 births and 95 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 12-7, or 0-3 per 1000 more than in the 
previous week, and included 20 of infants under 1 year of 
age, and 18 of persons aged 65 years and upwards. Two 
deaths were referred to measles, and 2 each to scarlet fever, 
diphtheria, and infantile diarrhoeal diseases. The causes of 
9 deaths were the subject of coroners’ inquests, and 28 
deaths occurred in public institutions. 


THE SERVICES. 


Royal Navy Medical Service. 

Staff Surgeons to be Fleet Surgeons: J. S. Dudding, N. H. 
Harris, L. Lindop, C. T. Baxter, W. E. Gribbell, R. W. B. 
Hall, H. V. Wells, W. Bastian, R. B. Scribner, A. I. Sheldon, 
J. Whelan, and C. R. Rickard. 

To be temporary Surgeons: N. K. Henderson and W. B. 
Gabriel. 

Army Medical Service, 

Colonel M. T. Yarr to be temporary Surgeon-General while 
a D.M.S. (without the pay or allowances of that rank). 

Lieutenant-Colonel H. H. Tooth, R.A.M.C. (T.F.) to be 
temporary Colonel. 

Royal Army Medical Corps. 

L. S. Dudgeon (late temporary Lieutenant-Colonel, 

R. A.M.C.) to be temporary Lieutenant-Colonel. 

Majors (temporary Lieutenant-Colonels) relinquish the 
rank of temporary Lieutenant-Colonel on re-posting; Sir 
Edward S. Worthington, A. F. Carlvon, and D. L. Harding. 

Temporary Lieutenant-Colonel Sir J. R. A. Clark, having 
ceased to be in charge of the St. John Ambulance Brigade 
Hospital, relinquishes his commission. 

Temporary Honorary Major C.J. Trimble to be temporary 
Lieutenant-Colonel whilst in charge of the St. John Ambu¬ 
lance Brigade Hospital. 

Captain (temporary Major) V. T. Carruthers relinquishes 
the rank of temporary Major on re-posting. Temporary 
Captain L. E. Owen to be temporary Major. 

Temporary Honorary Captain T. Houston to oe temporary 
Honorary Major whilst employed with the St. John Ambu¬ 
lance Brigade Hospital. 

Lieutenant-Colonel Charles C. Heywood, from Manchester 
Regiment (T.F.), to be temporary Major. 

Robert A. Fleming (Captain, R.A.M.C., T.F.) to be tem¬ 
porary Major whilst in charge of a Medical Division of a 
General Hospital. 

Temporary Captains to be temporary- Majors; J. W. 
Strutbers, J. S. Morrow, and J. C. Woods (whilst serving at 
the Palace Green Hospital). 

H. Wiltshire to be temporary Major. 

Temporary Captain W. J. Maloney relinquishes his com¬ 
mission on account of ill-health. 

Temporary Captains relinquishing their commissions: 
C. M. Hoare and H. R. Bramwell. 

Temporary Lieutenants to be temporary Captains: D. T. C. 
Frew, R. D. Davy, S. A. Hall, A. H. Tovey, A. F\ Bell, 
J. McG. Johnson, F. T. Simpson, A. M. Fisher, F. McKee, 

C. O. Walsh, H. E. Moore, P. L. L. Craig, D. T. Skeen, C. H. 
Shearman, R. Fell, A. F. Cole, H. L. Dixon, T. Marlin, A. H. 
Walker, H. E. Humphry's, P. Daly, H. Quigley, W. H. 
Compton, J. P. Musson, W. R. Allen, T. J. H. Hoskin, 
A. Robb-Smith, R. W. Sutherland, R. Briffault, I. W. Corkey, 
G. R. Gray, W. E. Stevenson, N. MoC. Boyce, J. A. Mescall, 
A. Climie, D. Whyte, C. J. West, J. M. Whyte, A. Frew, 
J. F. W. Leech, C. F. Nicholas, H. W. Dvke, H. W. Hodgson, 
W. F. O’Regan, E. C. Cunnington, It. Hodge, H. Croly, 

S. W. Williams, G. R. B. Puree, A. W. Mitchell, J. K. Small, 
R. W. Statham, D. A. Birrell, F. H. Allfrey, W. Russell, 
W. H. Me Walter, T. D. Moffatt, A. M. J. Halligan, C. S. 
Miller, F. C. Tibbs. D. Wilson, R. W. E. Roe, T. C. Ritchie, 
J. E. Power, A. Peden, A. F. Flower, E. D. F. Hayes, 
G. O. F. Alley, S. G. Vinter, T. C. Fisher, A. D. Hamilton, 

F. G. Ralston, D. Renton, L. 8. Shoosmith, E. H. Paddison, 
R. Dow, J. M. Smeatou, T. S. Reeves, M. T. Morgan, A. W. 
Baker, P. V. Early, J. R. McYail, H. P. Hall, G. Buchanan, 

G. R. Plaister, C. L. Miller, A. Z. Philips, H. L. H. Greer, 
A. J. W. Cunningham, A. Patrick, F. B. Martin, J. Patrick, 

D. Glen, R. Millar, R. D. Nasmvth,T. Campbell, W. li. Tntt, 
G. B. Kennedy, F. R. Hassard, Cr. W. Anderson, P. Quesne), 
C. Verge, L. R. Meech, It. W. Young, A. T. Bond, G. A. 
Simmons, C. B. Davies, W. C. McN. Dickey, H. S. Smith, 
A. E. Lundon, G. T. O’Donnell, V. D. Desrosiers, W. P. 
Jones, C. Russell, A. C. Major, F.C. H. Piggott, G. M. Brown, 
W. B. Gourlay, 8. P. Hodkinson, C. J. Young, 8. A. Kuny, 
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H. Slater, T. H, Thomas, J. K. Stewart, J. R. Bryce, C. F. 
Brady, G. Kennedy, H. W. Pigeon, D. Miller, H.Appleton, 
W. K. McIntyre, C. McK. Craig, J. Mcl. Gibson, G. P. 
Wilson, A. Chalmers, C. Mitchell, J. Simpson, J. T. Murphy, 
E. Underhill, F. J. P. Daly, S. Forrest, J. F. Dow, 

B. Malaher, P. J. Kelly, A. C. Keav, P. McDougall, F. W. 
Chamberlain, M. Krolik, T. L. Clark, W. N. Child, D. E. 
Morley, W. G. Scott, and F. N. Stewart. 

To be temporary Captains: R. M. Beaton, C. T. Parsons, 

C. E. Murphy, R. T. Smith, and temporary Lieutenant W. 
El wood. 

Temporary honorary Lieutenants to he temporary Lieu¬ 
tenants : M. K. Robertson, F. C. Ormerod, P. E. D. Pank, 

G. P. B. Huddy, G. Moulson, and T. D. Morgan. 

To be temporary Lieutenants: J. A. Aitken, T. Jones, 
J. Kirk, M. Lyons, E. G. D. Murray', A. H. Bloxsome, S. J. 
Brennan, R. D. Brennan, H. E. Scoones, D. K. Henderson, 
J. H. Wilson, W. Dickson, W. H. Robinson, A. H. Turner, 
Lieutenant R. D. Ferguson (Canadian A.M.C.), C. A. Holburn, 

E. P. Duncan, W. G. Southey, R. McLaren, P. K. McGowan, 
P. W. Dove, C. P. Charles, F. C. V. Thompson, R. C. 
Crawfurd, P. C. West, J. H. D. Webster, A. B. Coomber, 

C. T. I. Clarke, J. Sterry, A. H. Davies, H. A. Tillman, 
II. G. Browning, H, R. Marsh, J. M. Hammond, W. A. 
MacKay, J. Butler, W. R. Wylie, IX Craig. H. Findlay, F. W. 
Falconer. Lieutenant P. S. MacLareu (Canadian A.M.C.), 
W. R. D. Daglish, J. M. Taylor. S. J. Haylock, J. L. O. 
Tilley, C. J. D. Bergin, R. M. Gordon, It. S. Park, G. B. 
Wild, A. F. W. Denning, A. W. George, A. G. Reid, R. H. 
Smythe, E. D. S. Heyliger, C. C. Mecredv, W. P. MacKasev, 
N. Kennedy, C. J. R. Hoffmeister, E. it. Morris, £. E. T. 
Nuthall, H. W. Garden, and H. G. Kilner. 

To be temporary Honorary Lieutenants : G. C. Hartley 
and D. 0. Richards. 

Temporary Lieutenants relinquishing their commissions: 

H. Lasnier, R. Ingram, F. Heatherlev, J. Hunter, H. E. 
Brawn, E. W. Goble, D. E. Ferwick, J‘. S. E. Selby, C. Ede, 
H. J. Hoile, T. F. Wilson, J. Landman, II. W. Sinclair, 
P. McGibbon, D. W. Davis, W. S. Badger, R. D. Laurie, 
J. J. G. Pritchard, F. S. B. Fletcher. C. F. Fothergill. 
A. Shearer, H. D. Everington, It. M. MacLennan, L. P 
Black, A. T. Moon, H. G. Wood-Hill, A. M. Watts, 

F. W. Lyle, A. M. M. Roberts, A. T. Johns, O. R. P. Muller, 

D. S. Macbean, W. E. Peck, W. Ijiiniscien, W. Browne, E. J. 
Chambers, C. V. Knight, J. Menzies, B. Blacklock, A. 
MoEwan. M. B. Stuart, W. H. N. Bright, H. C. Meacock, 

E. Fullerton, J. E. Prentis (on account of ill-health), W. W. 
Kennedy, R. Paul, T. J. Waddell, R. J. Gordon, D. A. 
McAulay, F. A. Keillor, H. H. Planche, L. G. Gunne, G. E. 
Richards, W. Dickson, J. S. McCallum, C. C. Hargreaves 
ton account of ill-health), and G. It. Naylor. 

Temporary Honorary Lieutenant E. Aylward relinquishes 
his commission on ceasing to bo emploved with No. 8 British 
Red Cross Hospital, and temporary Honorary Lieutenant 
W. E. N. Dunn on ceasing to be employed with the British 
Red Cross Hospital, Netley. 

To be temporary Honorary Lieutenants whilst serving with 
No. 8 British Red Cross Hospital: A. Banks and C. E. Sparks. 

Temporary Honorary Majors, from the Australian Volun¬ 
tary Hospital, to be temporary Majors: R. Dick and S. W. 
Patterson. 

Temporary Honorary Captains, from the Australian 
Voluntary Hospital, to be temporary Captains: R. V. 
McDonnell and B. T. Edve. 

Temporary Honorary ’Lieutenant Cecil Charles Cogblan, 
from the Australian Voluntary Hospital, to be temporary 
Lieutenant. 

Indian Medical Service. 

The King has approved relinquishment by the under¬ 
mentioned of tne temporary rank of Lieutenant : Sobha 
Ram Kapoor and Ardeshir Behramshak Pestonji. 

Special Reserve of Officers. 

Rmjnl Army Medical Corps. 

Cadets, from Glasgow University Officers Training Corps, 
to be Lieutenants: T. Blackwood, J. P. Broom. A. C. Brown, 
J. W. Dalglish, J. F. Duthie, J. Ewing, E. G. S. Hall, R. W. 
MacDonald, D. B. McIntosh, J. W. Maclean, A. F. McMillan, 
R. Rodger, and (ex-Cadet) J. A. Buchanan. 

Cadet G. Lapage, from Manchester University' Officers 
Training Corps, to be Lieutenant. 

Cadet, from Leeds University Officers Training Corps, to 
be Lieutenant: Cyril Reginald Knowles. 

Cadet, from Aberdeen University Officers Training Corps, 
to be Lieutenant: G. J. Key. 

Cadets, from University of Londou Officers Training 
Corps, to be Lieutenants: J. M. H. Campbell, P. D. H. 
Chapman, and It. S. Aspinall. 

Cadets, from Birmingham University Officers Training 
Corps, to be Lieutenants: E. B. Alabaster, D. F. Standing, 
and R. J. Staley. 

Cadets, from Cambridge University Officers Training Corps, 
to be Lieutenants : W. F. Haultain and D. D. Evaus. 


To be Lieutenants: J. B. Steven, K. J. T. Wilson, R. 
Isbister, T. Gray M. Dwyer, D. S. Scott, N. H. Harrison, 
W. H. Dye, A. H. Craig, and G. Ewen. 

Territorial Force. 

Army Medical Service. 

Colonel D. J. MacKintosh, from Assistant Director of 
Medical Services, Lowland Division, to be Colonel. 

Royal Army Medical Corps. 

Eastern Mounted Brigade Field Ambulance: Major (tem¬ 
porary Lieutenant-Colonel) W. Archibald relinquishes his 
temporary rank on ceasing to command a Field Ambulance. 

East Lancs Field Ambulance: Major W. L. Bentley to be 
temporary Lieutenant-Colonel whilst commanding a Field 
Ambulance. Lieutenant J. Bruce to be Captain. 

West Lancs Field Ambulance: A. H. Binder to be 
Lieutenant. Major H. Haltou, from West Lancs Field 
Ambulance, to be Major. Captain G. B. Robinson, from a 
T.F. Field Ambulance, to be Captain. 

London (City of London) Field Ambulance : Captain 
J. M. A. Costello, from Attached to Units other than Medical 
Units, to he Captain. 

North Midland Casualty Clearing Station: Major A. R. 
Henchley to be temporary Lieutenant-Colonel whilst com¬ 
manding’ a Casualty Clearing Station. Captain A. Heath, 
from North Midland Field Ambulance, to be Captain. Lieu¬ 
tenant J. W. Archibald to be Captain. 

2nd London Sanitary Company: Lieutenant C. H. Lilley 
to be Captain. 

South Midland Mounted Brigade Field Ambulance: A. E. 
Crabbe to be Lieutenant. 

Southern General Hospital: Captain J. H. Dawe resigns 
his commission on account of ill-health. 

Eastern General Hospital: Major R. A. Milligan is 
seconded. 

London Field Ambulance: A. C. Smith to be Lieutenant. 

West Riding Field Ambulance : To be Lieutenants : L. A. 
Williams, M. B. G. Sinnette, and II. Vallow. 

Attached to Units other than Medical Units .— Major W. A. 
Smith, East Lancs Regiment, to be Major (temporary). 
Captain G. S. Ward and J. Orton to be Majors. Lieutenant 
L. A. Wilson to be Captain. F. Gamin to he Lieutenant. 


DMtmtrjr. 


WILLIAM TAYLOR, M.D. Edin., F.R.C.P. Edin. 

There passed away on July 31st at his residence in 
Edinburgh one of the oldest members of the medical pro¬ 
fession in the city. A native of Forfarshire, he received 
his medical education at Edinburgh University, where he 
graduated in 1867. He became assistant to the late Pro¬ 
fessor Laycock in the department of practice of medicine, 
and later demonstrated for Professor Spence, whose “ Syste¬ 
matic Surgery ” he edited. When assisting with the prac¬ 
tical teaching of surgery he was most popular with the 
students in his classes in minor surgery. He also assisted in 
the electric department of the Infirmary, and did considerable 
obstetrical work, which was of practical value in securing 
for him a large private practice. He was for a time 
resident surgeon at the Maternity Hospital, Edinburgh. He 
was a Fellow of the Royal College of Physicians and also a 
member of the Scottish Society of Arts. 

Dr. Taylor is survived by two sons and two daughters. 
One of his sons, Dr. Macrae Taylor, is at present serving as 
major in theR.A.M.C., and one of his daughters is nursing 
abroad in connexion with the war. He will be much missed 
in Edinburgh by a large circle of friends. 


THE LATE DR. A. H. LISTER. 

Dr. Matthew Hay has sent ns an appreciation of Dr. A. H. 
Lister, in which he says: “Arthur Lister quickly made 
many friends in Aberdeen, and had become so attached to 
the most northern of British Universities and cities that 
when he completed his medical course he had, in spite of 
strong professional inducements to return to the south, 
virtually decided to settle in practice in the city of his pro¬ 
fessional birth. He married almost immediately afterwards 
a daughter of Sir Reginald Palgrave. and it may be said 
that Aberdeen has never known more gracious and winning 
personalities than those of Arthur Lister and his cultured 
wife. His university reputation—he was facile princeyis of the 
graduates of his year, his somewhat maturer age than that 
of the ordinary medical graduate—for he had been in 
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business for a few years before entering medicine, his 
unusual attractiveness of manner and extraordinary sympathy 
with human suffering, and his whole-hearted devotion to 
the well-being of his patients won for him almost instantly 
one of the best and most select medical clienteles in the 
north. He was fortunate in being appointed early to an 
assistant physicianship in the Hoyal Infirmary almost imme¬ 
diately after beginning practice, and the infirmary staff had 
never a more assiduous and thoughtful worker. He grudged 
no effort or time in the investigation of his cases, and must 
have accumulated a large body of most careful and searching 
notes. He was too diffident of his own prowess ; perhaps 
his ideals were too high. But had he lived longer, and had 
his health permitted, several contributions of great clinical 
and scientific value might have been expected from him. 
Although always cheerful and ever eager to respond to any 
call to work, he had for many years been handicapped by 
his health. More than once in recent years he had been 
obliged, on medical advice, to take a prolonged holiday. But 
he had an unconquerable passion for work, and had no 
sooner returned to the city than he was found to be under¬ 
taking duties beyond his real strength. This was shown in 
the prompt offer of his services to the Army authorities when 
the war broke out ; and there can be no doubt that his 
unstinted devotion to these services in a trying climate was 
the immediate cause of his death. 

Perhaps because of his own health he had begun earlier 
in his professional life to make a special clinical study of 
tuberculosis, and had for several years before his death 
become one of the two or three leading clinical authorities 
and consultants in Scotland on this disease. He prepared 
an admirable and elaborate thesis on the value of X rays in 
the diagnosis of pulmonary tuberculosis which obtained for 
him his Doctorate of Medicine with honours. He was one of 
the first in this country to advocate and publish a compre¬ 
hensive scheme for combating tuberculosis. Some years 
later, when a scheme was finally put into practice in 
Aberdeen by the municipality, he voluntarily undertook to 
give for nearly two years invaluable aid in developing and 
supervising the clinical part of the scheme. The clinical 
records thus obtained by himself and under his supervision 
are almost unique in their completeness. 

He inherited much of the scientific instinct of the Lister 
family, and he had all the gentleness and charm of manner 
of his distinguished uncle. He was an excellent clinical 
teacher, and was beloved by his pupils. If it were possible 
he was still more beloved by his patients. His colleagues 
found in him a constant example of great ability with great 
modesty, of eagerness to learn from all with an equal readi¬ 
ness to impart, and of a knightly sense of courtesy and 
honour. This terrible war has brought to Aberdeen, as 
elsewhere, many notable losses, but no death is more widely 
and deeply mourned in our city than that of Arthur Lister.” 


The Rockefeller Institute for Medical 

Research. —The board of scientific directors of this founda¬ 
tion announce the following promotions and appointments : 
Dr. A. R. Dochez, hitherto an associate in medicine, has 
been made an associate member ; Dr. H. T. Chickering has 
been appointed resident physician in the hospital, to succeed 
Dr. Dochez. The following have been made associates: Dr. 
Louise Pearce (pathology and bacteriology) and Dr. P. L. 
Gates (pathology and bacteriology). The following have been 
made assistants : Dr. O. Robertson (pathology and bacterio¬ 
logy) and Mr. E. Wildman (chemistry). The following new 
appointments are announced: Dr. Rhoda Erdmann, asso¬ 
ciate in the department of animal pathology; Dr. R. A. 
Morrison, assistant in medicine and assistant resident 
physician ; Dr. J. Northrop, assistant in the department of 
experimental biology; Dr. Jean Oliver, assistant in the 
department of pathology and bacteriology; Dr. E. Smillie, 
Fellow in the department of animal pathology; Dr. VV. D. 
Witberbee, assistant. Mr. H. Wasteneys, hitherto an 
associate in the department of experimental biology, has 
been appointed as associate professor of pharmacology in 
the University of California. Dr. F. C. McLean, hitherto 
an assistant resident physician in the hospital of the 
institute, has been appointed by the trustees of the Union 
Medical College, Pekin, to the professorship of internal 
medicine; this appointment carries with it the headship of 
the Union Medical School. The Union Medical College is 
one of the institutions of the China Medical Board of the 
Rockefeller Foundation. Dr. McLean is now going to Japan, 
Korea, and China as representative of the China Medical 
Board. 


®j),f Mar. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue 

Killed. 

Lieutenant B. R. Roberts, R.A.M.C., was educated at 
Queen’s College, Galway, and qualified at Edinburgh id 
1898. Prior to the war he was medical officer to the 
Central South African Railways. 

Captain J. L. Green, R.A.M.C., V.C., attached to the 
Sherwood Foresters, previously reported “ missing, 
believed killed,’’ and to whom the posthumous honour 
of the V.C. is reported in The Lancet of to-day, was 
educated at Cambridge and St. Bartholomew’s Hospital, 
London, qualified in 1913. 

Captain J. H. Beilby, R.A.M.C., attached to the Worcester¬ 
shire Yeomanry, was educated a,t Edinburgh and at 
Vienna, and qualified in 1889. Before joining the 
R.A.M.C. he was in practice at Bromsgrove, Worcester¬ 
shire, and was surgeon to the local cottage hospital. 

Died of Wounds. 

Captain R. M. Dennys, Loyal North Lancashire Regiment, 
who was a combatant officer, was educated at Win¬ 
chester and St. Bartholomew’s Hospital, London, 
qualifying in 1909. 

Lieutenant W. G. Shand, R.A.M.C., attached to the 
Lancashire Fnsiliers, was educated at Glasgow Uni¬ 
versity, qualifying in 1903. Before joining the R.A.M.C. 
he was in practice at Salford. 

Captain O. H. Peters, R.A.M.C., qualified M.B. Melbourne 
in 1902, and joined the R.A.M.C. soon after the outbreak 
of war. 

Wounded. 

Captain W. S. Garden, R.A.M.C., attached to the North¬ 
umberland Fnsiliers. 

Captain E. H. Griffin, R.A.M.C, attached to the Northumber¬ 
land Fusiliers. 

Captain J. P. Walsh, C.A.M.C., attached to the Canadian 
Infantry. 

Captain H. C. Bruce, R.A.M.C., attached to the Argyll aud 
Sutherland Highlanders. 

Lieutenant R. S. Gibson, R.A.M.C., attached to the Royal 
Garrison Artillery. 

Captain A. C. Hancock, R.A.M.C. 

Captain J. R. N. Warburton, R.A.M.C. 

Captain J. Ferguson, R.A.M.C. 

Captain C. M. Jones, R.A.M.C., attached to the Royal Field 
Artillery. 

Captain W. A. Taylor. R.A.M.C. 

Lieutenant W. E. H. Beard, R.A.M.C., attached to the 
Manchester Regiment. 

Captain A. Hines, R.A.M.C., attached to the York and 
Lancaster Regiment. 

Captain M. Scott, R.A.M.C., attached to the Norfolk 
Regiment. 

Captain J. D. Wilkinson, R.A.M.C., attached to the Royal 
Field Artillery. 

Lieutenant P. J. Lane. R.A.M.C. 

Second Lieutenant S. J. Cowell, R.A.M.C. 

Lieutenant C. W. Sharp, R.A.M.C. 

Previously reported Believed Prisoners at Kut-el-A mar a. 
note reported Prisoners. 

Major E. V. Azlen, R.A.M.C. 

Colonel H. O. B. Browne-Mason, R.A.M.C. 


The Honours List. 

The 1 '■iotoria Cross. 

The King has conferred this coveted distinction upon the 
following member of our profession, who unfortunately lost 
his life in carrying out his noble action :— 

Captain John Leslie Green, R.A.M.C. 

For most conspicuous devotion to duty. Although himself wounded, 
he went to the assistance of an officer who had been wounded and 
was hung up on the enemy's wire entanglements, and succeeded in 
dragging idm to a shell hole, where he dressed his wounds, notwith¬ 
standing that bombs and rifle grenades were thrown at him the 
whole time. Captain Green then endeavoured tn bring the wounded 
officer into safe cover, and had nearly succeeded in doing so when 
he was himself killed. 
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OBITUARY OF THE WAR. 


HUBERT COWELL ML'LKERN, M.R.C.S. Eng., 
L.R.C'.P. Lond., 

CAPTAIN, ROYAL ARMY MKDICAL CORPS. 

Captain H. C. Mulkern, who was killed in action in France 
on July 1st, was a student at St. Mary’s Hospital Medical 
School, where he entered in 1899, taking his medical 

time he was a keen 
was a trooper in the 
Westminster Dragoons. 
After qualifying he 
settled in practice at 
Kingston - on - Thames, 
where he made a large 
connexion. At the out¬ 
break of war he at first 
took a post as civil 
■surgeon to the Dep6t 
Hospital, East Surrey 
Regiment, and later 
obtained a commission 
in the Royal Army 
Medical Corps, being 
attached to the North¬ 
umberland Fusiliers. 
After other transfers 
he finally became 
battalion medical 
officer to the 9th Royal 
Inniskilling Fusiliers 
and remained with 
them until he met his death. He was shot through the 
neck as he was standing close to his dressing station and 
death was almost immediate. 

His commanding officer wrote of Captain Mulkern to his 
brother: “ He had endeared himself to all ranks in a remark¬ 
able degree ; to me personally he was a very dear comrade. 
I often consulted him, and he was a great support to me in 
many ways.” And a senior medical colleague adds: 
44 Mulkern was absolutely fearless. I knew him intimately, 
and he was one of my officers for whom I had the greatest 
admiration and regard.” 

Captain Mulkern married in 1907 Miss Florence Vouler, 
who predeceased him. _ 


HAROLD GARRETT CHAPLIN, M.D. Lond., 
M.R.C.S. SN(r,, L.R.C.P. Lond., 

SURGEON, ROYAL NAVY. 

Surgeon H. Garrett Chaplin, who lost his life, at the 
age of 28 years, when H.M.S. Hampshire was sunk on 
June 5th, was the third son of Mark Chaplin, merchant, of 
St. Johns, Newfoundland. He received his early education 

at the Methodist 
College, St. Johns, 
matriculating in 1907 
as an outside student 
in the London Univer¬ 
sity. In the following 
year he entered St. 
Thomas’s Hospital, 
London, where he had 
a distinguished aca¬ 
demical career, graduat¬ 
ing with distinction in 
medicine and surgery 
in 1914, and being gold 
medallist for that year. 
At the outbreak of war 
he resigned his post of 
house surgeon and 
obtained a commission 
in the Navy. He first 
served on H.M.S. 
Victory , then on the 
had ample scope in 
tending Belgian wounded and refugees, and was finally 
transferred to H.M.S. Hampshire , where his family was 
informed “that he died at his post doing his duty.” 
One of the few survivors stated that “the last he saw of 


Chaplin was in his shirt-sleeves, bandaging the wounded 
after the explosion ; the ship was then sinking.” 

A relative writes to us that Surgeon Chaplin had through¬ 
out his short life responded to the call of sacrifice without 
counting the cost. His powers of resistance had been 
severely tested on two occasions. Once with two com¬ 
panions, all in their teens, he had travelled on foot across 
the barren wilds of Newfoundland, reaching his destination 
at the point of exhaustion. Again on a sailing vessel 
adrift in the Atlantic without food or water, he was only 
rescued after 92 days’ buffeting by wind and wave as the 
ship w T as sinking. His last adventure was doubtless nobly 
borne. 


ERNEST CHARLES LAMBERT. M.R.C.S. Eng., 
L.R.C.P. Lond., M.D. Brux., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant E. C. Lambert, who died of wounds in France 
on June 30th at the age of 41 years, was bom at Redhill and 
educated at Redhill Grammar School, where he gained two 
scholarships. He took his medical training at Westminster 
Hospital, qualifying at the age of 22, when he was appointed 
assistant medical officer and pathologist to the Darenth 
Asylum. After 14 months he applied for a transfer owing to 
ill-health and was given a similar post at Banstead. During 
his residence there he went to Brussels, graduated M.D. of 
that University in 1903, and finally settled in private 
practice at Wandsworth in 1905, becoming assistant medical 
officer to the workhouse. 

Corps in November, 

1915, and after some 
months’ training with 
the 12th Surreys he left 
for France in the spring. 

Whilst attending a 
wounded man on the 
night of June 22nd a 
shell burst at his feet, 
covering him with 
wounds. His condition 
was serious, but his 
commanding officer 
wrote that there was 
good hope of his re¬ 
covery, and spoke of the 
pluck and cheerfulness 
with which he bore his 
pain. Unfortunately, 
however, when two or 
three days later he was 
removed to the base 
hospital, haemorrhage occurred, and he died of his 
wounds. Lieutenant Lambert leaves a wife and two small 
children. \ 

A colleague writes of him : 4 4 Lambert was the ideal type 
of general practitioner: gentle and generous to the poor, 
wise and kindly to all. His loss will be felt quite as 
much for his quality as a man as for his capability as a 
doctor.” _ 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :— 

Second Lieutenant R. L. Binns, Yorkshire Regiment, son of 
the late Dr. W. Binns, East Bergholt, Suffolk. 

Captain 1. O. Crombie, Middlesex Regiment, son of Dr. J. 
Crombie, of Sidcup, Kent. 

Second Lieutenant H. Latimer, Royal West Kent Regiment, 
only child of Dr. H. A. Latimer, of Tunbridge Wells. 

Lieutenant E. V. Cheese, Army Pay Department, younger 
son of the late Dr. J. Cheese, of Wimbledon, London. 

Second Lieutenant F. I. Young, Northumberland Fusiliers, 
sixth son of Dr. R. Young, of Royton, Lancs. 

Second Lieutenant D. D. D. K. Moir, Yorkshire Regiment, 
second son of Major J. D. Moir, R.A.M.C., of Bayswater, 
London. 

Private R. C. Power. Royal Fusiliers, only son of Dr. E. T. 
Power, of Atherstone, Warwickshire. 

Captain A. C. O’Connor, Norfolk Regiment, only son of 
Colonel A. P. O’Connor, C.B., A.M.S. 

Second Lieutenant P. M. Alexander, Gordon Highlanders, 
eldest son of Dr. S. P. Alexander, of Southsea. 

Captain V. G. Duke, Royal Garrison Artillery, son of the late 
Colonel A. W. Duke, R.A.M.C. 


qualification in 1906. At this 
Association football player, and 




hospital ship Agadir , where he 


He joined the Royal Army Medical 
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Lieutenant A. L. H. Ferguson, Gordon Highlanders, son of 
the late Surgeon-Major Ferguson. 

Lieutenant S. Jalland. Fast Yorks Regiment, youngeBt son 
of Mr. W. H. Jalland, F.R.C.S., of York. 


The Central Medical War Committee. 

A meeting of the Committee was held on Wednesday, 
August 9th, when the Committee was reappointed with 
certain modifications among the ex-offlcio members resulting 
from the changes in the officers of the British Medical Asso¬ 
ciation. The ex-officio members of the Committee are now Sir 
T. Clifford Allbutt, President of the British Medical Associa¬ 
tion ; Mr. E. B. Turner, chairman of Representative Meetings ; 
Dr. J. A. Macdonald, chairman of Council ; and Dr. G. E. 
Haslip, treasurer. Dr. T. Jenner Verrall was re-elected as 
chairman of the Committee for the ensuing year, and the 
Executive Subcommittee and secretaries were re-appointed. 

The Reference Committee of the Engluh Royal College*. 

The work of the Committee of Reference of the English 
Royal Colleges has been of great value in assisting the 
Central Medical War Committee, for the exemptions of 
medical men attached to hospitals in the London area have 
been a difficult and delicate matter of arrangement. There still 
seems to be a doubt in the minds of some admirably philan¬ 
thropic persons as to whether there is really a war proceeding 
on which the very existence of the nation depends. They 
regard interference with the organisation of the institutions 
in which they are interested as unthinkable, in 1 spite of the 
country having willingly adopted compulsory service. They 
speak of this or that member of the staff as indispensable, 
meaning thereby that the particular officer has made himself 
so generally useful that the hospital authorities would find 
themselves in a difficulty if he were to leave. It has 
actually been stated by a governor of one hospital that, 
if Dr. So-and-So is taken, the hospital must close—a scathing 
criticism on the gift of organisation possessed by the 
hospital authorities. When the so-called indispensable 
members of hospital staffs are comparatively young un¬ 
married men. they are just the men who, in these 
strenuous times, are indispensable to the nation ; and 
the only consideration that should be allowed to weigh 
with the institutional authorities is the question of whether 
a man is indispensable to the nation in some capacity or 
other. If the young doctor becomes indispensable to the 
cation, he must be allowed to take a commission and his 
work must be distributed amongst those who are allowed 
to remain at home, or who are over military age. 

This is very obvious to all of us in a general way, but 
when the work of a splendid charity is in question it is hard 
for those whose energies are absorbed in the conduct of 
its affairs to realise where the sacrifice of personnel should 
begin and end. It is in just these difficult positions that 
the work of the Central Medical War Committee, through 
the Reference Committee of the English Royal Colleges, has 
proved so useful. __ 

“Pro Patria.”— We have received from Sir 

Lauder Brunton a communication indicating the need for a 
directory to hospitals for sick and wounded combatants and 
other agencies providing for assistance, relief, and guidance 
in these days of national testing. Under the title of “ Pro 
Patria. ” a guide to public and personal service in wartime 
will be issued immediately. The work has been prepared under 
the editorial supervision of Dr. T. N. Kelynack, and it is to be 
published by Messrs. John Bale, Sons, and Danielsson, 
Limited, at 3s. 6 d. net. The volume will contain original 
communications from Lord Sydenham, Sir James Yoxall, 
M.P., Sir Robert Baden-Powell, Mr. Charles W. Cath- 
cart, F.R.C.S., Sir Henry Morris, Professor F. J. C. 
Hearnshaw, Professor J. S. Mackenzie, Mrs. Fawcett, 
Major Leonard Darwin, and others. The main part 
of the volume is devoted to signed authoritative com¬ 
munications regarding the aims and work of the chief 
associations and institutions rendering public and personal 
service in war time. Lists are also provided of the names, 
addresses, number of beds of the chief Red Cross hospitals, 
the names and addresses of the county directors of the Joint 
Committee of the St. John Ambulance Association and the 
Red Cross Society, the Presidents and honorary secretaries 
of the branches of the British Red Cross. There is also a 
bibliography of patriotic and war books and much other 
material likely to be of practical service. 


CflmspGtthtue. 


“Audi alteram partem.” 


TUBERCULOSIS AND THE WAR. 

To the Editor of Thb Lancet. 

Sir,—T he address by Sir William Osier on the tuberculous 
soldier in your issue of August Sth must carry conviction 
owing to the manner, at once scientific and humane, in 
which the problem is presented, and by virtue of the fairness 
of his conclusions. Nevertheless, I beg to dissent from some 
of the suggestions, which do not appear to be corollaries to 
his main proposition. 

Sir William Osier’s classification of the types of tuber¬ 
culous combatants does not differ, to any great extent, from 
the grouping suggested in my letter of June 3rd, and he also 
believes that no great increase in tuberculosis is to be 
expected in that portion of the community which has under¬ 
taken military service, and again agrees that the treatment 
of these cases after discharge should be undertaken by the 
civil authorities. Now the machinery for treatment is 
already in our hands, provided local authorities can be 
induced to do their duty. That they have not done so is 
due to want of central clinical and administrative control. 
If the welfare of discharged tuberculous combatants is to be 
placed in the hands of a small central committee of the 
National Association for the Prevention of Tuberculosis, in 
conjunction with representatives from three other public 
bodies, it is likely to encourage slack local authorities in 
their desire to allow other people to do the work and bear the 
expense. Sir William Osier does not suggest a new name for 
this committee, but he is virtually creating a new society 
without rendering himself liable to the extreme penalty which 
he advocates for those who do so. 

The considerations which lead me to express this dissent 
are as follows. As the primary duty of the medical depart¬ 
ments of the services is to raise and to maintain the health 
of our combatants at the highest degree of fighting efficiency, 
it would be against the national interest to ask that they 
should organise and carry out schemes for treating those 
invalided on account of tuberculosis. This treatment must 
be left to the civil authorities. In the United States navy 
the institution of naval sanatoriums was followed by a rise in 
the ratio of tuberculosis, owing to the tendency to discharge 
cases of arrested disease to duty, since service afloat is 
contraindicated for every tuberculous subject. On the other 
hand, it might be maintained that if full inquiry showed the 
incidence of tuberculosis to be increased by the conditions 
of active service, the service departments concerned might 
make a giant to those civil authorities on whom the burden 
of treatmmt must eventually fall. 

Even if the service authorities provided sanatorium treat¬ 
ment for all tuberculous invalids little would be done to 
eradicate the malady, since the men would return to home 
conditions under w hich the disease would again develop and 
spread. Some have advocated “segregation camps” in 
which the invalided consumptive would be compelled by law 
to reside until he died. Apart from its inhuman interference 
with individual liberty, this scheme would only do harm. 
Compulsory segregation is in vogue in the city of New York 
without having any influence on the death-rate, since the 
patients prefer to bide the fact of their illness and creep 
away to garrets to die without medical attendance. More¬ 
over, this scheme does not touch the silent stream of tuber¬ 
culous infection flowing through childhood to adult life in 
our great industrial centres, and finally breaking out as active 
declared disease. All these schemes are old heresies long 
since hunted from pillar to post and to the stake. 

A more dangerous doctrine has recently been promulgated 
to the effect that direct measures against tuberculous infec¬ 
tion are of little value, and that if all the money spent on 
dispensaries and sanatoriums had been devoted to improve¬ 
ment in the housing of the poor the results would have 
been better. It is pointed out that in Scotland between 
1850 and 1880, prior to any attempt to check infection, 
the fall in the phthisis death-rate was so great that had 
it continued the disease would now be well-nigh extinct, 
and that this fall was associated with improvements in 
general sanitation. These facts are trne, but the deduction 
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drawn from them belongs to that class of falsehood which 
Leonardo da Vinci held to be unpardonable. Improved 
housing does raise the general resistance of a populace to 
tuberculosis or any other infectious disease. We know 
that an animal in good condition will succumb less readily 
to experimental infection than an animal in poor condition, 
but so long as we are dealing with an infectious virus there 
is a point at which massive or long-continued infec'ion 
will overcome the resistance of the best-conditioned animal. 
It will always be possible for a careless consumptive to 
infect his family whether they be housed in a well-built or 
an ill-built house. 

There have recently been cases of tuberculous men, dis¬ 
charged from the services, dying in Poor-law infirmaries, and 
these cases have aroused protests in the lay press. Now an 
intelligent interest in tuberculosis, even if only awakened 
by the thunder of a European war, is to be welcomed, 
but to those who have been working for years to kindle 
that interest it has always seemed unjust that a pre¬ 
ventable disease, such as tuberculosis, should entail the 
death of any man or woman, soldiers broke n in our industrial 
wars, under the Poor-law. When this does occur in any area 
it implies a certain want of provision for the treatment 
of tuberculosis on the part of the civil authorities. Men 
discharged from the services return to civil life, and must 
be considered as part of the civil community. 

The day is long past for controversy as to the best methods 
for the treatment, control, and eradication of tuberculosis. 
Every local authority has had the guidance of the Depart¬ 
mental Committee on Tuberculosis, and has been urged to 
adopt a coordinated scheme in which the essential elements 
are : the tuberculosis dispensary, the open-air school, the 
sanatorium, the working colony, and the hospital for 
advanced cases. In this the Committee endorsed the salient 
features of the Edinburgh system, founded by Sir Robert 
Philip in 1887 and since adopted throughout the world. 
The literature on the subject is already so large that it is 
not necessary to burden this letter with a description of the 
integral parts of the machinery provided by that scheme. 

Certain difficulties do exist in the matter of its effective 
execution, and some of these may be briefly stated. The 
examination of contacts in the homes of patients, the most 
essential part of the work of the dispensary, is often not 
only an arduous task, but also demands a high degree of 
clinical skill, since it concerns the earliest diagnosis of 
pulmonary tuberculosis. Considerable experience of general 
medicine is no less essential for the dispensary medical 
officer, since he acts as a consultant with practitioners who 
are treating insured patients. To put the matter frankly, 
an experienced clinician will not be attracted by a low 
salary. Again, if the tuberculosis officer is to rank as an 
assistant medical officer of health, and if his advancement 
in the Public Health Service can only be by promotion to an 
administrative post, two contingencies are likely to arise. 
If he has devoted many years to gain clinical acumen, not 
easily won, his skill will be largely lost to the community on 
his promotion to a purely administrative post divorced from 
clinical work. Again, if he early begins to lean towards the 
administrative rather than to the clinical side of his work, 
the effective control of tuberculosis in his area will suffer in 
proportion. 

The Public Health Service in the United Kingdom, 
admittedly the first and most efficient in the world, has 
recently developed to so great an extent that it now covers 
a very large part of the field of medicine. It is concerned 
with the feeding of infants, the health of school children, 
the treatment of the exanthemata, the diagnosis of tuber¬ 
culosis, and to-morrow with venereal disease—all these in 
addition to the general problems of hygiene and sanita¬ 
tion. It is surely just, and in the public interest, that in 
a service so specialised equal awards and emoluments should 
be the reward of clinical no less than of administrative 
ability. This has already been carried out in the city of 
New York, where the heads of the various departments of the 
Board of Health stand on an equal basis. If the machinery 
now in our possession for the control and eradication of 
tuberculosis be erected on these lines in every area, and if 
the Public Health Service take advantage of the brilliant 
possibilities for extension which lie in the future, the 
problem of tuberculosis will be solved. 

I am, Sir, yours faithfully, 

August 7th, 1916. HALUDAV SUTHERLAND. 


THE FARADIC COIL AS AN INSTRUMENT 
OF PRECISION. 

To the Editor of The Lancet. 

Sir, — I was glad to learn from Professor J. N. Langhy's 
letter published in vour issue of July 22nd that physiologists 
do not rely in their experiments on faradic coils of the 
ordinary type. The outsider naturally draws his con¬ 
clusions, however, from the occasional papers wh'ch physio¬ 
logists contribute to the clinical journals and from the 
information given in standard text-books of [ hysiology. In 
Professor Langley's article in The Lancet ot July 1st the 
expression ‘ faradic currents” i9 used without qualifica¬ 
tion or explanation. Again, taking “ Halliburton ” and 
“Howell” as standard English and American text-books 
respectively, one finds the usual sledge coil with vibrating 
hammer described and pictured in each, and one is left to 
infer that it is the current from such an instrument to which 
physiologists refer when they speak of “ faradism.” 

Although 1 am not familiar with the writings quoted by 
Professor Langley and, in a later letter, by Dr. E. D. Adrian, 
I am well acquainted with the views of the late Dr. Lewis 
Jones on the subject of the measurement of electrical 
stimuli. After considering all the modifications and im¬ 
provements of the induction coil, including the use of 
rotatory interrupters and the electro-static voltmeter, he 
concludes that “ the coil is bound to be superseded where 
exact work and the measurement of results are required.” To 
obtain tetanising currents he recommends the galvanic current 
interrupted by a “ Leduc s commutator ” or a rapid series of 
condenser discharges. The “ Leduc commutator” is accurate 
and extraordinarily flexible, but difficult to handle. The 
Lewis Jones condenser instrument as recently modified is 
extremely simple, and no less accurate within the range 
of its 15 gradations. 

Whatever may be the case with physiologists, it will 
scarcely be denied that the faradic coil generally used by 
clinicians in nerve testing is not an accurate instrument. 
Professor Langley’s comparison of such a coil to “an ordinary 
thermometer ” calls for sharp challenge. Curiously enough, 
in my paper on the use of condensers in The Lancet of 
Feb. 19th, 1 made use of the same analogy, but for a 
different purpose. “Conceive men using clinical thermo¬ 
meters without scales, filled sometimes with mercury and 
sometimes with spirit, and having varying bores of unknown 
dimensions. Individual physicians might, and nodoubt would, 
become remarkably expert in the use of the particular instru¬ 
ment which they possessed ; but records of their cases would 
be of only small value to other observers.” If nerve testing 
as usually carried out were as exact as temperature taking 
with an “ ordinary thermometer ” there would be no need 
for reform. But medical coils differ in their voltage, in the 
length of the individual impulses produced, and in the rate 
of discharge, to name only some of the factors which 
modify muscular response. They thus resemble the crude 
imaginary thermometers of my illustration. 

It is not important that condensers in particular should 
oust the coil in diagnosis. It is vital that some instrument 
both flexible and accurate should be employed, so that the 
experiments of one observer may be precisely repeated by 
others. Only thus can data be collected which are of real 
value. I am, Sir, yours faithfully, 

F. Hernaman-Johnson. 

Cavendish-square, W., July 30th, 1916. 


THE RECRUITING OF THE UNFIT. 

To the Editor of The Lancet. 

Sir,—A few weeks ago I called your attention to the case 
of a hiemophiliac being passed for the Army. It is common 
to hear the wondering remark, “So-and-so has passed the 
doctors ! ” In many cases the wonder is pardonable. The 
case of a man leaving our local sanatorium and having a 
brief flatter of military glory is still tickling the popular 
fancy. A case, whom I certified to be suffering from 
phthisis, had a “ beautiful soldier's funeral " a few months 
ago not many yards from here. The growing scandal of 
passing the medically unfit into the Army has caught the 
public eye in a more dramatic style than the medical press 
could be expected to adopt, but why leave this serious 
matter to a popular weekly paper ? The examining doctors 
receive hundreds of stupid and trivial medical certificates, 
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which meet with the contempt they deserve. On the 
other hand, there are some certificates which require more 
attention—viz., those relating to tuberculosis, stricture, 
epilepsy, h:emophi!ia, duodenal ulcer, middle ear disease, 
specific cerebral disease, and so on. Such cases should be 
rejected, unless it can be shown that there is nothing the 
matter with them—that is to say, that the medical certificate 
is wrong. 

Most of the insurance companies have this question on 
their proposals: “Have you ever had any illness or, acci¬ 
dent?" I have not yet found a soldier to whom such a 
question has been put. 

I am, Sir, yours faithfully, 

Robert Turner, M.D., F.R.C.8. 

Bootle, Liverpool, July 31st, 1916. 


TREATMENT OF CARRIERS OF AMCEBIC 
DYSENTERY. 

To the Editor of The Lancet. 

Sir, —For the oral administration of emetine we have in 
“ Alcresta" ipecacuanha another form of the drug which 
possibly may not be generally known. It consists of tbe 
alkaloids of ipecacuanha mixed with clay. Each tablet 
contains 015 grain of emetine, and it is stated that as 
many as 20 tablets can be taken without unpleasant effects. 
I have nsed this form of emetine at Liverpool for some time, 
and in doses of 5 or even 10 tablets a day—that is, 1^ grains 
of emetine. I have only exceptionally noted any unpleasant 
effects. The therapeutic action on E histolytica cysts is, so 
far as my experience at present goes, distinctly encouraging. 

I am, Sir, yours faithfully, 

J. W. W.'Stephens, 

Sir Alfred Jones Proi'esaor of Tropical Medicine, 
August 3rd, 1916. The University,Liverpool. 


IMMOBILITY AFTER JOINT INJURY. 

To the Editor of The Langbt. 

Sir, —While agreeing with many of the points raised by 
Sir John Collie in his article under this heading in 
The Lancet of August 5th, may I take exception to what, 
after all, forms the thesis of his paper, the statement that 
•‘immobilisation of a joint is inevitably followed by 
adhesions ” ? As an earnest disciple of Mr. H. O. Thomas, 
and one who believed that the battle waged by him against 
the professional pundits of his time had been long ago 
permanently settled in his favour, I am filled with dismay 
that a physician of such learning and authority as Sir John 
Collie should hold such retrograde views. The early move¬ 
ments he recommends produce far worse results than the 
prolonged fixation he deplores. 

Will you. Sir, allow me space to state briefly the principles 
which guide surgeons in the treatment of these oases ? 

1. A joint the subject of recent injury is a joint suffering 
from inflammation. 

2. Such a joint must be kept immobilised in the ideal 
position until the inflammation has entirely subsided. In 
some cases this will only take-a few days ; in others, weeks 
or even months will be required. While immobilised the 
skin over the joint is to bo daily stroked, and the joints 
distal and proximal to it put through their full range of 
movement (Lucas-Ohampionnibre). 

3. After all signs of inflammation have gone, the patient 
is to be gradually allowed to use the limb; he is not 
to be harried ; he is to be encouraged to take his time over 
it. All forcible passive movement is contra-indicated. 

4. Keeping the joint immobilised in this manner does not 
cause adhesions or stiffness. In elderly subjects who have 
passed their prime there is a likelihood of stiffness 
following injury to a joint, especially in the joints above and 
below it. The best way to prevent this is to treat the case 
in the manner described above, but its prevention or cure 
cannot tie guaranteed. 

5. Stiffness remaining in joints after injury is usually due 
to too much early movement before the inflammation set up 
by the injury has subsided ; it is rarely due to insufficient 
movement. 

I trust that others will join in publicly denying “that 
immobilisation of a joint is inevitably followed by adhesions. " 
I am, Sir, yours faithfully, 

Paul Bernard Roth, F.R C.S. 

Bude, Cornwall, August 7th, 1916. 


THE “SEDATIVE POOL BATH.” 

To the Editor ot The Lancet. 

Sir, —I venture to think that one of the most important of 
Major Tait McKenzie's statements in his paper at the Section 
of Surgery in the Royal Society of Medicine on the Use 
of Physical Remedies for Convalescent Soldiers relates- 
to his use of the pool bath at a temperatnre of 
94° F. 1 It has long been known to hydrologists that 
baths of this kind increase the force of the heart’s 
action and diminish its frequency; that they have no 
thermal effect either plus or minus ; that they sub¬ 
stitute for a multitude of varying peripheral impres¬ 
sions one unchanging massive impression ; and that 
they are markedly sedative to the nerve centres. The 
sedative action is more pronounced when the duration of 
the bath is increased, which can be safely and pleasantly- 
done to two, four, and more hours, and even days anti 
weeks. It seems permissible to cal! pool bath9 of this 
description “sedative,” as they are nvt ttimulint in the 
sense that hot and cold baths are stimulant, although they 
have, it is true, certain stimulating qualities. All suitable 
cases, however, are maiked by one form or another of neuro¬ 
vascular irritability—rapid heart (whether functional or 
partly organic), high arterial tension, nervous and mental 
depression, restlessness, and insomnia, many cases of 
“shock." neuritis, and nenralgia. A similar form of bath 
may be nsed with the best results in acute septicasmia and 
save limbs as well as lives. 

Major McKenzie's bath is the first of its kind in England 
—but I hope it will not be the last. It is pleasant to the 
patient, absolutely safe, and its action rests upon a firm 
physiological basis. It was put before the Army medical 
authorities early in the present year, and the “ sedative 
pool ” forms the central part of the “ model bath installa¬ 
tion for hospitals ” described and figured in the Journol nt 
the Royal Army iVedioal Corps for May, 1916. I trust that 
the example of Heaton Park will be widely followed, and the 
results in due time communicated to the profession. 

I am, Sir, yours faithfully, 

August, 8th, 1916. R. FORTESCUE FOX. 


EARLY ETHER ANALGESIA. 

To the Editor of The Lancet. 

Sir, —With reference to Dr. D. P. D. Wilkie's communica¬ 
tion to The Lancet on July 15th last, it may be of interest 
to say that his method has been used by me for the last 15 
years, but using chloroform instead of ether ; and his account 
accurately relates my experience, except on one occasion 
when trying to remove a toe-nail I failed, probably diverted 
by the shout of the patient he described. For setting a 
fracture, removing splints or painful dressings, or any opera¬ 
tion requiring under two minutes it was quite efficient and 
successful, the point being, as Dr. Wilkie emphasises, to apply 
a considerable quantity straight away, f never measured 
the quantity, but I always saturated the lint on the Schimmel- 
busch mask with chloroform. It must be remembered that 
the primary analgesia diminishes or ceases at the end of two 
minutes, and is a sort of surprise from which consciousness 
of pain recovers before permanently succumbing. 

I may state in addition, when giving chloroform for teetb 
extraction, even if the patient appears partially conscious, 
a few drops administered after the operation removes all 
memory that may have existed. 

I am, Sir, yours faithfully, 

Middlesbrough, August 7th, 1B16. H. A. ELLIS. 


RAILWAY TRAVELLING IN INDIA IN THE 
HOT WEATHER. 

To the Editor of The Lancet. 

Sir,—I n reference to the leading article in The Lancet 
of July 29th, may I point out certain considerations that 
possibly influenced the authorities in India in ordering the 
movement of troops from Karachi up country that resulted 
in such a lamentable loss of life ? 

1. The selection of Karachi as the port of disembarkation 
instead of Bombay may have been due to the fact that the 
length of the railway journey to Lahore from the latter port 
is 1238 miles and from Karachi 820 miles. Presumably the 

1 1 Tue Lancet, August 5th, p. 252. 
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troops would be sent to some hill station ; at any rate, they 
would almost certainly be quartered in the Punjab or uear 
the North-West Frontier. If they were designed for j 
Baluchistan, of course there could be no question as to ! 
Karachi being the port of disembarkation. 

2. The troops having arrived at Karachi, where possibly 
there was no sufficient, or suitable, accommodation available, 
their removal up country was a necessity ; they could not 
be put under canvas at this season, and they had to be 
moved on. 

3. As to the question of day or night travelling, of course, 
night travelling at this season is less trying, but there is not 
very much to choose between them. 

4. There appears to have been some relative overcrowding, 
30 men in carriages for 36. This was wrong and no satis¬ 
factory reason for the deficiency is obvious ; presumably the 
railway authorities were made acquainted beforehand with 
the number to be accommodated. 

6. Many men appear to have left their carriages and to 
have stood bare-beaded in the sun. This shonld not have 
been allowed, but it would have been a matter of some 
difficulty to prevent it absolutely with inexperienced troops. 
The alternative, that men should have been forbidden to 
leave their carriages when the train was at a halt, for watering 
the engine or other reason, is absurd aud unthinkable. 
Except for the scanty accommodation, every provision appears 
to have been made : hospital carriages for casualties, a coffee 
shop, and a good snpplyof ice, which was moreover available 
at various stations in ample quantity. Three medical officers 
also were detailed for the care of the draft—a verj liberal 
allowance. The number of casualties is much to be regretted, 
and unless either there was no suitable accommodation for 
these troops near Bombay, or else their presence was 
required up country, their transport by train would seem to 
have been as inadvisable as it was contrary to usual 
practice. The officer in command was, however, as fully 
aware of this as any of his critics, and until his explanation 
is made known we are not justified in assuming that he was 
to blame. Presumably he acted on medical advice. 

I am. Sir, yours faithfully, 

August 3rd, 1916. A. M. D. 

THE WORK OF THE REGISTERED 
HOSPITALS FOR THE INSANE. 

To the Editor of The Lancet. 

Sir—D r. Henry Kayner’s dissertation on “A Serious 
Defect in Some of the Registered Hospitals for the Insane,” 
in Thk Lancet of July 29th, is an elaboration of some 
remarks which appeared in the July number of the Journal 
of Mental Science in a review of the report of the Board of 
Control. Dr. Rayner is wrong in supposing that registered 
hospitals were primarily founded “for the charitable 
assistance of persons of the educated class suffering from 
mental disorder. ” They were primarily founded in deference 
to a widely prevalent opinion that ,l the principle of a 
speculation for private profit applied to the care of the insane 
is in itself objectionable." Founders of registered hospitals 
proposed to afford to “persons in easy circumstances ’’ better 
accommodation and better treatment “ for which they will 
be charged something less than at private asylums.” It is 
obvious that if all profits were applied to the improvement 
and development of the hospital this object of the founders 
was likely to be accomplished. Dr. Rayner says that it has 
been accomplished. lie says that the admirable and success¬ 
ful management of these institutions is vouched for. and 
that it would be difficult to praise too highly the medical 
treatment of the patients committed to their care The 
second, not the primary, purpose of the founders of 
hospitals was to provide accommodation for persons of the 
same social class as the form r, but “of moderate means, 
a' low rates proportional to their means. ” It was recognised 
that persons “of this class are usually kept at home, when 
first attacked, without adequate care and treatment, aud 
with the too frequent result, consequent on the neglect of 
the early and curable stages of the malady, of being con¬ 
demned to a hopeless and incurable insanity." Hospitals 
made and make provision for these patients. I can speak 
for the practice in one hospital, and I have reason to believe 
that it prevails in all of them. Each application for admis¬ 
sion at a rate of payment below the u>ual minimal charge is 
carefully considered by the committee. Certain conditions, 


prescribed in the regulations aud based on the intention of 
the founders, must obtain. 1. Toe patient must belong to 
the social class for whom the hospital is intended. The 
wisdom of this provision is apparent when it is remembered 
that the classification of patients, after admission, is 
based entirely on their mental condition. Discordant 
social elements would make this impossible. 2. The patient's 
illness must be recent in origin, and presumably one which 
will yield to treatment. This condition is intended to 
encourage the early treatment of cases and to guard against 
crowding the hospital with.patients for whom only supervision, 
not treatment, is required. 

In the hospital with which 1 am most familiar 58 applica¬ 
tions for payment at rates below the minimum charge were 
considered in the last three years. Of these 45 were granted 
and 13 were refused as not coming within the prescribed 
conditions. This would seem to show that the committee 
have availed themselves of the opportunities they have had 
of giving financial assistance to those for whom it is one 
of the purposes of the hospital to make provision. If 
effect were given to Dr. Rayner*8 suggestion that a 
lower rate of expenditure should be adopted with con¬ 
sequent depreciation in the quality of the accommodation and 
of the services offered no doubt hospitals would be removed 
from “ rivalry with other institutions.” But surely it is 
unreasonable to suggest that committees of hospitals, out of 
consideration for “ other institutions,” should halt in their 
efforts to maintain the hospitals in the highest possible state 
of efficiency, for thus would they deprive patients “ in easy 
circumstances ” and those of “moderate means” of those 
conditions for their care and treatment which the founders 
of the hospitals desired to secure for them. 

I am, Sir, yours faithfully. 

Medio a l Superintendent of a Registered 

August 5th, 1916. Hospital. 


Spiral Jlttfos. 


Royal Colle&es of Physicians of London and 
Surgeons of England.— At a meeting of Comitia of the 
Royal College of Physicians and of the Council of the 
Royal College of Surgeons on July 27th diplomas of L.R.C.P. 
and M.R.C.S. were conferred upon the following candidates 
(including 11 ladies) who have passed the Final Examina¬ 
tion in Medicine, Surgery, and Midwifery of the Conjoint 
Board and have complied with the respective by-laws:— 
Wi’Ioughby Agar, B.A. Oxon., Oxfur 1 and Birmingham Universities ; 
Girdlmr Clement AgarwaU. London Hospital; Abdul Majid Ahmad. 
B.A.Cantab., Cambridge University and Guys Hospital; Edward 
Boric Alabaster, Birmingham University; Mary Clare Albuquerque. 
Royal Free Hospital; Frank Macdonald Allchin, Westminster 
Hospital ; Douglas Harris Anthony, St. Mary’s Hospital; Robert 
Aspinall-StivaU. Guys Hospital; Keyaer Atkin. BA.Cantab., 
Cambridge and Manchester Universities; Thomas Burton Bliley, 
Cambridge University and St. Bartholomew's Hospital; Gideon 
Albertyn Beyers. St. Bartholomew's Hospital; William Howard 
Blackburn, B.A. Cantab., Cambridge Univ*-r»lty and St. Bartholo¬ 
mew’s Hospital: Charles Erie Bond. B.A. Oantab.. Cambridge 
University and University College Hospital; Edward George Paul 
Bmufield. St. Bartholomew's Hospital; Clifford Vlnov Bain- 
bridge. B.A. Oantab., Cambridge Untvotsity and St, Butholo 
mew's Hospital; Harold George Broadb idge, London Ho-pital; 
James Brooks, Mancheater University ; Wiilum Wallace 
King Blown, St. Thomas's Hospital; Leslie J-tmes Forman 
Bull, St. Bartholomew's Hospital; Codon Ernest Burton, 
B.A. Cantab., Cambridge University and ^t. Bartholomew's Hos¬ 
pital ; Caro Philip Leslie Carrier. Charing C oas Hospital ; Pereival 
David Hartopp Chapman. B.A Cantab. Cambridge University 
and Guy's Hospital; Ptiilip Nield Cook. St.. Bartholomew's 
Hospital ; Mervyn Clement Cooper, Lm Ion H.isp tal ; Joseph 
Manias Courtney, St. Mary's Hospital ; Francois Crhisozde Cottens, 
M.D, Geneva Ph.D. Zurich, Zurich, Geneva, and Middlesex 
Hospital; Frederick Graham Leslie Oa-vraon and Frank Philip 
Gilbert de Smtdt, London Hospital ; William Robinson Dickinson, 
&t. Bartholomew’s Hospital; James Maitland Downie, B.A. Cantab., 
Cambridge and Glasgow Universities; Gerald G rdon Drum L.ond. 
St. Thomas’s Hospital ; WiHiam Hood Dj'C. L. D.S. itng.. London 
and Middlesex Hospitals; James Daniel Dyson. Middlesex 
Hospital; William Cochrane Cairniw Easton. M.B.. Ch.B. 
Viet., Manchester University; H ctor Eugene Kkanayake, 
L.M.S. Ceylon, Ceylon and Middlesex Hospital ; Daniel Davies 
Evans. Cambridge University and 8t. Bartholomew’s Hospital; 
Tom Btenner Evans, Cardiff and St. Mary's Hospital; Henry 
Walter Featherstone, B A Cantab.. Cam <ridge and Birtning- 
bam Universities; Frederick OluiT Pehr.ten, L,ndon Ho-pital; 
Justin Beauclere Flamer-Caldera, L.M.S. Ceylon, Ce.lon and St. 
Bartholomew’s Hospital; William Bashall Gabriel, Middlesex 
Hospital ; John Junes Gasporine, Edinburgh University and St. 
Bartholomew's Hospital; Ernest Thomas Gtspev. Bru sels and 
University College Hospital; Leslie Somerville Gathergood, B.A. 
Cantab., Cambridge University and Guys Hospital; Edwin 
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Augustus Green, Cambridge University and London Hospital; 
Theodore Hamnet Gunewardene, Ceylon and King's College 
Hospital; Hilda Mary Halliday. Royal Free Hospital; Melville 
St. Clair Hamilton, Charing Cross and 3t. Tlnma's Hospital; 
Cecil Cantilupe H trrison, B.A. Cantab., Cambridge University and 
St. Mary’s Hospital; Newcome Herbert H irrlBon, L.D.S.Eng., 
Charing Cro.s Hospital; Arnvld Guy Hirsant, London Hospital; 
Bgerton Henry Valpv Hensley. B A. Cantib., Cambridge University 
and St. Thomas's Hospital :* Rupert B.tnnatyne Hick. St. Marys 
Hospital ; Mary Isabella Hounsfield, R >yal Free Hospital ; John 
Basil Hume. St. Bartholomew's Hospital ; George Gerald Jack, 
L.D.S. Eng.. Midiiesex Hospital ; Frank Bernard Jago, Manchestir 
University ; Blizibeth Ethel Jenkiiu, Sheffield University and R »yal 
Free Hospital ; Arthur Richard Jennings L.S.A.. Cambridge 
University and St. B <rtholom9w's Hospital; Bjrnard Ellery Jer- 
wood, B.A Cantab., Cambridge University and Guy's Hospital; 
Theodorus Joakes, Leiden anl St. Bartholomews Hospital; John 
Robert John. Cardiff and Charing Croas Ho«pl al; Llewellyn Price 
Johns. King's College Homital; Samuel Henrv Mannings John*, 
B.A. Cantab., Cambridge University and St. Taomw’s Hoapltal; 
Walter Hewitt Jones, Cambridge University and St. Mary's Hos¬ 
pital ; Tneo Rosser Fre 1 Kerby, Birmingham University ; George 
Edwin Kidman. Guy's Hospital; Paul Kuatat Kills Kirby. University 
College Hospital; Nau »ton M »rgan Lewis, Cardiff anl Westminster 
Hospital; Louisa Margaret Lister, Bristol University; Katharine 
Lloyd. Royal Free Hospital; Arcot Doralsawuy Liganadan, 
L.M.S. Madras, Maims and London Hospital; D >uglas Lougilin, 
University College H wpital ; Hugh Montagu Cam jron Macaulay, 
B.Sc Lend., St. Bartholomew's Hojpita'; George Cecil Mathie, 
Birmingham University; Geoffrey Lamb Maule, B.A Cantab., Cam¬ 
bridge and Manchester Universities; Arthur Alfonce Miller, M.D. 
Heideliterg, Heidelberg Uni emity ; Ernest Cecil de Mallet Morgaa. 
Guy’s Hoapita 1 ; John James Murphy, Londoa Hospital: Robert 
Leech Nowell. Manchester UnU’erslty; Edward Newton and Frederick 
Parry Nicholas, B.A. Cantab., Cambridge University anl St. G orge s 
Hospital; John Dudgeon Oliver, M.B., B.Ch., B A.O. Dublin. Dublin 
University anl Middlesex Hospital; Alice O'ReiUv. L. M.S. Calcutta, 
Calcutta Me Ileal College and Birmingham University ; John 
Alexander Percival Perera. Ceylon Medical College and London 
Hospital; Victo* Jorge Eduardo Canuto del Sacramento Perez y 
Mar/in. University- College Hospi al; Edwin Seymour Pdillip*, 
Guy's Hospital; John William Glanmor Poillips. St. Mary's 
Hospital; Robert Louis Portway anl Richard Harold Cotter 
P^yn, Guy’s Hospital; Likshmlnaray&napuram Subram inter 
Ramler, M B., B.S Madras. Madras University ; John Sturges 
Ranson, Westminster Hospital; Sydney Devenlsh Rhlnd. St. 
George's Hospital; Trefor Hughes Rhys, Cardiff and Charing Cross 
Hospital; Evcleen Blauche Gibson Rlvington, it *yal Free H ispital; 
William R chard Rowlands. Liverpool University; B shambhar 
Saha!, Calcu ta and Charing Cross Hospital; Ephraim Sakoschansky, 
Westminster Hospital ; E tward Kbeaezer Samaraweera, Ceylon 
and King B College Hospital ; Eail Eleanori Sange--Davies, Royal 
Free Hospital; William Henry Sarra, London Hospital; John 
Adrian Dudley Skinner, B A. Cantab.. Cambridge University and 
St. Thom w’s Hospital; Arthur Cloudesley Smith, Birming¬ 
ham University ; Norman Armitage Sprott, B A.. M.B , 
Cb.B. Oton , Oxford University and St. Thomas's Hospital; I 
Giyde Poilip Tatton, London Hospital; Lily Dorothea Taylor, 
Roval Free Hospital ; Ismail Tewfik, Cairo and Guy's Hospital; 
Robert Ockleston Towneni, Loudon Hospital; Ralph Robert 
Traill, B.A. Cantab., Cambridge University and Guy’s Hospital ; 
William John Vance, Guy s Hospital ; Paul Marie Joseph 
Van Gehuchten, Louvain and London Hospital; Herbert Stewart 
Wacher, Guy’s Hospital ; Phillis Emily Webb, Royal Free Hos¬ 
pital ; Harry Mortimer Wharry, Oxford University and St. Bar¬ 
tholomew’s Hospital; Richard Cuthbert Percival White unbe, 
Cambridge University and St. Thomas's Hospital ; Arthur Gerald 
Phillips Wills. B.A. Cantab., Cambridge University and St. 
Thomas's Hospital; Thomas Wilson, Manchester University; 
William Edwin Wilson, St. Birtholomew's Hospital; Robert Arnold 
Woodhouse, B.A Cantab., Cambridge University and St. Mary’s 
Hospital; and L^iba Z *itline, Paris and University College Hospital. 

Diplomas in Public Health were also conferred upon the 
following three candidates 

Reginald St George Smalbridge Bond. M.B., C.M.. F.R.C.S. Edin., 
Fleet Surgeon. R.N., E iinburgh University an i University College ; 
Ethel Mary Minett. M B . B.S. Loud.. London School of Medicine 
for Women and University College ; and Henry Owen West, M.D., 
B.S.Lend., M.R.C.P., L.M.S.S.A., King’s College. 

At the First Professional Examination of the Examining 
Board in England, held from July 18th to 22nd. th9 following 
candidates were approved in the undermentioned subjects 

C temistry and Physics.— Harry Barlow. Liverpool University; Ivy 
Constance Beach and Margaret Gladys Bjst, London School of 
Medicine for Women; William George Thomas Bennett. Birkbeck 
College ; Francis Blackkam, special study ; Israel BUin, Manchester 
University ; Mary Burdeld. Lon ion School of Medicine fur Women ; 
George Frederic Buruell, King’s College; Kenneth Entwisle 
Bury, St. Thomas's Hospital ; Eiouard Jean Joseph Buyck, King's 
College; Louis Ely Reginald Carroll, St. Bartholomews Hospital ; 
Marion Constance Vera Clarke, London School of Medicine for 
Women; Leslie Birrett Cole. Leighton Park School, Reading; 
Beatrice Lakeman Collins, Royal Albert Memorial College, Exeter; 
Reginald Norman Downing. London Hospital; Robert George 
Eastwood and William Cyril EUon, Leeds University ; Reginald 
Vaughan Faeey, St. Marys Hospital; Warnakula Wurasuriya 
Joseph Fernando. Middlesex Hospital; John Hurndall Gann, Birk¬ 
beck College; Thomas John Ernest Gittins, Technical School, 
Dudley; Harold Vernon Jessop, Birmingham University; Agnes 
Knowles, London School of Medicine for Women ; Francis Knoyle, 
B.A., Birkbeck College ; Henry Davies Llewellyn, Cardiff; Kiehard 
Alger McCabe, M’ddlesex Hospital; James Aird Morton. 
St. Bartholomew's Hospital; Guillermo Bjatillo O.iva, Liverpool 
University; Daniel Joseph O'Meira, Guv's Hospital; Kenneth 
Owen Parsons, Bristol Grammar School ; E Twin Harold Rimpling, 
St. Thomas'B Hospital; William Sleeman Roberts, St. Mary's 


Hospital; Geoffrey Waring Robinson, King's College; Editb 
Mar.i *rle liuoke. L »ndo l Scnool o. Medioiue tor Wo nau ; Kiward 
Savage, Cirdiff; Mirga-et Charlotte Scrace, Lonim School of 
Melicine for Women ; R maid CunlilTe Shaw and Joseph Aloysius 
Sherry. Manchester University; Freloric Downing Spencer, 
Birmingham University ; William Stephenson, Durham University ; 
Maxwell Hamilton Summers. Royal Dental H >*oltai ; Annie 
Dorothea Symons. London School of Medicine for Women ; Edgar 
James Targett and Leslie James Timings, Birmingham University ; 
and Catherine Mabel Williams anl Greta Isabel leoman. London 
School of Medicine for Women. 

Chemistry Djuglas Ii-bort Ainsw >rth. Manchester University; 
Montague Hirch Bulraki, Lon ion Hospital: Leslie Charles 
Frederick Chevens. St. Tnomas's H »*pit.al: H irold Spencer Davies , 
Cardiff; E Igar Tnomas Fiooi, St. Mary’s H >spital ; John Frederick 
Charles McColl. L’verpool University ; Colin Campbell Macklnnon. 
Middlesex Hospital ; Oswald Edgar John MeOustra, University 
College; Mary Colegrave Pride iux. London School of Medicine 
for Wom’n ; Gerald Riehtnmd Anderdon de Montjole Rudolf, 
King's College; Doris Kathleen Shuttleworth, Leeds Uuiversity ; 
and Siduey B;rtrand Winnlck, London Hospital. 

Physics .—Charles Spencer Anderson, St. Mary’s Hospital ; George 
Frederick B ixter. King’s College; William Laing Dunlop. Liver¬ 
pool University; Max veil Hill, Guy’s Hospital ; Reginald Rowley 
Halsall, Mincbester University; Rich ird Owen Jones. Liverpool 
University; John Dougan Kelson. London Hospital; Tadro* 
Ibrahim Makar anl Ali Khan Muzaffnr Agha. King's College; 
E Imund Phtlbin. Manchester University; Constance Elizibetb 
Mtrlar Ridout, University Co'.lega; an 1 Mohamed Sldky. Middlesex 
Hospital. 

Biology.— Haw.t Khalrul-Nisa Attaoullah. London School of Medicine 
for Women ; William Henry Bradlield, Exeter Uni vers!ty College ; 
Montagu® Hirch Buirski, London Hospital ; George Frederic 
Burnell, King's College; Leslie Birrett C>le. Leighton Park 8chool. 
Reading; Beatrice Lake.nin Collin*. Royal Albert Memorial 
College, Exeter; Alan Riymond Cox. Municipal Technical College, 
Brighton; Dorothy Alice Denrn in Cropper, Cambridge University; 
Robert George E istwond, Leeds University ; Mohammed Nour Kldiu, 
St. Birtholomew's Hospital; William Cyril E'son. Leeds Uni¬ 
versity: Reginald Vaughan Facev, St. Mary's Hospital; Beatrix 
Helen Fairbanks, Birmingham University; Edith Muriel Field. 
Birkbeck College ; Mabel Purel'oy FitzGerald. Edinburgh ; James 
Hass ill France. Bittoraea Polytechnic ; Predcrick Richard Hall, 
St. Tnomaa’s Hospital; Reginald Rowley Halsall. Manchester Uni¬ 
versity: John Percival Helllwell. L D.S. Eng . Birkbeck College; 
Harry Hirst. M.Sc., Manchester University; Aziz Yousif Ibrahim, 
Beirut and KlQg s College; Harold Vernon Jessip Birmingham 
University; John Hialara Johnston, M.Sc., King's College; Albert 
Roby Jones, Liverpool University ; Jam sa Trevelyan Jones, Cardiff ; 
Richard Owen Jones, Liverpo d University ; Richard Alger McCabe, 
Middlesex Hospital; John Frederick Charles McColl, Liverpool 
University; Elgar Duncan Macra llan. St. Bartholomew's 
Hospital ; Guillermo Bustillo Oliva, Liverpool University ; 
William Parry-Jones. London Hospital; Kenneth Owen Parsons, 
Bristol Grammar School ; Herbert Alfred Potter. Middlesex Hos¬ 
pital ; Norah Kith vine Priestley, Lond >n School of Medicine for 
Womm; Stin'ey C>»eas Prior. Birmingham Uaiversity; E (win 
Harold Rimpling. St. Tuomis's H ispir.al ; Johannes Jaobua 
Re lelinghnvs. University C dlege; Geoffrey Waring Robinson. 
King's College; Edward Savage. Cardiff; Jaoob Seelenfreund. 
London Hospital; Doris Kathleen Shuttleworth, L?eds University ; 
Mary Agnes Edzabeth Somers. Bristol Uaiversity; Frederic 
Downing Spencer. B.rmlnghatn University; William Stephenson. 
Durham U ilverslty ; Annie D »rothea Symim, Lmlon School of 
Medicine for Women: John Coris'.opher Twomey. L'verpool Uni¬ 
versity; John George Walker, Bittersea Polytechnic: Evelyn Mary 
Lane Waller, London School of Medicine for Women; Tudor 
Williams, Cardiff; E trie Frank Wilson and John E l ward Wright, 
L.DS.Eng., Guy's H ispital; Alfred Ernest Young. L.D.S. Eng., 
Bristol University ; and Cnarles Florance Young, London Hospital. 

Medical Officer to Elephant Island Relief 
Expedition.— Temporary Surgeon G. N. Martin, R.N.,who 
has been appointed by the Admiralty Surgeon to the 
Discovery , which is being fitted out by the Admiralty for the 
relief of Sir Ernest Shackleton’s fellow explorers stranded on 
Elephant Island, has already had some exciting experiences 
in the Royal Navy. He was on H.M.S. Cressy when she was 
torpedoed early in the war, and was rescued after being two 
and a half hours in the sea. He has sinoe served in the 
Emperor of India and has been employed on board a monitor 
on patrol service. 

“ Incapable of Work.”—A medical man recently 
in giving a certificate to an insured patient to secure for him 
sickness benefit qualified the words of the certificate, Form 
Med. 40, by adding “unfit not incapable.” It was the 
medical man’8 opinion that in the ordinary meaning of the 
word the patient was not “incapable” of doing work but 
was “ unfit ” to do it. The medical man classed the patient 
clearly as a person in such physical condition that, according 
to the intention of the Insurance Act, he ought to receive 
the benefit provided, but in the interest of accuracy in a certi¬ 
ficate he desired not to describe him as “ incapable.” The 
Friendly Society to which the insured person belonged declined 
to grant benefit upon a certificate in which the wording pre¬ 
scribed by the Commissioners for the use of the medical 
practitioner was qualified, and the matter was referred to the 
Insurance Commissioners by the London and Counties 
Medical Protection Society, of which the practitioner is a 
member. By this society the necessity of strict accuracy in 
medical certificates was dwelt upon in a letter to the Com¬ 
missioners, and it was pointed out that in a large proportion 
of the cases certified under the Act the patients are, m fact. 




The Lancet,] 


MEDICAL NEW3. 


[August 12,1916 305 


unfit for, rather than incapable of, work. The reply of the 
Commissioners to the London and Counties Medical Protection 
Society gives a view of the situation which is quite interesting. 
They state that in any case in which the patient is in a con¬ 
dition which would make it wrong, both in the interests of 
his own health and in the interests of his Approved Society, 
for him to go to work the doctor may, and indeed ought, in 
the opinion of the Commissioners, give a certificate of 
incapacity in the wording of Form Med. 40. Tde London 
and Counties Medical Protection Society has thus secured a 
definite statement from the Insurance Commissioners of the 
interpretation which they put upon the certificate, and this 
should enable any medical man to use it with a clear 
conscience. 

London Intercollegiate Scholarships Board.— 
The following Scholarships and Exhibitions have been 
awarded:—University College : Buckuill Scholarship 
(divided): M. D. Cad man, Newport Grammar School, and 
H. A. Harris, Cardiff University College, equal; Two Exhibi¬ 
tions : 1st (divided), M. D. Cadman, Newport Grammar 
School, and H. A. Harris, Cardiff University College, equal; 
2nd, H. G. Goldwater, Rhodes University College, Grahams- 
town, S.A. King’s College : Warneford Scholarships: R. H. 
Yelf, Rossall School; C. E. Bacon, Alleyn’s School, Dulwich; 
J. N. Morris, Rhodes University College, Granamstown, S.A. 
Westminster Hospital Medical School: Arts Scholarship: 

L. J. Soutter, Heathfield House School, Crouch End, N. 
King’s College Hospital Medical School: Arts Scholarship: 
N. C. Scott, Alleyn’s School, Dulwich; Science Scholarship : 
A. G. Dobrashian, University College. London (Royal Free 
Hospital) School of Medicine : St. Danstan’s Exhibition : 
E. M. K. Salmond, St. Paul’s Girls’ School, Brook Green, 
W.; Isabel Thorne Scholarship : O. J. Flecker, Dean Close 
School, Cheltenham ; Mabel Sharman Crawford Scholarship : 

M. H. 8. Auden, St. Hilda’s College, Cheltenham; proxime 
accessit, P. M. Phillips, London (Royal Free Hospital) 
School of Medicine for women. 

Royal Medical Benevolent Fund.— The follow¬ 
ing is a summary of the cases recently relieved:— 

Widow, aged 55, of M.B. Aber.l. who practised in London and died in 
1913. Husband was addicted to drugs and left his wife and family 
totally unprovided for. The four children, all of whom are single, do 
what they can to support the home but cannot provide sufficient. 
Voted £5.—Widow, aged 60, of M.R.C.S. Eng. win practised at 
Battersea and died in 1893. Applicant had managed to get along until 
a few months ago, when it was necessary for her toe to be operated 
upon. The result was doctor's bills, and extra help was required in her 
home. Wants a little .temporary relief. Voted £5.—Widow, aged 53, 
of L.R.C.P. & S.Eiin. who practised at Blackpool and died in 1912. 
Husband was a bankrupt at his death and the applicant was left 
entirely destitute. She obtained furniture on the hire system and 
started a boarding house at Bognor. This has not been a sue ress owing 
to the expensive food and the debt on the furniture. Voted £5.— 
Widow, aged 42. of M.K.C.S. Eng. who practised in London and died 
last month after a long illness, during which all his savingB were 
exhausted and friends had to help towards the end. Applicant is 
now living at the expense of friends who cannot afford to keep 
her and her two children, aged 13 and 8 years. Voted £5.— 
Widow, aged 37, of M.B , F.R.C.S. Edin. who practised at Etinburgh 
and died in 1915. Applicant could manage, but a large house left 
her by her husband is unlet, and there are certain charges to be met. 
She worked as a caretaker for some months, but the work was only 
temporary. Has three children, ages 3 to 7. and is much concerned 
about the education of her boy, age 17. Voted £5 —An M.R.C.S. Eng., 
aged 72, who practised in Northants. nov^ completely incapacitated by 
paralysis Only income 19a. 6<f. a week allowed by children and a capital 
sum of £80. Three sons; all have joiued the Army in South Africa. 
Two are married and are unable to help. Three daughters, two of 
whom live at home, and the one working pays 13s. 6d. per week; the 
other looks after her father Voted £18 in 12 instalments. —Daughter, 
aged 64, of registered practitioner who lived in Loudon and died In 
1869. Applicant has for a number of years lived in France and earned 
a living as a governess. When the war broke out she was working at 
Koye and lost all her belongings. She sheltered and saved at great 
risk to herself ten English soldiers, and the Prime Minister male her 
a grant of £60 from the Royal Bounty Fund. She also received a letter 
of thanks from Lord Kitchener. Only able to earn a little now by giving 
occasional French lessons to soldiers at Rouen. Would like to get 
into a convent or home in England. Voted £12 in 12 instalments.— 
Widow, aged 70. of M.R.C.S. Eng. who practised at Heathtield. Lsft 
totally unprovided for, and is a cripple and lives In a home for in¬ 
curables. Only income £20 derived from a Post Office annuity, sup¬ 
plemented by a friend. Relieved eight times, £80, last £12 in June. 
Voted £12 in 12 instalments.—M.D. Aberd., married, aged 63, who 
practised at Walsall, is suffering from incurable paralysis. Income 
£70 per annum from other charities. Has three children, ages 5 to 18 
years. The eldest just commenced to earn a little. Relieved eight 
times, £73, last £12 in June, 1915. Voted £12 in 12 Instalments.— 
Widow, aged 53, of L.R.C.P. Edin., who practised at Newquay and 
died in 1893. At husband’s death was left with two sons, now In the 
Navy, and who allow her 10s. per week. Has very bad health, and 
fractured her leg two years ago, and still finds it difficult to get about. 
Relieved 13 times, £125, last £12 in June, 1916. Voted £12 in 12 instal¬ 
ments.—Daughters, aged 43 and 45, of M.R.C.S. Rng. who practised In 
London and died in 1892. Left entirely without means and tried to 
earn a living by taking in boarders at a 'seaside resort in Cornwall, but 
since the war have not been successful. Helped bv the Fund and Guild 
four times, £37, last £10 in July, 1915. Voted £10.—Widow, aged 67, 
of L.S.A.Lond. who practised at Ipswloh and died in 1901. Was left 
unprovided for with five children, four of whom are now married, the 
youngest being an apprentice and earning very little. Has tried to earn 
a living by taking in lodgers, but has only one at present. Relieved 
13 times, £140, last £12 in June, 1910. Voted £12 In 12 instalments.— 


Daughter, aged 60, of L.R.C.P. E lio, who practised at Holloway and 
died in 1834. Was laft without means a chronic invalid, and only 
income a pension of £43 p jr annu u from another charity, all of which 
is required to pay for food and madiclne. Relieved 12 times, £103, 
last £12 In Julv. 1915. Voted £12 in 12 instalments.—Widow. 
ei67. of M.D. Glasg. who practised at Danulstoun and died in 1876. 
a9 left unprovided for and tried t, > c jnduct a hoarding-ho use, but had 
to give up owing to illheiltb. Only income a pension from 
another society of £12. Is now living with a married daughter wboje 
husband Is a private in the Army, ltecomnended by the Glasgow 
Branco of the Guild. Relieved nine times, £93, last £12 in July. 1915. 
Voted £12 iu 12 instalment* 1 .—Widow, aged 71, of M.D. St. And. who 
practised In London and died in 1915. Left unprovided for after 
husband's long Illness. There are tnreJ children, but they are only 
able to help very little. Has recently received a pension of £40 from 
another society. Relieved twice. £14, last £12 in July, 1915. Voted 
£12 in 12 instalments. —Widow, age 1 53. o' M.B. Aberd. who practised 
at Watlington and died In 1912. Left unprovided for and suffering 
from neuritis, and health thoroughly undermined through long 
nursing of busbind. and children now dead. Relieved once, £10. Voted 
£12 in 12 insta'raents. —Widow, aged 51, of L.R.C.P. A S. Edin. who 
practised in Jamaica and died in 1893. Left without means and 
suffering from an incurable disease. Income £26 par annum 
from a society for helping incurables. Has one dtugbter, 
aged 26. who is also an invalid. Relieved eight time*. £96. 
last £12 in Julv. 1915- Voted £12 in 12 instalments.—Daughter, 
aged 53, of M.R C.S. Eng. who practised in London and died 
in 1835. Health very bad in consequence of the long nursing of her 
mother. Income only £45 per annum. Wants a little help to enable 
her to take a short holiday. Relieved twice. £10 ; last £5 in July, 1915. 
Voted £5.—Widow, aged 82, of M R.C.S. Eng. who practised at Leeds 
and died In 1909. Applicant is a chronic invalid; the daughter, who 
was ill for miny years, has recently died. Only income about £30 per 
annum. Tne Guild are much interested in this case and would like 
the Fund to supplement their efforts a little so as to enable the old 
lady to be properly looke 1 after. Relieved once, £12. Voted £12.— 
Daughter, aged 61, of L.R.C.P. Glasg., who practised at Mauchline and 
died in 1883. Applicant, who is very delicate, was left quite un¬ 
provided for. She is unable to w.irk, and her only income is a pension 
of £12 from another charity. Relieved nine times, £102; last £12 
in June, 1915. Voted 12 in 12 instalments.—Daughter, aged 45, of 
M.D. Dub. who practissd In the Isle of Man and died in 1882. 
Applicant is a chronic invalid and is suffering from rheumatoid 
arthritis. Only income a little from friends. Voted £5 in November 
last per the Liverpool Branch of the Guild, with leave to apply 
again. The Liverpool Branch strongly support this case. Voted JE5.— 
Widow, aged 54, of L.R C.S.Irel. who practised in Liverpool and died 
In 1904. Applicant was left entirely without means, her husband 
having spent all her savings and ill-treated her. There is one son. 
but he has not helped his mother for years. The applicant has been 
trying to struggle on by getting day-work, but recently had a stroke 
and her health is very uncertain. Voted £3. to be paid through a 
lady who is taking an interest in her. The case to come up again in 
October.—L.R.C.P. A S. Edin., aged 61, who practised at Leith. 
Married. Is suffering from locomotor ataxy and confined to bed 
since 1913. Has no means. His wife's income only £40 per annum. 
Relieved twice, £35. Voted £18 in 12 instalments.—Dauglrer, aged 65, 
of L R.C.S. Irel. who practised at Derby and died in 1870. Father 
left a large family totally unprovided for. Applicant has tried to earn 
a living by taking in lodgers, but owing to ill-health has had to 
give it up. A room provided by a sister, but she cannot afford to 
keep her. Only income £5 a jear from a friend. Relieved seven 
times, £84. Voted £12 in 12instalments.—Widow’, aged 65, of M.D. St. 
Andrews who practised at Stepney and died in 1903. Was left 
unprovided for with four children, all married, and none able to 
help. Has tried to earn a living by letting rooms, but owing to lll- 
hcalth unable to give proper attention to lodgers. Relieved 13 times, 
£156. Voted £12 in 12 instalments.—Daughter, aged 61, of M. 0. Bdln. 
who practised in London and died ia 1859. Ill-health and age prevent 
her from obtaining permanent work, and only earns about £10 per 
annum by needlework. Relieved eight times, £61. Voted £12 in 12 
instal menti. 

The Medical Education op Women. — The 
Edinburgh University Court has received from Miss S. E. S. 
Mair, chairman of the Edinburgh Hospital for Women and 
Children, and Mrs. A. M. Chalmers Watson, M.D.. an offer to 
pay £4000 within a year to defray the cost of undertakings 
intended to facilitate the medical education of women. The 
offer is made on behalf of women medical graduates, students, 
and their friends. 

Illegal Traffic in Cocaine.—A t Marlborough- 

street police court on Tuesday last four women and a man 
were^convicted of illegal trafficking in cocaine. Mr. Herbert 
Muskett, who prosecuted on behalf of the Commissioner 
of Police, stated that in consequence of the Order in 
Council dated July 28th, the authorities were no longer 
trammelled by having to prove the sale of cocaine 
in the case of soldiers. Sergeant Gilbert Smith, of 
the Canadian Military Police, and various detective ser¬ 
geants gave evidence for the prosecution. Mr. Denman sen¬ 
tenced three of the women—Pawdon, Brady, and Meehan— 
to three months’ imprisonment with hard labour, and 
the fourth—Middleton—to two months’ imprisonment with 
hard labour and a fine of £5. In the case of the male 
defendant, Johnson, it was stated that he had been 
convicted at Canterbury of a similar offence and sentenced 
to six months’ imprisonment, and that he had not long left 
gaol. The stipendiary sentenced him now to six months’ 
imprisonment with hard labour, with an additional fine of 
£100. The magistrate added that while some consideration 
might be felt for the wretched women who had been used 
as catsp&ws in this illegal traffic, the sentence on the man 
Johnson was a richly deserved one. 
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NOTES ON CURRENT TOPICS. 

Report* of Certifying Surgeons. 

The Royal Assent lias been given to the Police, Factories, 
Ac. (Miscellaneous Provisions) Act, which contains a clause 
abolishing the reports of certifying Burgeons, except in 
certain cases. 


HOUSE OP COMMONS. 

Wednesday, August 2nd. 

Tencreul Diseases and National Insurance. 

Mr. Rendall asked the representative of the National 
Insurance Commissioners what action the Government pro¬ 
posed to take on the resolution passed by the National 
Insurance Acts Committee to the effect that permanent dis¬ 
ablement and serious illness, greatly injuring the State, were 
being caused by reason of the fact that insured persons 
suffering from venereal diseases were refused sickness 
benefit and medical attention under the National Insurance 
Act.—Mr. C. Roberts replied: I would refer the honourable 
Member to previous replies on this subject. I should like to 
point out that he is mistaken in supposing that persons 
suffering from venereal diseases are refused medical atten¬ 
tion under the National Insurance Act. Section 14 (4) of the 
Act of 1911 precludes an insured person from being deprived 
at medical benefit on that ground. 

Examining Medical Officers to IVar Office. 

Mr. Touche asked the Financial Secretary to the War 
Office whether civil practitioners who were appointed 
examining medical officers and had lieen so occupied under 
strain for a long period were entitled to a holiday ; and, if so 
if any and what difference in pay and holiday leave there was 
between practitioners engaged on a whole-time or permanent 
basis and others whose duties were partial and temporary 
although remunerated at a fixed daily rate.—Mr. Forster (in 
a written answer) replied : Yes, a holiday might be arranged 
if the work would he carried on in their absence I am 
not aware that there is any difference such as that mentioned 
in the second part of the question, but perhaps my honour¬ 
able friend would let me kuow more precisely* to what 
different classes of practitioners he refers. 

Mr. Touche asked why - , when civil practitioners who were 
appointed -examining medical officers were allowed 40s. a dav 
for a full day's work and lesser amounts for part of a dav 
there were practitioners in Loudon doing duty from 9 30 to*5 
who were still receiving only 24*. a dav, being* the same rate 
of pay as that formerly allowed to them when they were 
doing only four hours daily ; and would tie take steps to 

secure more equitable treatment_Mr. Forster wrote in 

reply: The rate of 40*. is a maximum, the actual payments 
depending upon the number of recruits examined. The 24* 
rate is for a period of regular employment. It covers whole- 
time service. It is not proposed to make any change. 

Thursday, August 3rd. 

Industrial Poisoning. 

Mr. Anderson asked the Under Secretary for the Home 
Department (1) whether there had been *a considerable 
increase in the number of cases of poisoning and of anthrax 
and toxic jaundice reported to him under the Factory and 
Workshop Act for the six months ending June, 1916 as 
compared with the same period of the previous year ■ 
whether the number of deaths was 30 as compared'with 
IS of the same six mouths of 1915 ; whether he 
could state to what thi9 increase was due and how far it 
was attributable to relaxed factory inspection; and what 
action, if any, he proposed to take; and (2; whether the 
number of antiirax cases had increased from 29 in the 
six months ending June, 1915, to 53 in the six months 
ending June, 1916, and what steps were being taken 
111 this matter—Mr. Brace replied : The figures lor 
iead poisoning for the periods in question show a 
slight decrease, but there has unfortunately been a con¬ 
siderable increase in cases of anthrax. There has been 
no slackening of inspection for the purpose of enforcing the 
regulations, and the increase can only, I am advised he 
accounted for by the fact that owing to the heavy demand 
manufacturers have been forced to use all kinds of'material. 

1 be problem of prevention is being thoroughly investigated 
by the Departmental Committee for the purpose, and there 
is good reason to hope that they will be able to put forward 
effective proposals. The notification of toxic jaundice—that 
is, jaundice due to tetrachlorethane or certain other poisonous 
substances used m explosive works—was made compulsory 
for the first time this year, and this is the chief reason 
for the apparent increase in reported cases of poison¬ 
ing. The number of persons employed in the factories 


concerned has also been constantly increasing. These 
factories have been subject to frequent inspection, and much 
has been done by improved mechanical ventilation, medical 
examination of the workers, and other precautions to 
minimise the danger. As regards poisoning from dopes 
containing tetrachlorethane, this danger should very shortly 
be eliminated altogether by the substitution of the non 
poisonous dopes now being brought into use. 

A Russian Medical Man. 

Mr. King asked the Financial Secretary to the War Office 
whether he iiad considered the case of a* Russian doctor of 
medicine, a graduate of a Swiss university, who had been 
serving in this war in Serbia and only left when Serbia was 
evacuated by the Allies; whv had the medical services of 
this doctor been refused by the War Office ; would be sav 
why he was being pressed into the ranks as a private; and 
whether, in view of this Russian doctor having served with 
our Allies, the Serbians, it was intended to deport this 
gentleman to Russia.—Mr. Forster answered : With the 
information contained in the question 1 can only satisfy mv 
honourable frieud on one point. It is impossible to 
commission medical men who are not British subjects 
ami whose degrees are not registrable in this country. 
If my honourable friend wants me to make an inquiry 
on the second point of his question he will, no doubt, 
he good enough to furnish me with the name of the doctor 
m question. My honourable frieud has. no doubt, considered 
whether he should not advise this Russian medical man, who 
appears to have behaved very gallantly, to ofTer his services 
to the Russian Army through the Rus'sian Consul-General. 

Sanitation at Romlston. 

Mr. biUMK-W II. 1 . 1 .a ms asked the Financial Secretary to the 
War Office whether he was aware that since November, 1914, 
repeated representations had been made both to the Local 
Government Board and to the military authorities bv the 
local sanitary authorities and the East Riding county council 
as to the nuisance caused by the sewage from tbe'militarv 
camp at Rowlston, in the East Riding of Yorkshire; that ail 
assurance was given to the Local Government Board bv the 
Army Council in March, 1916, that steps would be taken to 
remove any further cause for complaint; that notwithstand¬ 
ing this serious cause for complaint did exist; that there 
was still a nuisance which was a serious menace to the 
health of the inhabitants of the district; that one end of the 
field in which the camp was situated adjoined the seashore 
and that engineers who had inspected the site had advised 
that the sewage could, without serious expense be dis¬ 
charged into the sea; and whether he would give instruc¬ 
tions for the necessary steps to be taken to abate the 
nuisance and for the work to be carried out forthwith — 
Mr. Forster wrote in reply: The sanitary engineering 
officer to the W ar Office lias already arranged to visit the 
locality and to report upon the alleged nuisance, and I hope 
to receive a full report in the course of a few days. This 
matter was brought to notice some six months ago, hut on 
inquiry it was found that at that time the arrangements 
made were satisfactory. 

Military Mosjdtuls in London. 

Mr. Kennedy asked the Financial Secretary to the War 
Office how many hospitals were in the control of his depart 
ment m London ; were the surgeons and medical advisers 
paid by the War Office and, if so. whether quarterly 
or monthly; were the nursing staff paid Quarterly or 
monthly; and were these latter payments, stating same 
made promptlv.or within what time after they became due — 
Sir. Forster wrote in reply: The number* of hospitals'in 
the London district is 186, of which 158 are auxiliary lios- 
pitals. A very large amount of the Work performed in 
military and other hospitals in London and elsewhere is 
gratuitous. The surgical, medical, and some of the other 
staff paid by the War Office are paid monthly in arrear and 
the remamder are paid weekly. The rates*of the narshm 
staff vary. 1 here is no reason to suppose that the payments 
are not made promptly. 

Monday, August 7th. 

Medical Organisation of the Army in India. 

■ Sir Henry Craix asked the Secretary for India what 
committees or commissions had been instituted within the 
last six years to inquire into the medical equipment aud 
organisation of the Army in India; what actiou was takeu 
upon their reports; and whether these reports would be 
laid before the Mesopotamian Special Commission.—Mr. 
Chamberlain replied: Iu 1912 a committee of which 
burgeon-General Sloggett was chairman inquired into 
the system of field medical organisation and equipment 
of medical units of the Army in India. Its recommenda- 
tions were approved by the Government of India, and are 
now ill force. The station hospital system for Indian 
troops was the subject of inquiry by another committee. 
Its recommendations were under discussion when the war 
broke out, and as they related solely to peace arrangements 
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their further consideration has been postponed. The reports 
will be laid before the Special Commission if the Commission 
should call for them. 

Scheme* jor Treatment of Venereal Disease. 

Major Astor asked the Parliamentary Secretary to the 
Local Government Board how many councils of counties and 
county boroughs had submitted to the Board complete 
schemes for the diagnosis and treatment of venereal diseases; 
how many of these schemes had been approved by the Board ; 
and how many were already in operation.—Mr. Hayes Fisher 
answered: The regulations and circular were only issued 
about three weeks ago, and no complete scheme has yet 
been submitted to the Board. Numerous negotiations and 
conferences have, however, already taken place, and I am 
glad to observe that considerable activity is l>eing displayed 
by local authorities in carrying out the duties imposed on 
them. 

Jaundice due to Dope. 

Answering Mr. Rowlands, Mr. Brace (Under Secretary- to 
the Home Department) said : I am pleased to be able to say 
that not only has there been a considerable decrease recently 
in the number of cases of jaundice due to dope, but that 
satisfactory dopes which are free from tefcrachlorethane are 
now available in sufficient quantity, and that the War Office 
and Admiralty have directed their contractors to use only 
the approved dopes of this kind. It may be taken, therefore, 
that the danger from totrachlorethaue poisoning in this class 
of work has now been removed. 

Unregistered Dentists and Cocaine. 

In reply to Commander Wedgwood, Mr. H. Samuel (Home 
Secretary) said: I have not seen my way to include un¬ 
registered dentists among the classes of persons authorised 
by the regulation to purchase cocaine. I have taken steps, 
however, to make available for the use of unregistered 
dentists a sufficient supply of novocaine, which is an efficient 
substitute for cocaine and is used by many dentists, and as 
this supply is not immediately available for use in the form 
in which it is usually required by dentists I have granted a 
temporary permit which will allow unregistered dentists to 
continue the use of cocaine in the interval. 

Promotion in the Royal Army Medical Corps. 

Mt. Joykson-Hicks asked the Financial Secretary to the 
War Office whether lieutenants in the Royal Army Medical 
Corps had been given three years’ acceleration of promotion 
after six months’ service, but captains of 10 years' service 
had so far been given no acceleration ; and whether, having 
regard to the work done by the Royal Army Medical Corps 
captains at the front, he would consider the possibility of 
acceleration of promotion in regard at least to some of them. 
—Mr. Forster replied: My honourable friend is mis¬ 
informed in thinking that no captains in the Koval Army 
Medical Corps have received accelerated promotion. As ii 
matter of fact, 145 captains have received such promotion, 
and each of them bad between 10 and 12 years’ service. The 
acceleration of promotion given to lieutenants does not in 
fact amount to as much as three years. 1 am informed that 
in the majority of cases it has amounted to less than 
12 months. 

Tuesday, August 8 th. 

Nerve-shaken Soldiers. 

Commander Wedgwood asked the Financial Secretary to 
the War office whether he would indicate which classes of 
nerve-shaken soldiers it was now proposed to discharge from 
the Army direct to pauper asylums, since the War Office bail 
admitted that 198 had been discharged who did not belong to 
any of the three categories indicated last September, and 
some of these had had very short treatment and up to the 
time of discharge had been described in medical reports 
as uncertifiable and progressing towards recovery.—Mr. 
Forster wrote in reply: The following cases are certified : 
(1) cases of general paralysis of the insane; (2) chronic 
epileptics; (3) incurable cases and cases in which there is 
previous history of insanity. 

Rubber Gloves for Military Nurses. 

Major Sir Charles HUNTER asked the Financial Secretary 
to the War Office whether the medical authorities at the War 
Office would take steps to provide rubber gloves for the nurses 
who did dressings in the military hospitals at home in order 
to prevent cases of septic poisoning. — Mr. Forster replied : 
Every demand made by medical officers for rubber gloves for 
the use of nurses in military hospitals has been met. If the 
honourable and gallant Member has had brought to his 
notice any case where such gloves are not available, all that 
is necessary is for those responsible to make an indent. 

Ha inn y res Sa na tori uni . 

Mr. MacGallum Scott asked the Secretary for Scotland 
whether any progress had been made in the efforts to secure 
the release of labour for the completion of the construction 
work of the Hairmyres Sanatorium, at which the Middle 
Ward Committee of the Lanarkshire county council had 
pledged itself to afford accommodation for discharged tuber¬ 
culous soldiers and to train them for outdoor occupation. 


—Mr. Tennant said in reply: Yes, sir. I ain glad to be able 
to inform my honourable friend that the answer is in the 
affirmative, aiul it is anticipated that the number will shortly 
be increased. 

Illicit Traffic in Cocaine in India. 

In reply to Sir H. Roberts, Mr. Chamberlain (Secretary 
for India) wrote: Illicit traffic in cocaine continues to be a 
source of grave anxiety both to the Government of India and 
myself, and striugent regulations on the subject have been 
framed. I carihot within the limits of a reply give these in 
detail, but I may aay generally that imports are prohibited 
except under licence, that private possession is punishable, 
and that sale to private persons by chemists and druggists is 
permitted only for medical purposes on the prescription of 
a qualified medical practitioner. The drug, however, lends 
itself to smuggling by seamen and others in ways which 
defeat the best conceived regulations. 

Wednesday, August 9th. 

Sanitary and Medical Arrangements in Mesopotamia. 

Sir John Jardive asked the Secretary of State for War 
(1) whether he could give an assurance that the river craft 
used for conveying troops up and down the River Tigris and 
the River Euphrates had proper appliances for securing that 
the drinking water should be uucon tarn mated and not 
dangerous to health; and (2) whether he was now able 
to assure the House that sufficient supplies of drugs, 
medicines, bandages, and other medical appliances had 
reached the troops at Basra, and in the stations on the 
lines of the Tigris and Euphrates.—Mr. Lloyd George said 
in reply : My honourable friend asks me for two assurances, 
but lie will, I am sure, have taken into account that since the 
War Office assumed the additional responsibilities with 
which I dealt in the speech I made on July 20th no sufficient 
time has elapsed for an appreciable change to have been 
effected in the situation as a direct result of the change 
of responsibility. Subject to its being understood that 
the Army Council do not claim that all has yet been 
done which should be done and will be done, I may 
inform him that, on all new boats ordered in the United 
Kingdom, arrangements for securing adequate proper 
drinking water have been made. Filtration barges are 
t>eing sent and supply tanks on various points in the 
river will be provided. As regards tbe vessels already 
on the 8pot, I am informed that an installation for 
sterilising water, recommended l»y the Director of Medical 
Services and the late Sir Victor Horsley, has already been 
provided on many ships and will be fitted to Che remainder. 
Two tanks holding 40 gallons for cooling purposes have also 
been added on each vessel. A large number of hospital river 
steamers and ijarges have also been ordered. As regards 
drugs, medicines, bandages and other medical appliances, all 
demands have been supplied, and, as the General Officer 
Commanding has repeatedly been told to ask for all he 
wants, I am satisfied that sufficient supplies are nowavai'- 
able on the spot. 


appointments. 


Successful applicants for vacancies. Secretaries oj Public Institutions, 
ana others possessing information suitable for this column, aic 
invited to forward to Thh Lancet Office, directed to the Sub¬ 
editor. not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Buatia. S. L, M.K.C.S., L.R.C.P. Lond., baa been appointed Oph¬ 
thalmic House Surgeon at St. Thomas's HosnlUL 

Cahlcjan, O. J., L.R.C.P. & S. Edin.. L.F.P.S. Glasg.. Certifying Sur¬ 
geon under the Factory ami Workshops Act9 for the Ormskirk 
District of the county of Lancaster. 

Hamilton, M. St. C.. M.R.O.*., L.R.C.P. Lend., Casualty Officer and 
Resident Anaesthetist at St. Thomas’s Hospital. 

Hkiffton. Edith. L.K.C.P. & S. Edin.. L.R.F P.& S. Glasg., Medical 
officer to Munition Girls' Factory. Uorringhiun. Essex 

McGkocw, T., M.D. Glasg., Certifying Surgeon under the Factory 
and Workshop Acts for the Qlrvan District of the county of Ayr. 

Mork. J., L.R.C.P. Lond., M.R.C.S., Certifying Surgeon under the 
Factory and Workshops Acts for the Rothwell District of the county 
of Northampton. 

Petyt, A. I., M B., B.C. Cantab., Certifying Surgeon under the Factory 
and Workshop Acta for the Longlon Distr ct of the county of 
Lancaster. 


Uratics. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Becclks. Suffolk, 1st Cyclist Brigade Field Ambulance.—T hree 
.Medical Officers. 

Chari NO Cross Hospital, W.C.—Resident Medical Officer. Salary at 
rate of £400 per annum, with board, Ac. 
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Chesterfield and North Derbyshire Hospital.— Second House 
Surgeon . Salary £150 per annum, with board, &c. 

City of London Hospital for Diseases of the Chest, Victoria 
Park. E.—Resident Medical Officer. Salary at rate of £200 per 
annum, with board, Ac. 

Bvklina Hospital for Children. Southwark, London, S.B— 
House Physician. SaUry at rate of £160 per annum, with board. Ac. 

Great Northern Central Hospital. Holloway. London. N.— 
House Physician for six months. Salary at rate of £100 per 
annum, with board. Ac. 

Guildford, Royal Surrey County Hospital.—H ouse Surgeon. 

Hospital of St. John and St. Elizadf.th, 40. Grove End-road. N.W.— 
Resident Medical Officer, unmarried, for six months. Salary at 
rate of £250 per annum, with board, Ac. 

Huddersfield County Borough.— Assistant School Medical Officer. 
Salary £300 per annum. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200. with board. Ac. 

Leeds, Public Health Department.— Female Medical Assistant for 
Maternity and Child Welfare Work. Salary £350 per annum. 

Macclesfield General Infirmary.— Resident House Surgeon. 
Salary £180, with board, Ac. 

Maidstonf. West Kent General Hospital. —Junior House Sur¬ 
geon. Salary £125 per annum, with board, Ac. 

Manchester Northern Hospital for Women and Children. Park- 
place, Cheetham Hill-road.—Female House Surgeon. Salary £120 
per annum, with board, Ac. 

Mount Vernon Hospital for Consumption and Diseases of the 
Chest. North wood, Middlesex —Resident Medical Officer. Salary 
£120 per annum, with board. Ac. 

Northampton. County Borough. —School Medical Officer and 
Assistant Medical Officer of Health. Salary £350 per annum, rising 
to £400. 

Notts County Council.— Resident Medical Officer at the Ransom 
Sanatorium, Sherwood Forest, Mansfield. Salary £250 per annum, 
with board. &c. 

Quef.n Charlotte’s Lying-in Hospital, Marylebone-road, N.W.— 
District Resident Medical Officer for four months. Salary at rate 
of £60 per annum, with board, Ac. 

Queen’s Hospital for Children, Hackney-road, Bethnal Green, B.— 
Temporary Assistant Physician. Also Temporary Assistant Sur¬ 
geon. Salary £25 per annum to cover travelling expenses. 

St. George’s Hospital.—R esident Anesthetist. Salary at rate of 
£100 per annum. 

Sheffield. Children’s Hospital. Western Bank.— House Surgeon. 
Salary £180 per annum, with board, Ac. 

Sheffield. Jessop Hospital for Women.— Junior Female House 
Surgeon, unmarried, for Gynaecological and Maternity Depart¬ 
ments. Salary £160 per annum, with board, Ac. 

South London Hospital for Women, South 81de, Clapham Common, 
S.W.—House Physician; also House Surgeon, for six months. 
Salaries at rate of £100per annum, with board, Ac. AIbo Temporary 
Anaesthetists. Honorarium 10$. 6d. per attendance. 

Sunderland. The Royal Infirmary Children’s Hospital.— Female 
Resident Medical Officer for six months. Salary £100 per annum, 
with board, Ac. 

Tunbridge Wells General Hospital.— House Surgeon,unmarried. 
8alary £250 per annum, with board, Ac. 

Willesdkn Urban District Council. Health Department.— 
Temporary Assistant Medical Officer. Salary £8 8«. per week. 

Winchester, Royal Hants County Hospital.— Female Assistant 
toRe»ident Medical Officer. Salary £lC0per annum, with bo»rd, Ac. 


m*. Utarriagts, anil gtatjjs. 


BIRTHS. 

Bolus. —On July 28th, at Carlton-road, Weymouth, the wife of 
Captain P. R. Bolus. M.D.. R.A.M.C., of a son. 

Gray.— On July 31st. at Yew Tree Cottage, West Mailing, the wife of 
Henry Gray, M.R.C.S., of a daughter. 

Griffith.— On July 31st, at Cavendish-road, St. John's-wood, N.W., 
to Helena and Harold Kinder Griffith, F.R.C.S. (Captain, 
R.A.M.C.. T.). a son. 

McDonald.— On July 31st, at Warrington-crescent, Maida Vale. N.W., 
to the wife of Lieutenant Colonel J. H. McDonald, I.M.S.—a 
daughter. _ 

MARRIAGES. 

Loosely—Williams.— On Augutt 2nd. at the Hampstead Parish 
Church, Alfred E. A. Loosely, F.R.C.S., M.A.Oxon., to Belinda 
Veronica, third daughter of the late Robert Williams and of Mrs. 
Williams, of Wellingborough. 


DEATHS. 

Jalland.— In proud and loving memory of Lieutenant Stephen 
Jalland, 6th East Yorks Regiment, who was killed in action at 
Chocolate Hill, Gallipoli, on August 9th, 1915, two days after the 
Suvla Bay landing. 

Roberts.—O n August 2nd, at Bath, Ellas Jones Roberts, M.B. Lond., 
M.R.C.S.E., late District Medical Officer, East Indian Railway, 
A nan sol, India, aged 94 years. 

Smale.— On August 4th, Morton Alfred Smale, M.R.C.S., L.D.S., aired 
69 years. 

Wholey.—O n August 4th, at Handcombe Lodge, Pevensey. after a 
long and painful Illness. Thomas Wholey. M B., the dearly loved 
husband of Agnes E. Wholey, aged 57 years. 


N.B.—A fee of 5s. is charged for the Insertion oj Notices of Births , 
Marriages, and Deaths. 


jjtotts, j%rt Cuntincirts, anb Jnstoers 
la Correspondents. 

STUDENTS’ NUMBER OF THE LANCET. 
INFORMATION intended for the Students’ Number of 
The Lancet must be sent without delay, addressed to 
the Sub-Editor, and marked on the envelope “Students’ 
Number Only.” _ 

SUN AND ELECTRIC LIGHT BATHS FOR 
PULMONARY TUBERCULOSIS. 

Dr. W. Holmboes annual report of Mesnalien Sanatorium in 
Norway for the year 1915 ( Tidsskrift f. d. Norske Laege- 
foreninq , Christiania, 1916, xxxvi., 555) gives an account of 
the satisfactory progress made in the treatment of pul¬ 
monary tuberculosis by sun baths and electric light baths. 
From February to November most of the patients took sun 
baths for up to 4.J hours a day. even when the temperature 
of the air was as low as 14° F. In no case was there any 
untoward result; in all instances the patients felt very 
much the better for the treatment, which was an excellent 
palliative in even the most advanced cases. In January 
and December at Mesnalien the sun is too low for sun bath¬ 
ing. Its place was taken by electric light bathing; 50 volt 
arc lamps are used (Dr. Holmboe does not state the 
amperage) at a distance of half a metre from the patient’s 
skin, the exposures lasting up to two hours a days, though 
they would be longer if the electric supply were better. 
The immediate results of the electric light baths on the 
patients are identical with those of the sun baths, and 
leave nothing to be desired; the skin becomes bronzed 
or even chocolate-coloured, and the patients feel vastly 
better. Sufficient experience has not yet been gained 
for any decision as to the effect of the electric light 
treatment on the pulmonary disease to be reached. 
During the year li5 patients were treated; artificial 
pneumothorax treatment was continued in 3 cases and 
attempted in 9 more, but failed in 3 of the 9. 
In one instance it was employed with success to stop a 
violent haemoptysis. Extrapleural thoracoplastic opera¬ 
tions were performed in 6 cases in which artificial 
pneumothorax treatment had failed partially or com¬ 
pletely on account of pleural adhesions. In 3 patients 
the results of operation were completely satisfactory, 1 
remains unfit for work, 1 died of marasmus some months 
later, and I died of pneumonia very soon after the opera¬ 
tion. Dr. Holmboe emphasises the importance of perform¬ 
ing any such operations at a time when the patient is still 
relatively well and the general condition is still fairly 
good. 

TATTIES. 

To the Editor of The Lancet. 

Sir,—I n reading the report of the sufferings from the heat 
of troops in transit in India recently I saw that ice and 
“tatties” are provided. The expression is also in your 
columns. What are “tatties”? The word is not in my 
dictionary. I am, Sir, yours faithfully, 

London, July 3ist, 1916. Calorie. 

The larger dictionaries define the word briefly. “The 
Oriental Interpreter,” a work published many years ago, 
describes tatties as follows:— 

Tattles—screens made of the roots of bcss hiss, a long grass which 
abounds in most of the jungles in India, and whish corresponds 
exactly with Guinea grass. The fibres are of a rusty brown colour, 
devious In their direction, and may be from 10 to 20 inches In 
length. The frame in which this material Is enclosed to form a screen 
Is made of split bamboo, chequered into squares of about 4 inches 
each way. and In the whole sufficiently extensive to overlap the 
exterior of the door or window to which it is applied, at least 6 Inches 
or perhaps a foot at the sides and above. The hi-ss hiss is then placed 
very regularly on the bamboo frame, as it lies on the ground, in the 
same manner as tiles, each layer being bound down under a thin slip 
of bamboo extending the full breadth of the tatty. The great art is 
to make the tatty neither too thick, which would exclude the wind, 
nor too thin, as it would then let the dust pass through without 
rendering the interior sufficiently cool. In the Western Provinces 
and other parts of India tatties are frequently made of a short, prickly 
bush that thrives during the hottest months on sandy plains, espe¬ 
cially in places Inundated during the rainy season. This shrub is 
called jexcassah : its leaves are not unlike, but not so numerous nor 
of so deep a green as, those of rue. It is extremely prickly, being 
everywhere furnished with spines about the size of a pin. The 
Europeans in India employ a hheest jy, or water-carrier, to saturate the 
tatties with water, for their fragrance is then most powerfully 
elicited, and the wind passing through them becomes cooled and 
discharged of the particles of dust It gathers on Its course across the 
plains.— Ed. L. 

At an inquest held at Fulham on August 5th, a verdict of 
• Manslaughter” was returned against a music teacher 
practising hydropathy who had been attending a case of 
rheumatism which ended fatally. 
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THE SPELLING OF CINCHONA. 

To the Editor of The Lancet. 

Sir,—M any years ago I find that Sir R. Clements Markham, 
F.R.S., pleaded that this word should be spelt correctly as 
“chinchona,” but common usage adhered to “cinchona.” 
It was named from the Countess of Chinchon. Now the 
countess’s name itself is corrupted by some modern lexi¬ 
cographers into “ Cinchona,” in order to tally with the 
corrupted botanical name. The cause of the confusion 
seems to be clearly explained in the following account which 
I have partly translated from Spanish from a South American 
source and amplified from other sources. The Count of 
Chinchon, Don Luis Fernandez de Cabrera, was Spanish 
Viceroy of Peru (1629-1639j, and his wife, Donna Ana de 
OsBorio (1576-1639), is celebrated as propagating the use of 
cinchona bark (6he was cured of fever by it at Lima). When she 
returned to Spain she made known itscjualities, and Cardinal 
de Lugo carried it to Rome, where it was called Lugo’s powder 
and also ** the Countess’s powder,” but the Italians wished to 
give it the name of the countess. Then arose a difficulty, as 
“Chinchona” in Italian pronunciation would be “ kinkona,” 
but “cin” would be pronounced “chin” as in Spanish (and 
English). This gave in Italian the correct pronunciation of 
the first syllable, but, of course, an erroneous spelling. 
Chinchon is a town in Spain 25 miles from Madrid. 
Sir Ciements Markham explored Peru in the “fifties” and 
in 1860 introduced cinchona culture from South America 
(where it began to be neglected) into India, which assured 
the regular supply. 

Several dictionaries note with comment the deviation in 
the spelling, but I have not before seen an explanation of its 
cause. L am, Sir, yours faithfully, 

London, August 4th, 1916. * W. 

Communications not noticed in our present issue will 
receive attention in our next. 


Htdiicai Jtarn far fjje tnsuing^Keek. 


LECTURES, ADDRESSES, DEMONSTRATIONS, 

POST GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W. 

Monday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman : Diseases of the Bye. Dr. Slmson: 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surreal Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis; Diseases of the Throat, 
Bose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednesday.—10 a.m., Dr. Saunders: Diseases ot Children. Dr. Banks 
Davis : Operations of the Throat, Nose, and Kir. 2 P.M., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Slmson : Diseases of Women. 

Thursday.—2 p.m., Medical and Surgical Clinics. XRays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.—10 a.m , Dr. Slmson: Gynaecological Operations. 2 p.m., 
Medical and Surgical Olinlcs. X Rays. Mr. Baldwin i Opera 
tlons. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday.—10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis; Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Bye Operations. 2 p.m., Medical and Surgical Oinlos. X Rays. 
Mr. Pardoe: Operations. 

NORTHEAST LONDON POST-GRADUATB COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Moxday.— Clinics:— 10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr.T. R. Whlpham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday.—2.30 p.m., Surgical Operations (Mr. Carson). Clinics:— 
Medical Out patients (Dr. A. G. Auld); Surgical Out patients 
(Mr. Howell Evans); Nose. Throat, and Ear Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wednesday.— Clinics:— 2.30 p.m., Throat Operations (Mr. C. H. 
Hayton). Children Out-patients (Dr. T. R. Whipham); Eye Out¬ 
patients (Mr. R. P. Brooks): Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m., Eye Operations (Mr. R. P.Brooks). 
Thursday. — 2.30 p.m., Gynaecological Operations (Dr. A. B. Giles). 
Clii lc : —Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out p vtients (Mr. Carson); Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. R. M. Leslie). 

Friday. —2.30 p.m., Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. E. Gillespie); Bye Out-patients (Mr. R.P. Brooks). 
THE THROAT H03PITAL, Golden-square, W. 

Monday.— 5.15 p.m., Special Demonstration of Selected Cases. 
Thursday.— 5.15 p.m.. Clinical Lecture. 


The following magazines, Journals. &c., have been received :— 

American Medicine, Aberdeen University Review, British Journal of 
Dental Science, West Lmdon Medical Journal, Interstate Medical 
Journal, Psycho analytic Review. Homeopathic Reorder, Quarterly 
Journal of Medicine, Indian Ambulance Gazet e, Medical Review. 
Quarterly Journal of Experimental Physiology, St. Bartholomew's 
Hospital Journal. Archives de Medecine' et de Pharmacie Milltaires, 
Annales de l'lnstitut Pasteur. Edinburgh Medical Journal. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 

f entleman who may be supposed to be connected with the 
iditorial staff. It is*urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “To 
the Manager.” 

We cannot undertake to return MSS. not used. 


MANAGERS NOTICES. 

THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June, 1916. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
The Lancet which was completed with the issue of June 24th 
have been printed separately, and copies have been supplied 
gratis to those subscribers who have, up to August lOth. 
intimated to us their wish to receive them. Other subscribers 
will be similarly supplied, so long as the stock remains unex¬ 
hausted, on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such application should please 
be sent in at once, direct to the Manager, and not through 
Agents. _ 

Yolumes and Cases. 

Volumes for the first half of the year 1916 are now ready. 
Bound in cloth, gilt lettered, price 165., carriage extra. 

Cases for binding the half-year’s numbers are also ready. 
Cloth, gilt lettered, price 25., by post 2». 4 d. 

To be obtained on application to the Manager, accompanied 
by remittance. _ 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, &c., Bhould 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sending their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. _ 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required 
permission, and he will forward copies direct from the 
Office to any neutral country on receipt of instructions. 
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ACKNOWLEDGMENTS OF LETTERS, ETC., RECEIVED. 


[August 12, 1916 


BOJKS. ETC., RECEIVED. 


Routlwpof., Gf.orok, a*r> Sons, London. Dutton, E. P.. and Co. 
New York. 

An Emperor’s Madness or National Aberration? By Professor 
Ernesto Lujjaro (Modena). Translated by W. N. Riblnson. M.D. 
Price 2s. 6 d. net. 

Saundkrs, W. B., Company, London. 

Studies in Ethics for Nurses. By Charlotte A. Aikens. formerly 
Superintendent of Columbia Hospital, Pittsburg. Price Is. 6d. net. 
Wood. William, and Co.. New York. 

Proceedings of the Cbaraka Club. Vol. IV. 

Weight, John, and Sons. Bristol. 

The British Journal of Surgery. Vol. III. Price 30#. net. 

Y'ear Book Poblishf-hs, Chicago 

General Surgery. Vol. II. (edited by J. B. Murphy, A.M.M.D., 
F.R.C.S., 4c.) of the Practical Medicine Series Price £2 00 


METEOROLOGICAL READING 8. 

(Taken daily at 8.50 a.m. by Steward'»Instrument*.) 


Tub Lancet Office, August 9th, 1916. 
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best judged on a half-yearly, quarterly, or monthly basis. 
Six lantern-slides were shown in this section. 
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RIVERS AS SOURCES OF 
SUPPLY. 


WATER 


Delivered before the Royal Institute of Public Health 

By A. C. HOUSTON, M.B., C.M. Edin., D.Sc., 

DIRECTOR OF WATER KXA FIXATIONS, METROPOLITAN WATER BOARD. 


LECTURE I. 

The lecturer introduced the subject of his lectures in the 
following words:—“ I make no apology for confining my 
remarks, almost exclusively, to the particular river concern¬ 
ing which my ignorance is least. The river in question 
occupies a unique place in history, its beauties cannot be 
surpassed, and it is the main source of water supply to the 
greatest city in the world. I refer, of course, to the River 
Thames.” 

The River Thames. 

Slides were shown in illustration of the topography and 
geology of the Thames basin, and of the natural flow of the 
Thames over a 30-year period. The flow was shown to be 
highest in February and lowest in September. The intimate 
relation existing between the rainfall, river flow, and 
inverted barometric pressure was then considered. 

A 20-year period (1891-1910) was then taken, and the 
flow compared month by month with the rainfall. It was 
then shown that the heaviest rainfall was in October and 
the biggest flow of the river in February. Departures from 
the normal, both as regards flow and rainfall, were dealt 
with and explanations were given of the “ lag” of the river 
behind the rainfall. 

The “surface” or “ immediate ” effects of rainfall were 
next considered, and the first section concluded with evidence 
that curves representing the flrwand temperature of the 
river show an inverse parallelism. Twelve lantern-slides 
were shown in illustration of the points dealt with. 

In the second section the chemical and bacteriological 
results at Pangbourne, Datchet, and Hampton were carefully 
compared, and the conclusion was reached that there was 
no serious difference in the hygienic quality of the river 
Thames at these three points. It was then pointed out that, 
assuming this to be correct, the greater availability of water 
in the lower reaches when the river is low but relatively 
pure might in itself turn the scale against the choice of 
up river intakes. The lecturer explained that, excepting 
Staines, all the “ intakes ” of the Water Board were situated 
in the neighbourhood of Hampton, and this was the site of 
collection of raw river-water samples for analysis. Four 
lantern-slides were shown to illustrate the various points 
raised in this section 

Yearly Results for 1906-13. 

In the third section the average yearly results as regards 
rainfall, flow, and chemical and bacteriological records over 
the eight-year period 1906-13 were dealt with at some length. 
Next the variations in the individual years were considered. 
It was pointed out that a wet year is almost necessarily a 
year of heavy flow of river, unless there is some peculiarity 
in the seasonal distribution of the rainfall, and a year of 
heavy flow is apt to be a bad quality year, as judged, at all 
events, by some of the tests. Usually the curves represent¬ 
ing the rainfall, flow, permanganate, turbidity, and colour 
tests are in fair agreement, but the ammoniacal nitrogen, 
albuminoid nitrogen, chlorine, and oxidised nitrogen curves 
differ markedly from the flow curve. The bacteriological 
results are sometimes in agreement with the flow and some¬ 
times the reverse. 

The lecturer explained that the apparent discrepancies are 
due probably to the fact that the yearly flow is influenced 
not only by the total fall of rain in the year but by its 
seasonal distribution and periodicity and by the “lag” of 
the river. Similarly, the quality curves are influenced not 
only by the average flow throughout the year, but by the 
manner, for example, in which the floods occur. It was 
pointed out that the relation between quality and flow is 
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Half-Yearly Results for 1906-14- 

In the fourth section, the half-yearly results were 
considered in detail, over an eight-year period 1906-14. It 
was shown that there was not much difference between 
summer (April to September) and winter (October to March), 
as regards the albuminoid nitrogen test, but that the quality 
of the Thames was considerably worse during winter, as 
judged by the following tests :—Oxygen absorbed, turbidity, 
colour, gelatine count, agar count, bile-salt agar count, and 
B. coli test. 

The individual results were next dealt with, and it was 
stated that the summer rainfall and flow of river of 1908 
exceeded the winter rainfall and (low of river of 1908-09. 
The albuminoid nitrogen was higher in the summers of 1906. 
1907, 1908, and 1911 than in the winters of 1906-07. 
1907-08, 1908-09, and 1911-12. The oxygen absorbed from 
permanganate was higher in the summer of 1908 than in the 
winter of 1908-09. In all other cases, the rainfall flow, 
albuminoid nitrogen and oxygen absorbed from perman¬ 
ganate, results were the highest in winter. The turbidity 
and colour readings were always highest in winter and so 
were the number of bacteria and B. coli results. 

The results as a whole show conclusively that the Thames 
is much less impure, as judged by these tests, in summer as 
compared with winter. The conclusion was reached that there 
is no tangible evidence of a progressive deterioration of the 
river Thames. 

The lecturer then proceeded to answer the question : Why 
is the Thames apparently purer in the summer than in the 
winter months 1 He pointed out that during the winter the 
floods wash all sorts of impurities into the river, as, for 
example, from flooded sewage farms and storm sewage over¬ 
flows. Moreover, the velocity of the river stirs up its bed 
and prevents the deposition of suspended matters. On the 
other hand, in the summer much of the water in the river is 
derived from underground sources and is virtually stored and 
filtered water. Again, the storm water sewage overflows, 
which in flood time discharge unpurified or imperfectly 
purified filthy water into the river, are no longer, or less 
often, in operation. Moreover, many of the sewage farms 
may be practically dried up and the effluents may not be 
discharging directly into the river. These effluents may 
indirectly reach the river lower down, but only after pre¬ 
liminary purification and mixture with underground water. 
Again, the slow flow of the river no longer disturbs its bed, 
and any suspended matters in the water are constantly 
being deposited in the moro stagnant reaches. 

Four lantern slides were shown in illustration of the points 
dealt with. 

Quarterly Results for 1906-13. 

In the fifth section the quarterly results over the period 
1906-13 were considered, first as averages and then in 
relation to the 32 quarters individually. It was indicated 
that the autumn and winter rains appear to dominate the 
winter and spring flow of the river. The albuminoid nitrogen 
curve is peculiar, inasmuch as although it is at its highest 
in winter, the spring fall is followed by a summer rise, and 
the lowest results are encountered in the autumn. The 
oxygen absorbed, colour, and turbidity curves follow the 
flow curve somewhat closely. The results are highest in the 
winter and lowest in the summer. There is no very striking 
difference between the spring and autumn results, and in 
this respect they differ from the flow curve, which is much 
higher in the spring than in the autumn. Having regard to 
the much greater volume of water in the river, the spring 
quarter is obviously, as judged by these three tests, a better 
season for abstraction purposes than the autumn. 

Next, the bacteriological results were dealt with, and it 
was pointed out that they agreed well with the flow curves. 
The results are worst in winter, then in autumn, next in 
spring, and the summer quarter is the best. A striking 
feature is, that although the results are somewhat worse in 
autumn than in spring, the flow of the river is vastly greater 
in the spring as compared with the autumn. 

Lastly, the 32 quarters were dealt with individually as 
regards flow, albuminoid nitrogen, oxygen absorbed, colour, 
turbidity, bacterial counts, and B. coli test. As regards the 
latter test, it was indicated that the best results have 
H 




312 The Lancet,] DR, A. C. HOUSTON : RIVERS AS SOURCES OF WATER SUPPLY. [August 19,1916 


invariably been in the summer quarter. The section was 
copiously illustrated by means of 10 lantern slides. 

Monthly Result). 

In the sixth section the monthly results, a? regards 
rainfall, flow and chemical and bacteriological records, were 
considered at great length. It was shown that the ammoniacal 
nitrogen curve agrees fairly well with the flow, but it reaches 
its minimum in May, whereas the fljw reaches its minimum 
in September. The albuminoid nitrogen carve does not agree 
very well with the flow curve. The oxygen absorbed, tur¬ 
bidity, and colour curves agree very well with each other and 
with the flow curve. The results are lowest in September 
and highest in December. Curves representing the flow, 
gelatine, agar, and biie-salt agar counts and the B coli test 
are in broad agreement with eacb other, although they also 
exhibit certain points of dissimilarity. The 13. ooli results 
are practically the same in January and December, whereas 
the gelatine, agar and bile-salt agar counts are much worse 
in the latter month. Considering all the results together, 
May would seem to be the best month of the year-. The 
drop in the agar and bile-salt agar counts in February is very 
striking. 

The lecturer then dealt with the bacteriological tests 
separately. As regards the gelatine counts the best months 
are May, June, July, and September. In April, although 
the flow is still above the average, the number of bacteria is 
354 per cent, below its average. In October and November 
the flow of the river is still below the average, whereas 
the gelatine count is almost up to tho average in October 
and 37 7 above the average in November. December is far 
the worst month of the year. 

The agar and bile-salt agar carves were shown to follow 
each other very closely. The best results occur in May, a 
rise oocurs in June and a slight fall in July; another rise 
is seen in August, and September shows another fall. The 
abrupt rise in October is far in advance of the rise in the 
flow of the river. The results are much the worst during 
December. 

As regards the B coll results, these are very nearly the 
same in December and January. In April the results are 
1343 per cent, better than the average, although the flow 
still remains slightly above the average (2 6 per cent.). 
There is not much difference between the May and September 
results, although July is slightly the best month. After 
September the results deteriorate more rapidly than the flow 
of the river increases. 

The lecturer then showed, in relation to the flow, com¬ 
bined chemical and combined bacteriological curves, and 
pointed out that they fall at the beginning of the year much 
more rapidly than the flow curve. Conversely, they ri>e 
much more rapidly than the flow curve at the end of the 
year. In other words, improvement in quality precedes 
decreased flow, and deterioration takes place in advance of 
increased flow. Having regard to the large volume of water 
still flowing in the river in April and May, the chemical and 
bacteriological results are very satisfactory from a water¬ 
works point of view. 

It was next pointed out that during the winter months 
there is a frequent oscillation of the flow and quality curves 
produced by the more or less immediate or surface effects of 
the heavy rain, although this does not affect the fact that 
the general curves of quality and fl jw are dominated by the 
rainfall of a much earlier period. 

No fewer than 15 lantern slides were shown in illustration 
of this seotion. _ 


LECTURE II. 

Thames Water in Relation tu Pathogenic Bacteria. 

Dr. Houston in his seventh seotion showed that, as judged 
by the streptococcus test, Thames water did not contain 
1 part of fresh exoremental matter in over 23 million parts 
of water. From this he proceeded to consider the question 
of the possible presence of the typhoid bacillus and Gartner's 
bacillus in river water. Excepting two typhoid-like microbes, 
and one Giirtner-like microbe, all his elaborate researches, 
involving the study of over 23,000 microbes, yielded negative 
results. Dr. Houston found that on the average he could 
count on the isolation of the typhoid bacillus and Giirtner’s 
barillas from artificially infected samples of river water, 
where these microbes were present in the proportion of 
1 per 9 c.c. and 1 per 19 c.c. respectively. His failure to 
find these bacteria in otherwise comparable but non-infected 


samples led him to conclude that these microbes cannot be 
present in river water in the proportion first stated. Seeing 
that it can easily be proved by the B. coli test that the 
river water is improved over 1000 times by the purification 
p'oeesses employed, the lecturer concluded that these 
pathogenic bacteria could n A be preseut in the water as 
supplied to consumers in the proportion of 1 per 9000 and 
1 per 19,000 c.c. respectively. 

Dr. Houston showed micro photographs of the two typhoid- 
like bacteria and the Giirtner-like microbe, and he then 
proceeded to show that by the bacteriological examination of 
sewage we could determine the status of any water-supply as 
regards the number of cubic centimetres p-esuroably free 
from the typhoid bacillus. Briefly, by comparing infected 
(with known numbers of typhoid bacilli) with non-infected 
samples of sewage, the conclusion was reached that the 
typhoid bacillus cannot be present in 0 00066 c.c. of sewage, 
which contains 704 excremental bacteria. The figure of 704 
thus becomes the criterion figure for judging the probable 
specific qualities of water-supplies. For, if 0 00066 c.c. of 
sewage contains no typhoid bacilli, then whatever volume 
of any water-supply, containing no more than 704 excre¬ 
mental bacteria, cannot reasonably be supposed to harbour 
the typhoid bacillus in that volume. For example, the 
Thames contains 704 excremental bacteria in 15 c.c., and as 
the water is purified 1000 times, as judged by the B. coli 
test, the inference is that the typhoid bacillus is not present 
in 15 litres of the water as supplied to consumers. 

“ Resistance to Filtration." 

In his eighth section the lecturer dealt with the “ resist¬ 
ance to filtration ” of Thames water and the microscopical 
appearances of its suspended matter. By resistance to 
filtration is meant the degree to which the suspended matters 
(living and dead) in a water interfere with its filtration by 
"blocking” the filtering material. Having explained the 
means adopted for testing this point, an ingenious method 
was next desetibed of obtaining permanent qualitative and 
quantitative photographic records of the suspended matter 
in the water. 

it appears that rase Thames water filters fairly well on 
the average, but in the spring and winter the results may be 
widely different. Photographs were first exhibited showing 
that during summer the water filters well, owing to the com¬ 
parative absence of suspended matter. Next, some winter 
"flood” results were shown, and the change in appearance 
was so striking as easily to explain the wide difference in the 
observed filtration results. Then the spring results were 
illustrated, and here, apparently, we have to deal with algal 
growths as well as with amorphous organic and inorganic 
matters. 

Storage of River Water Previous to Filtration. 

In his ninth section Dr. Houston described some of his 
now well-known researches on the vitality of the cholera 
vibrio and the typhoid bacillus when artificially added to 
river water in enormous numbers. He concluded that storage 
was inimical to the prolonged vitality of these pathogenic 
bacteria, and he drew an important distinction between 
"cultivated” and “uncultivated” microbes. It appears 
that the latter die much more speedily than the former in 
river water under conditions of storage. 

Next, in his tenth section, the lecturer summarised his 
prolonged rt searches on the advantages of storing river water 
in reservoirs antecedent to filtration. Taking the Chelsea 
reservoir as an tsimple, Dr. Houston explained that the 
percentage reduction (due to storage) in the gelatine, agar, 
and bile-salt agar count was about 95, 84, and 88 respec¬ 
tively. As judged by the B, coli test, the water was improved 
at least 100 times. For example, 48-3 per cent, of the 
samples of river water yielded positive results with 0 1 c.c. 
of water, whereas only 32-5 per cent, samples of stored 
water yielded positive results with 100 times as much water— 
namely, 10 c c. 

Dealt with as actual figures, the gelatine count was 
reduced from 4465 to 208, the agar count from 280 to 44, 
and the bile-salt agar count from 41 to 5. Chemically, the 
reductions effected by storage were as follows :— 

Ammoniacal nitrogen . 654 per cent. 

Albuminoid „ . 294 „ 

Permanganate test. 27 8 ,, 

Tuibidity „ 84-9 „ 

Colour . 45'8 „ 
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Turning next to the Staines and Lambeth reservoir 
results, it was pointed oat that the river water before storage 
contained B. coli in 01 c.o. (or less) in 53-2 per cent, of the 
samples examined. After storage in the Staines reservoirs, 
about the same number (56 per cent.) of samples yielded 
positive results with 100 times as muoh water—namely, 
10 c.c. The Lambeth (Island Barn) results were not quite 
so good, but were still very striking. 

The percentage reduetion in the bacterial counts were 
as follows ;— 

Staines. Lambeth. 

Gelatine count..■ ... 87 per cent. ... 89 per cent. 

Agar count . 64 „ ... 64 „ 

Bile-salt agar count. 91 ,, ... 86 ,, 

The percentage reduction in the chemical results con¬ 
sequent upon storage were :— 

Staines. Lambeth. 

Ammoniacal nitrogen ... 18-6 per cent.... 29'3per cent. 
Albuminoid nitrogen ... 6 72 „ ... Slight apparent 

increase. 

Permanganate test. 27‘5 ,, ... 17-7 per cent. 

Turbidity. 66-4 „ ... 731 

Colour. 452 ,, ... 42T „ 

The percentage number of samples, in the ease of other 
reservoirs, yielding positive results with 1 c.c. (or less) of 
water, as judged by the B. coli test, was as follows :— 

River Thames . 95 0 per cent. 

Walton reservoir. 22-6 ,, 

West Middlesex No. 1 Reservoir. 35-2 

..3 . 35-3 „ 

.. 4 . 39-4 „ 

.. 6 „ . 45-4 „ 

Sunbury reservoir . 549 ,, 

Grand Junction i Hampton) reservoir ... 195 ,, 

,, (Kew) ,, ... 33-4 

Kempton Park . 13 0 ,, 

Conclusion* in Regard to Storage of Hirer Water. 

The lecturer’s conclusions (under this section) were as 
follows: — 

1. Storage reduces the number of bacteria of all sorts, the 
number of bacteria capable of growing on agar at blood 
heat, and the nurnbor of bacteria capable of growingin a 
bile-salt medium at blood heat, chiefly excremental bacteria. 

2. Storage reduces the number of coli-like microbes and 
the number Of typical B. coli. 

3. Storage may alter certain bacteriological river water 
ratios ; for example, it may reduce the number of typical 
B. coli to a proportionately greater extent than it reduoes 
the number of bacteria of all sorts. 

4. Storage, if sufficiently prolonged, devitalises the 
microbes of water-borne disease (e.g., the typhoid bacillus 
and the cholera vibrio) 

5. Storage reduces the amount of suspended matter, 
colour, ammoniacal nitrogen, and oxygen absorbed from 
permanganate. 

6. Storage usually reduces the hardness and may reduce 
(or alter the quality of) the albuminoid nitrogen. 

7. Storage alters certain chemical water ratios; for 
example, the colour results improve more than the results 
yielded by the permanganate test. 

8. Storage has a marked ‘‘levelling" effect on the totality 
of water delivered to the filter beds. 

9. Storage tends generally to lengthen the life of the 
filters. (Only under exceptional conditions is the converse 
true.) 

10. An adequately stored water is to be regarded as a 
“ safe ” water, and the "safety change” which has occurred 
in a stored water can be recognised by appropriate tests. 

11. The use of stored water enables a constant check to be 
maintained on the safety of London's water antecedent to 
and irrespective of filtration. 

12. The use of stored water goes far to neutralise or wipe 
out the gravity of any charge that a water-supply is derived 
from polluted sources. 

13. The use of adequately stored water renders any 
accidental breakdown in the filtering arrangements much 
less serious than might otherwise be the case. 

The lecture was most copiously illustrated with lantern- 
slides. 


LECTURE 111: 

Testing the "Resistance to Filtration." 

In his third and final lecture Dr. Houston showed, for the 
benefit of those not previously present, the methods adopted 
for testing the “resistance to filtration” shown by various 
waters, and also the method of obtaining quantitative and 
qualitative photographio records of the suspended matters 
present in suoh waters. 

Briefly, 100 c.c. of the sample of water are filtered 
through four thicknesses of a standard linen tightly bound 
round the end of a piece of glass tubing, so that the whole 
of the suspended matters remain as a thin film on the inside 
of the linen. Tap water (which is practically free from 
suspended matter) is then filtered, under a constant head, 
through the linen and the filtrate collected for one minute 
and then measured. If the original water contains very 
little suspended matter the skin on the linen is so thin that 
200-300 c.c pass through it in the minute. On the other 
hand, if the original water contains a great deal of suspended 
matter the skin on the linen is so thick and impervious that 
very little, or none, of the tap water passes through it. To 
correlate the “resistance to filtration” results with the 
appearance of the suspended matter present the lecturer 
described at some length his. methods for obtaining 
permanent qualitative and quantitative photographic records. 

Dr. Houston showed that tap water gave an average 
“ resistance to filtration ” figure of 281, and this is to be 
regarded as the criterion figure for judging all other results. 
The River Thames gives an average of 112 and shows marked 
seasonal fluctuations. 

Physical and Biological Changes in River Water 
under Storage. 

Turning next to the physical and biological changes 
occurring in river water under conditions of storage, the 
lecturer showed that reservoirs like the Walton and Chelsea 
give excellent averages (249 and 228' respectively), and the 
results are wonderfully uniform throughout the year. In 
explanation of these figures a series of photographic slides 
were shown, and it was made apparent that the high filtra¬ 
tion figures were due to these reservoirs being relatively free 
from algal, or other growths, and suspended matters in 
general. 

The Lambeth (Island Barn) reservoir results were next 
dealt with, and here the average filtration figure was low 
and the fluctuations during the year very considerable. 
Beautiful photographs were shown in explanation of the 
results observed. It was shown that the " falling off ” in 
the results was due to the development of algal and 
other growths (e.g., Fragillaria, Asterioneila, Ceratium, 
Tabellaria, See.). 

Then the Staines reservoir results were considered and 
their importance may be judged by the fact that this is 
the source of supply to the Sunbury, Kempton Park, Grand 
Junction (Hampton and Kew), and West Middlesex works. 
The average results were not very satisfactory, and in 
August and September. 1915, and March, 1916, the filtration 
figures showed a marked "falling off.” A series of striking 
photographs was shown indicating the reasons for these 
changes. It appears that in August and September the 
chief offender was Fragillaria, and in March, Asterioneila was 
mostly to blame. 

All the reservoirs supplied with Staines water were then 
considered in detail, as regards filtration results. The 
Sunbury, Grand Junction (Hampton), Grand Junction (Kew), 
and West Middlesex reservoirs all gave wonderfully similar 
results, the average filtration figures Tarring from 102 to 168. 
as compared with 249 in the case of the Walton reservoirs. 
The “pattern” of the various curves shown as slides was 
also very similar, the results being specially unsatisfactory 
about August and September, 1015, and again in March, 
1916. A large number of photographs was shown in 
explanation of the “ falling off ” in the filtration results, and 
it was made abundantly clear that in summer Fragillaria, 
and in spring Asterioneila were the chief causes of th 5 
trouble. 

In concluding the section (Section 11) the lecturer dealt 
with the question of how far laboratory filtration results 
could be used to pre-judge actual sand-filtration experiences. 
Although many factors, some but little understood, have to be 
taken note of in this connexion. Dr. Houston was able to show 
I by means of slides that sometimes the number of acres of sand 
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cleaned at the works agreed almost exactly with the labora¬ 
tory filtration results, the former curve being, of course, 
inverted. The inference seems to be that by the periodical 
examination of reservoir water the life of the sand-filters can 
be judged with tolerable accuracy. 

Algal-infected Waters. 

The next section (No. 12) was devoted to the treatment of 
algal-infected waters with copper sulphate. It was pointed 
out that the dose required to kill the different organisms 
varied within very wide limits. The maximum dose is hardly 
permissible, and with smaller doses there is always the 
chance of the way being paved for the active development 
of more resistant forms. Utilising this line of thought, 
the lecturer, for purposes of illustration, conjectured the 
possibility of, in a partial sense, a series of doses of copper 
sulphate leading to the growth of widely different organisms. 
To give point to his meaning, Dr. Houston showed a most 
beautiful series of slides in the following order : Uroglena ; 
Asterionella, Anabcena, and Synura; Spirogyra and Oscil- 
laria ; Fragillaria and Volvox ; Dinobryon ; Synedra ; and, 
finally, Ceratium. As Dr. Houston remarked, when yon inter¬ 
fere with the balance of nature you can never be quite sure 
of the ultimate consequences. 

Subject to the treatment being carried out by experts, the 
lecturer, however, was not opposed to the judicious use of 
copper sulphate as an algicide. Apart from sentiment, it 
may be a sound financial proposition to anticipate algal 
troubles by an inhibitory dose of copper sulphate, as this 
may mean prolonging the life of the filter beds very con¬ 
siderably. Apparently copper sulphate is a better algicidal 
than bactericidal agent, the converse holding true with the 
hypochlorites. 

In Section 13 the lecturer dealt with the taste of algal- 
infected water. The descriptions given to these tastes and 
odours by scientists (e.g., geranium, mossy, cucumber, 
grassy, violet, nasturtium, ice.) carry small conviction to the 
consumer, who is apt to use more forcible expressions— 
e.g , like castor oil or rotten fish. Asterionella, Cyclotella, 
Anabcena, Oscillaria, Dinobryon. Volvox, Uroglena, and 
Synura, are but a few of the growths which have been 
credited with the production of evil tastes. A beautiful 
slide of Tabellaria was shown, and it was stated that the 
geranium-like taste produced by this growth could be 
successfully overcome by a small dose of postassium per¬ 
manganate (5 lbs. per million gallons). Hypochlorites, in 
comparison, are of little use as "taste removers.” 

Filtration—Water and Disease. 

Having dealt in previous sections with the Kiver Thames 
from the physical, chemical, and bacteriological points of 
view and with the changes which occur in it consequent upon 
storage, the lecturer proceeded (in Section 14) to consider 
the effect of the last stage in the purification process 
(namely, filtration) on the quality of water finally delivered 
to consumers. 

The works supplying Thames-derived filtered water are 
the following: Sunbury, Kempton Park, Grand Junction 
(Hampton and Kew), Southwark and Yauxhall, Lambeth, 
Chelsea, and West Middlesex. For the 10-year period 
1906 16 the average bacterial “ count” per cubic centimetre 
in the ram river-water was:—- 

Gelatine. 2900, reduced to 14-8, over 99% reduction. 

Agar . 248 „ „ 2-8 „ ,, 

Bile-salt agar 28 ,, ,, 0'5 ,, 98% ,, 

As regards the B. coli test over the same period, it appears 
that only 21'2 per cent, of the samples of filtered water con¬ 
tained B. coli in 100 c.c., only 5 7 per cent, in 10 c.c., and 
only 0 9 per cent, in 1 c.c. The raw river water contained 
B. coli in 0 1 c.c. in 50 2 percent, of the samples examined 
so that the conclusion is obvious that, as judged by this 
test, the river water is purified oYer 1000 times before 
delivery to consumers. 

The actual chemical results and percentage reductions 
were as under :— 

Ammoniacal nitrogen ... 0-0069 to 0 0003 195-6 per cent.) 
Albuminoid ,, ... 0-0155 ,, 0-0061 (60-6 ,, ) 

Permanganate test ... 0 2099 ,, 0-0846 (59-6 „ ) 

Colour test. 71 ,, 19 (73-2 ,, ) 

Dealing with the quarterly results the lecturer showed 
that the gelatine, agar, and bile-salt agar counts were 
highest in the filtered water in summer and lowest in 


winter. This was ascribed not so much to more rapid rate 
of filtration during the months of maximum consumption, 
but rather to the effect of temperature. The B. coli test 
yielded the worst results in winter and the best results 
during the spring. 

In his last section (Section 15) Dr. Houston dealt with the 
question of water in its relation to disease. Charts were 
shown proving that deterioration of the supply as judged by 
the more important tests “lags” a long way behind the 
autumnal rise in the incidence of typhoid fever. 

Conclusion. 

The lecturer concluded with the following remarks :— 

"You are all aware that a Joint Select Committee of both 
Houses of Parliament (1910) endorsed the recommendation 
of the Water-supply Commission of 1869, as to the appro¬ 
priation of sources, the Metropolitan Water-supply Commis¬ 
sions of 1893 and 1899, as to the keeping of suitable records 
by water undertakers, and of the Sewage Disposal Commis¬ 
sion as to the formation of rivers or watershed boards con¬ 
trolled by a central administrative authority. 

They recommended the establishment of such a central 
administrative authority as was contemplated by the Royal 
Commission on Sewage Disposal and the division of the 
country into watershed areas, and the appointment for those 
areas of local representative boards, who, subject to the 
guidance and control of the central authority, should pro¬ 
secute systematic and continuous inquiries into the water- 
supply of their jurisdiction, take all necessary measures to 
husband such supplies, both surface and subsoil ; secure 
their preservation from pollution; and advise on their 
allocation for sanitary, industrial, and other purposes. 

Visualising the future, I foresee that a vast amount of work 
has yet to be done on water-supply. In these three lectures 
I have endeavoured to present, as faithfully as possible, one 
aspect of this great problem—namely, the question of rivers 
as sources of water-supply. 

In conclusion, I still hold, as a counsel of perfection, that 
the purest water-supply is the supply that requires no purifi¬ 
cation. But this is not inconsistent with the view that 
rivers, by adequate means, can be purified to any standard 
of safety required.” 


OBSERVATIONS ON THE EFFECT OF THE 
ADDITION OF FRESH HUMAN BLOOD 
SERUM TO ARTIFICIAL MEDIA. 

By LEONARD S. DUDGEON, F.R.C.P. LOND., 

LTF.UTE*ANT-COLONEL. R.A.M.C. (TEMP.); CONSULTING BACTERIOLOGIST 

TO THE EXPEDITIONARY FORCE, SALON1CA ; MEMBER OF ADVISORY 
COMMITTEE ON EPIDEMIC DISEASE AND SANITATION, M.E.F. ; 

F. BAWTREE, M.R.C.S., L.R.C.P. Lond., 

AND 

DUDLEY CORBETT, M.A., M.D. Oxon., M.R C.P. Lond, 
(From the Department of Pathology , St. Thomas'* 
Hospital .) 

It has long been recognised that the ordinary media 
which are employed for the cultivation of bacteria outside 
the tissues are not ideal, and it is for this reason that a body 
fluid is often added to various media to stimulate growth. 
The disadvantage of this method is due to the fact that the 
body fluid is usually subjected to the action of heat in the 
preparation of the media, thus reducing some of its active 
properties during the process of sterilisation. In the case of 
many of the ordinary pyogenic bacteria, such as the strepto¬ 
cocci and the pneumococci, there may be a comparatively 
feeble growth in many of the media which are employed, 
while experience has shown that in some of the most acute 
infective processes due to streptococci the original growth of 
the organism outside the body is often extremely limited at 
a time when it is most essential to obtain an active growth 
of the coccus. During the period when one of us (L. S. D.') 
was engaged in studying the so-called aggressive exudates 
from the tissues it was noticed that in some instances an 
abundant growth of streptococci was obtained when an 
exudate was added to the ordinary media in comparatively 

1 Croonian Lectures, Royal College of Physicians of London, 1912, 
The Lancet, 1912, vol. i., pp. 1593, 1671, 1737. 
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large amounts, while an extremely limited growth was 
obtained in those media inoculated without the addition of 
a body fluid. Further, it was proved that the addition 
of the unheated body fluid was the cause of the abundant 
gro vth and not the massive inoculation of the media, 
although some exudates had not this stimulating action 
on bacterial activity. 

Human blood serum was obtained for the preparation of 
culture media from healthy adults and from others who 
came to the laboratories for various purposes. As far as we 
are aware, there is no difference in the nutritive value of the 
serum from a patient suffering from pernicious amentia and 
that of a strong over-fed man, while the amount of serum 
obtained is much greater from the case of severe antemia. 
Whether normal serum, however, has any special advantages 
for the growth of bacteria will be proved with greater expe¬ 
rience of this method of cultivation. 

Method of collecting human blood terum .—We employ special 
needles for the purpose, which have the advantage of a wide 
bore, giving a rapid flow of blood, and a sharp edge which 
easily passes through the toughest skin into the vein. To 
the distal end of the needle is attached a piece of rubber 
tubing some 3 or 4 inches long, and the whole is enclosed in 
a test-tube sterilised by dry heat. The blood is collected from 
a vein at the bend of the elbow which is made prominent in 
the usual way, and any amount from 40-100 c.c. is collected 
in large sterile test-tubes. The whole process takes very 
little time, and in our experience contamination has not 
occurred, although we cannot claim to employ any special 
method of skin sterilisation, but carefully avoid touching 
the active portion of the apparatus or the patient's skin 
except with sterile instruments. 2 After the blood is collected 
it is allowed to clot in the ice safe, and the serum to settle, 
which is merely a question of a few hours, although varying 
according to circumstances, to which we need not refer here. 
Blood collected in the morning will give a large bulk of 
clear serum free from red cells by the afternoon. This 
serum is then drawn up in quantities varying from 2-3c.c. 
in glass tubing drawn out and sterilised in the flame at one 
and the same time, always employing a long-barrelled tube 
for the purpose. Human serum, owing to its weight, falls to 
the bottom of the tubes of fluid media, and it is here that 
the massive growth of bacteria is obtained. For the prepara¬ 
tion of solid media the serum is added to the agar at the 
lowest possible temperature and then converted into fresh 
serum agar slopes or plated as required. 

No experiments were made with animal serum, as we were 
able to obtain ample quantities of fresh human serum every 
morning without any trouble, and it was always sterile. In 
a big hospital human serum is much more readily obtained 
than the serum from large animals, as, quite apart from both 
in-patients and out-patients whose blood requires examina¬ 
tion. students and others are generally benefited by a little 
blood-letting. We also used both sterile ascitic and pleuritic 
sera, but these appear to mix more intimately with the liquid 
media because of their lighter specific gravity when com¬ 
pared with that of blood serum, which always falls to the 
bottom of the tube, and there acts as the stimulating property 
of the medium. From the experiences which we have hail 
with sera other than blood sera it would seem that with 
these there is less inhibitory action on the growth of non- 
pathogenic bacteria than occurs with the unheated blood 
serum. This in itself, if proved to be correct, is a point 
strongly in favour of blood serum. The addition of fresh 
ascitic fluid or hydrocele fluid, or even human serum, to 
melted agar as a medium for the growth of such bacteria as 
the gonococcus and meningococcus has long been the practice 
of certain bacteriologists, while fresh human or animal 
serum smeared over the surface of agar is another type of 
medium activated by the addition of fresh animal juices. 
We consider that the introduction of fresh human serum 
to the carbohydrate media produces the most satisfactory 
medium for the growth of such bacteria as streptococci, 
pneumococci, meningococci, and gonococci—that is, those 
bacteria which require something more than is usually 
supplied outside the tissues. Such organisms as the meningo¬ 
coccus are able to live in carbohydrate media for relatively 
long periods if human blood serum has been added, as is 


s We consider this method of obtaining blood to be the most painless, 
the quickest, and the most efficient which we have employed during 
many years’ experience in human pathology. 


described elsewhere in this communication. Further, the mor¬ 
phological and cultural characteristics of such an easily culti¬ 
vated organism as the diphtheria bacillus are considerably 
altered by growing it in various carbohydrate media con¬ 
taining fresh human serum. 

A. The Effect of the Addition of Freeh Human Blood Serum 
to Artijioial Media upon the Gromth of Bacteria. 

The most notable effect of the addition of fresh serum is 
that upon the amount of growth produced. Whether the 
serum is added to liquid carbohydrate media or whether it 
is incorporated with agar according to the method described 
above, the amount of growth in actual visible bulk is con¬ 
siderably greater than can be obtained with any other 
medium available. This effect is particularly striking in the 
case of those organisms which by the ordinary cultural 
methods grow but feebly, such as some strains of strepto¬ 
cocci and pneumococci, the meningococcus and the gono¬ 
coccus. It may be mentioned at this point that where it 
is subsequently stated that “no growth” has occurred in 
any liquid medium we mean no obvious growth to the naked 
eye, whether as a deposit at the bottom of the tube, 
adherent to the sides, or suspended in the medium. Films 
were only made in those cases where it was of considerable 
importance to discover a trace of growth. 

Slreptooooci.— The favourable influence of fresh serum is 
best shown when a streptococcus is grown in the sugar 
media, particularly in the case of dextrose. The deposit in 
the tube to which serum has been added is frequently 
enormous and composed of large flocculent masses, while 
that in the control tube is much finer in consistence and far 
less in actual bulk. Advantage may be taken of this mass 
of growth in the preparation of a vaccine. If the deposit 
is washed in saline and emulsified it will form a perfectly 
homogeneous emulsion free from clumps and in density 
equal to an emulsion prepared from a 24-hour agar culture 
of bacillus coli, using the same volume of saline in each 
case. 

Pneumocoooi .—The effect is no less striking in the case of 
the pneumococcus. Although the amount produced in the 
sugar media in 24 hours may not be so great as is the case 
with some strains of streptococci, yet it is always far greater 
than in those tubes to which serum has not been added. If 
a subculture on to nasgar produces only a scanty growth or 
fails entirely, a fine growth of large colonies may be 
obtained if the fresh-serum agar is employed. 

Meningocoooi .—All the strains tested were isolated directly 
from the cerebro-spinal fluid of oases of cerebro-spinal fever. 
The most favourable media for this organism were found to 
be dextrose with fresh serum and the fresh-serum agar. In 
the former an enormous deposit is obtained in 48 72 hours, 
and in the latter a fine crop of large colonies. When sub¬ 
cultures on nasgar fail the fresh-serum agar will frequently 
show abundant growth. 

Gunococoi .—Three strains of this organism were examined. 

1. Cultures from the urethra were made directly on to 
three red-cell agars, one tube of nasgar, and one of fresh- 
serum dextrose. At the end of four days’ incubation all 
were sterile except the fresh-serum dextrose, which showed 
an abundant growth of the gonococcus. Subcultures were 
then taken from the latter on to red-cell agar and fresh- 
serum agar. No growth took place on the red-cell agar, but 
was abundant on the fresh-serum agar. 

2. In this case the urine was full of pus, and a portion of 
the deposit was put directly upon red-cell agar, fresh-serum 
agar, and fresh-serum dextrose. The red-cell agar proved 
sterile, whereas growth was abundant in the other two 
media. 

3. A swab from the urethra was inoculated into fresh- 
serum dextrose. A good growth was obtained at the end of 
48 hours, in which an organism resembling the gonococcus 
was predominant. The deposit was plated on a fresh-serum 
agar plate and numerous colonies of the gonococcus were 
obtained. 

Diphtheria. 

The growth and morphology of the diphtheria bacillus in 
fresh-serum media are best considered under one heading. 

If we refer to the standard work on the diphtheria 
bacillus by Nuttail and Graham-Smith 3 we find certain 
remarks on the morphological features of this organism to 

* The Bacteriology of Diphtheria. Nuttail and Graham-Smith. 
Cambridge University Press, 1908. 
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which we must refer. It might be as well to mention at-the 
outset that the diphtheria bacillus grows abundantly in many 
of the carbohydrate media containing fresh human blood 
serum, but more especially in the presence of dextrose. 
It is also our experience that if the bacillus grows on 
inspissated blood serum it will also grow, and grow well, 
in the serum media to which we have referred. The morpho¬ 
logical characters may be absolutely distinct if grown in 
various carbohydrate media to which the serum has been 
added, and. further, the morphology will be quite distinct 
in litmus dextrose containing fresh human serum compared 
with that on inspissated blood serum, although the bacillus 
may be growing equally well in each case. Further, a 
diphtheria bacillus which has certain typical characteristics 
when grown on blood serum will give equally distinctive 
characteristics in one of the sugar media containing blood 
serum, while the original morphological appearances can be 
.restored in the next subculture back on to blood serum or 
nice vena. Such alterations are produced by growing the 
organism for 24 hours at 37° C. and then making the 
transfer and again incubating for another 24 hours and 
repeating as required for the purpose. 

The abundance of growth in the fresh serum media as 
compared with that in the simple carbohydrate media and 
the greater metabolic activity of the organism are very 
definitely emphasised, but of course these points have been 
.to some extent recorded previously by GrahanvSmith and 
others in their experiments with Hiss’s serum-water media 
to which the carbohydrates had been added, although this 
is a medium which is subjected to heat for the purpose of 
sterilisation. Williams 1 in 1902 found out the value of a 
..medium known as ascitic broth, which consisted of broth to 
which 25 per cent, ascitic fluid had been added. In this 
medium he found that the diphtheria bacillus grew 
abundantly and produced a high degree of toxicity. Other 
workers who are quoted by Nuttall and Graham-Smith 
employed a medium of human serum broth containing 
10 per cent, of the serum. 

1. Growth and acid product ion in the sugar media. ~Of 
■12 strains examined 4 were pot through the following media 
with and without fresh serum : Dextrose or maltose, lactose, 
cane-sugar, mannite. Of the plain media without serum, 
dextrose or maltose was readily acidified, lactose slightly 
after 48 hours on three occasions, cane-sugar once slightly 
after 72 hours, but mannite never. The corresponding media 
to which blood serum was added were all acidified in periods 
varying from 24-72 hours, mannite being the least affected, 
while the growth in every case was much more extensive 
than in the plain carbohydrate media. ' 

2. Growth on fresh-tenon agar .—This wa9 found to be 
a particularly favourable and convenient medium for the 
cultivation of the diphtheria bacillus, especially for plating 
out a mixed culture. In this respect it is far superior to 
ordinary nasgar. The throat swab from one case was plated 
direct on two plates, one of nasgar and another of fresh- 
serum agar. Only staphylococci grew on the former, while 
on the latter together with the cocci were masses of diph¬ 
theria colonies showing organisms of the beaded type. 
Another case gave an abundant growth of the diphtheria 
bacillus on each plate, but on the fresh-serum agar the 
growth was purer and the individual bacilli were larger 
and showed a more typical arrangement. The characters 
of the colonies growing on this medium are distinct, being 
large, grey, and moist, and tending to be confluent. 

3. The irfiuenoe exercised by fresh serum upon the growth of 
the diphtheria bacillus at opposed to other organisms present in 
the throat swab .—Six swabs were taken from cases of clinical 
diphtheria and put direct into fresh-serum maltose and 
on to inspissated blood serum. Where diphtheria bacilli 
were present in the liquid medium they were also present on 
the solid, and the proportions in each case were about equal. 
The fresh-serum maltose favoured the growth of strepto¬ 
cocci and diplococci, while the proportion of staphylococci 
was greater on the solid blood serum. 

4. Tbeeffect of liquid fresh-serum media upon the morphology, 
of the diphtheria bar. lies. —This effect was most remarkable, 
and is best illustrated by quoting examples from each case 
examined. 


* A. Williams, quoted bv Nuttell and Graham-Smith, 1908. p. 175 
5 The considerable acidity produced by the growth of the bacillus 
in dextrose with human blood serum may considerably affect tfie 
pathogenicity of the organism. 


Case 1 .—In fresh-sernm dextrose were found bacilli of -the 
striped form. In fresh-sernm lactose they were chiefly of 
the short form and many of the Hoffmann type, while in 
fresh-serum mannite they were of the typical long type with 
clubs. 

Case 3 .—On blood serum were the long and clubbed 
formations, while in the fresh-serum dextrose the bacilli were 
long and swollen in the middle, and similar shapes only were 
seen in the fresh-serum mannite. 

Case 6 .—On blood serum the bacilli were long and beaded, 
and many typical club shapes were present, while on fresh- 
serum agar they were of the thin type with very few clubs. 
In fresh-sernm dextrose the bacilli formed characteristic 
clumps, while the individual organisms were short, oval in 
shape, with pointed ends. A few long forms were seen, bat 
these were rare. In fresh-serum cane-sugar there were 
typical clumps of beaded bacilli of a very thin type. No 
oval forms were seen, nor did any of the bacilli present 
resemble those seen in the fresh-serum dextrose. 

We have, then, from the use of these culture media four 
different aspects of the morphology of this organism -all 
grown from the same strain : the club shape, the long 
beaded, the very fine thin type, and that resembling 
Hoffmann's bacillus. 

Summary .—The value of fresh serum iu the cultivation of 
the diphtheria bacillus would appear to be (1) its addition ,to 
ordinary agar for plating purposes; (2) its use in the pro¬ 
duction of a liquid medium most favourable to the growth of 
the organism ; and (3) in affording a means of studying its 
very variable morphology. The precise significance of 
Hoffmann’s bacillus is at present undetermined ; at any rate, 
it cannot be said with absolute certainty that morphologi¬ 
cally it is an organism quite distinct from the diphtheria 
bacillus. It has been shown that the presence of fresh 
serum will cause certain sugars to be acidified by the growth 
of the diphtheria bacillus, upon which it would otherwise 
have no action, and that its morphology is profoundly 
altered under certain conditions. 

Staphylococci .—A similar influence is exeroised by freeb 
seram upon the amount of growth produoed in the sugar 
media by the staphylococcus aureus, although not to such a 
notable extent, this organism growing readily enough 
without seram. The albas variety has not so far been 
specially investigated. 

B. The Presence of Fresh Serum Encourages Growth where 
Culture on Other Media Fails. 

We have considered the amount of growth produced in 
media to which serum has been added, and it may 
now be of interest to consider instances where the presence 
of fresh serum encourages growth where culture on other 
media fails. We have already seen instances of this point 
in the case of gonococci and meningococci, and there are 
many other examples in the case of the pneumococci and 
streptococci. 

Pneumocoooi .—(i.) Growth was obtained in lactose, but 
not in raffinose, salicin, or inuliD. The addition of fresh 
serum, however, produced abundant growth in these media, 
all being inoculated from the same source and at the same 
time. 

(ii.) A pneumococcus was obtained from a blood culture 
and was growing fairly well on na«gar. Subcultures were 
made from this into dextrose, ratBnose, salicin, mannite, and 
inulin, with and without fresh serum. With the exception 
of inulin, no obvious growth took place even after three days 
in the plain media, but was abundant in 24 hours in all those 
to which fresh serum had been added. There was a slight 
growth in the inulin although the medium was unaltered, 
while the fresh-sernm inulin was acidified and clotted. After 
passage through a mouse it acidified and grew in plain 
dextrose and raffinose, but still did not clot the heated 
serum inulin. We shall return later to the effect of fresh 
serum upon the metabolic characters of both pneumoooeci 
-and streptococci. 

Streptococci. —(i.) A streptococcus isolated from a wound 
-was subcultured into dextrose, salicin, and inulin with and 
without fresh serum. Growth occurred in all the serum 
tubes in 24 hours, but in the plain media there was none at 
the end of 48 hours. 

(ii.) Astreptococous was isolated from a case of ulcerative 
endocarditis. It grew slightly without acid formation in 
plain dextrose after 48 hours, but not in raffinose, salicin. 
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or mannite. In similar media with fresh serum there was 
abundant growth with acid production in 24 hours. 

(iii.) A streptococcus could not be induced to grow in 
subculture upon nasgar, although a fair growth could be 
obtained on a similar medium to which red cells had been 
added. It was inoculated into fresh-serum dextrose and an 
abundant growth was obtained in 24 hours, and subcultures 
were made from this into dextrose, salicin, mannite, and 
cane-sugar with and without fresh serum. There was growth 
in the. plain cane-sugar in 48 hours, but in none of the 
others without serum. In all the serum tubes there was 
ample growth in 24-48 hours. 

Numerous other examples were met with, where growth 
would only occur in the dextrose or maltose without serum, 
but where there would be growth in all the media inoculated 
to which serum had been added. 

Not only does the presence of fresh serum increase the 
amount of growth of the streptococci and pneumococci in 
pure culture, but there is a distinct tendency for it to 
encourage the growth of these organisms in subcultures 
from pus and sputum where staphylococci are also present. 
If a swab infected with staphylococci and streptococci be 
inoculated into two tubes, one containing dextrose and the 
other fresh-serum dextrose, the latter will show a very 
large growth of streptococoi with few staphylococci, while 
the plain dextrose may contain staphylococci only, or the 
two organisms in about equal numbers, depending no doubt 
upon the character of the streptococcus in question. It is, 
however, a rapid and easy method of getting a considerable 
growth of a streptococcus where there is a mixed infection. 

Further, if we are dealing with a sputum from a case of 
suspected pneumococcal infection it is a useful plan to put 
it straight into fresh-serum dextrose. If pneumococci are 
present in the sputnm this medium will grow them in large 
numbers, and perfect examples of capsule formation may be 
capable of demonstration. A streptococcus of the salivarius 
type is nearly always present in association, but can be 
separated by subsequent plating if desired. 

C. The Pretence of Fresh Serum Stimulates the Growth or 
Pathogenic Organisms as Opposed to Foil-pathogenic 
During the First 24- JfS Hours at 37° C. 

The following is an example of the value of the fresh- 
serum media in this respect. A sputum in which pneumo¬ 
cocci were present in very large numbers was inoculated 
into inulin and raffinose with and without fresh serum. 
Both the serum media showed practically a pure culture of 
pneumococcus, whereas the plain tubes grew other organisms 
as well. Plates made from the raffinose showed a limited 
growth of the pneumococcus and numerous other colonies, 
whereas those made from the raffinose serum tube gave a 
pure culture of the causal organism. 

Further experience has led us to adopt a similar plan for 
the isolation of the causal organism when taking a swab 
from the throat, nasopharynx, tooth-socket, or other infected 
focus likely to be contaminated with air organisms, and led 
us to use the method in cases of suspected diphtheria. The 
following is an interesting example of the inhibitory 
influence exercised by fresh serum. Dextrose and fresh- 
serum dextrose were inoculated from a tube of heated blood 
serum upon which suspected diphtheria bacilli were growing 
from a throat swab. In 24 hours the dextrose tube showed 
a few diphtheria bacilli, but very large numbers of yeast 
organisms, while in the serum tubes no yeast could be seen, 
but typical diphtheria bacilli were abundant. This culture 
was plated on fresh-serum agar and subcultures on to in¬ 
spissated blood serum, and in each case a pure growth of 
B. diphtherias was obtained. In another 24 hours, however, 
large numbers of yeast organisms whose growth had hitherto 
been inhibited by the presence of the fresh serum were 
present in the tubes of fresh-serum dextrose. 

D. The Length of Life at 37° C. of Organisms Growing in 

Carbohydrate Media to which Fresh Serum has been Added. 

The organisms specially tested in this respect were four 
strains of the meningococcus, all isolated from the cerebro¬ 
spinal fluid of cases of cerebro spinal fever, one of micro¬ 
coccus catarrhalis, and two of the gonococcus. Fresh-serum 
dextrose was the medium employed, and subcultures were 
made from the deposit of the original tube at weekly intervals. 
No fresh supply of serum was added afterwards. 

Meningooooous. —1. Lived for eight weeks in one tube of 
this medium. Subculture on to nasgar failed after four 


weeks, but good growth was obtained on fresh-serum agar for 
the remainder of the period. 

2. Lived for six weeks. Subcultures on to nasgar were 
successful to the end, no further growth being observed 
on fresh-serum agar. 

3. Lived for three weeks. Subcultures grew on nasgar ; no 
further growth on the fresh medium. 

4. Was kept in the following media, to which serum 
bad been added—maltose, lactose, raffinose, and mannite. 
Maltose was acidified, but the others were alkaline. Sub¬ 
cultures to nasgar succeeded only for three weeks. At the 
end of four weeks subculture from the serum maltose failed 
on fresh serum agar, but the other cultures gave abundant 
growth on this medium after five weeks, especially the serum 
mannite, which was still alkaline. These cultures are still 
under observation. Possibly the absence of acidity favours 
the life of this organism." 

M. oatarrhalis. —This organism lived seven weeks, and sub¬ 
cultures were obtained to the end on nasgar. 

Gonoooccus. —1. Was alive after 12 days, but dead in 
17 days. Abundant growth was observed on fresh-serum 
agar, while those on red-cell agar were sterile. 2. Lived for 
one week. 7 

E. The Effect on Margdiology. 

In the case of the streptococci the invariable effect of the 
presence of fresh serum in the carbohydrate media is to 
encourage longer chain formation, and the individual cocci 
are larger and stain better. On the other hand, with the 
pneumococci the diplococcal arrangement is favoured as 
against the streptococcal, and well-marked capsule forma¬ 
tion may occur. A strain obtained from an empyema grew 
in all the plain sugar media as a typical streptococcus, but as 
a diplococcus in all those to which fresh serum had been 
added. It would seem, therefore, that fresh serum by pro¬ 
viding an environment suitable to vigorous growth of an 
organism causes it to display its proper morphological 
characters. Its influence upon the morphology of the 
diphtheria bacillus has already been described. 

F. The Effect of the A ddition of Fresh Human Serum to 
Artificial Carbohydrate Media upon the Action of 
Organisms on these Media. 

The only action of bacteria upon artificial carbohydrate 
media which has been studied is the acid production. It 
may be stated at the outset that the addition of fresh serum 
has no effect one way or the other upon gas production as far 
as we can estimate from the experience at hand. Speaking 
generally, this addition to the media will not only stimulate 
the growth of organisms, as has already been shown, but will 
cause them to acidify those media upon which otherwise they 
would have no effect. These two actions usually run pari 
passu, but by no means always. By the use of litmus media 
throughout it is possible to see very clearly and with reason¬ 
able accuracy the amount of acid that has been produced in 
a given time. 

It is possible to have abundant growth without any visible 
acid production ; this occurs chiefly in the case of certain 
strains of streptococcus growing in fresh-serum mannite. 
We can also have all degrees of acid production in the various 
media. Faint acidity is illustrated by a red tinge at the 
bottom of the tube; when stronger the whole of the medium 
is red; and when the acidity is still more marked the medium 
will gradually become decolourised. Decolourisation of the 
medium may also occur without any visible acid production. 
This happens sometimes in serum mannite with some strains 
of streptococoi and pneumococci. It also occurred with the 
Shiga bacillus, which decolourised serum raffinose, cane- 
sugar, and dulcite. 

The streptococoi. —Thirty-four strains were studied, no 
attempt having been made to group the cases in any way, 
but simply to make a statement of the reactions obtained. 
The sugar media employed were dextrose, raffinose, salicin, 
mannite, inulin, and sometimes maltose in the place of 
dextrose if no tubes of the latter happened to be available at 
the moment. Milk was only used occasionally because it 
was not considered a suitable medium with which to 

8 At six weeks the serum mannite becftme contaminated, but the 
organism! remained alive for one week longer in fresh-serum lactose, 
making seven weeks of life altogether. Two more strains have since 
been tested for length of life; one lived five weeks and the other six 
weeks in fresh-serum dextrose. 

7 Two other strains have since been examined ; one lived 19 days in 
fresh-serum dextrose and the other 10 days on fresh-serum agar. 

H 2 
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compare the effect of the addition of fresh serum. The 
inulin employed was Hiss's heated serum inulin. 

The addition of fresh human serum to these media before 
inoculation had the effect of very considerably increasing the 
capacity of the streptococcus under examination to ferment 
them. There were many examples where none of the plain 
media were acted upon by the organism, but where all 


Table allowing the Effect of Fresh Serum upon the Fermentation 
Teats. 




Streptococci, 

Pneumococci, 



34 strains. 

13 varieties. 


Medium. 


No. of 


No. of 



Acidified 

times 

Acidified 

times 



per cent. 

medium 

per cent. 

medium 




used. 

used. 

Dextrose 

+ Normal serum ... 

77 

\ 27 

81 

7 ^ 

„ 

100 

100 

Raffinose 


37 

\ 27 

83 

i 12 

.. 

+ Normal serum ... 

85 

100 

Salicin 


23 

\ M 

23 

!• » 


+■ Normal serum ... 

97 

92 

Mannite 


0 

j- 30 

14 


.» 

■f Normal serum ... 

36 

57* 

7 

Inulin 

4- Normal serum ... 

18 

31 

{• 16 

10 

100 

\ 10 


* Decolourised. 


similar media with fresh serum were acidified. A complete 
record of such results necessitated the keeping of extensive 
tables, for we have recorded growth as well as acidification 
and the number of hours in which they have appeared. 
Since no attempt has been made at classification we have 
thought it best to summarise the results in the accompanying 
table, the point being to demonstrate the effect of fresh 
serum upon the fermentation reactions. 

Dextrose would appear to be the most favourable medium 
in this series (see table). Maltose was used 12 times and 
was acidified in every case, but with one 
exception a similar result was obtained Curve 1 
with dextrose, so it is not included in 
the table. Salicin, an important medium 
to those who place reliance on the 
fermentation tests, was only acidified 
8 times out of 34 strains examined, 
while in every case save one (that of 
a urinary streptococcus) there was acid 
production when fresh serum was added. 

None of the strains tested, including 
those isolated from wounds and two 
from fmces, acidified mannite alone, but 
the fresh-serum mannite was acidified 
11 times out of 30 and decolourised 
once. The favourable influence of the 
fresh serum was least marked in the 
case of inulin. In two cases, however, 
its addition caused abundant growth 
with clot formation where no change 
occurred in the control tubes without 
fresh serum. 

The fermentation results may also be 
shown graphically in the accompanying 
curves. 

Ptieumoooooi .—Thirteen varieties of 
this organism were tested, and the 
results are expressed in a similar 
manner. (See table.) The numbers 
tested are insufficient to enable one 
strictly to compare the results obtained 
with those among the streptococci. So 
far as they go they agree in the case of 
dextrose, and also very closely in the 
case of salicin both with and without 
fresh serum, the effect of the addition of 
fresh serum being strongly marked with 
the latter medium. There is a fair difference with raffinose, 
but the fresh-serum inulin was acidified in every case, thereby 
not only differing from the results obtained with the strepto¬ 
cocci in this medium, but also demonstrating in a very clear 
manner its value as a suitable medium for the pneumococcus, 
since Hiss s heated serum inulin was only fermented once, 
and then only when it was inoculated with a definite volume 


of pus. One strain grew in all the sugars without serum as 
a streptococcus, but in all those with fresh serum as a typical 
pneumococcus. In one instance all media were inoculated 
with a definite volume of pus ; here the results obtained from 
the media with and without serum more closely corresponded 
than in any other instance owing to the presence of serum 
in the pus. 

Staphylococci ..—The fresh serum makes very little difference 
to the fermentation reactions of the staphylococcus aureus, 
the ordinary sugars being acidified with great readiness, but 
when grown in fresh-serum salicin there is frequently an 
inhibition of acidity compared with the plain salicin, although 
the growth may be considerable and autolysis marked. 

The Effect of Culture in Fresh Serum upon the Variability 
of Streptococci and Pneumococci towards the 
Fermentation Tests. 

Ainley Walker showed that the continual culture of 
streptococci in various media for periods up to two years had 
the effect of altering their behaviour to some of the fermen¬ 
tation reactions, and he obtains a similar result after succes¬ 
sive passages through a mouse. He concludes as a result of 
his observations that the fermentation reactions are largely 
dependent upon the environment in which the organisms 
have been growing. 

Our results tend to confirm these conclnsions, since growth 
in a fresh-serum medium in so short a period as 24 hours 
completely altered the fermentation reactions in those cases 
where this point was tested. We have only recognised this 
fact recently, so that the evidence is not extensive although 
so very definite and unmistakable that one is led to the con¬ 
clusion that further experiments in this direction can only 
confirm our present results. 

Streptococci. —1. A subculture from nasgar neither grew in 
nor acidified salicin in 48 hours. The same organism after 
subculture in fresh undiluted human serum grew freely in 
this medium with abundant acid production in 24 hours. 
The other reactions remained the same. 

2. This was isolated from a case of ulcerative endocarditis. 


In this and in subsequent subcultures abundant growth 
occurred in all the fresh-serum carbohydrate media, and acid 
was produced in all but fresh-serum mannite. On the other 
hand, there was considerable variation in the fermentation 
of the plain carbohydrate media in three subcultures. First 


.— Streptococci, 34 strains. Curve 2. — Pneumococci, 13 strains. 



Fermentation of carbohydrate media with and without fresh serum. 
Dotted lines represent fresh-serum media ; straight lines represent plain media. 


8 Proc. Roy. Soc., B. vol. lxxxv., 1912. 
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subculture from nauja/r: Salicin acidified, dextrose, raffinose 
and mannite unaffected. Two of the fresh-serum media 
were chosen from which to make subcultures. The fresh- 
serum salicin showed vigorous chain formation and the 
individual cocci stained perfectly, while the growth in the 
fresh-serum mannite, though abundant, showed considerable 
autolysis. Second subcultures from fresh-serum salicin: 
Raffinose and salicin acidified, dextrose and mannite 
showed no change. Third subculture from fresh-serum 
mannite: Dextrose acidified, salicin, raffinose and mannite 
unchanged. 

Pnewmoooeoi. —1. Isolated from an empyema. The pneumo¬ 
coccus while growing freely in the fresh-serum media did 
not acidify salicin, but a subculture from fresh-serum salicin 
readily acidified the plain medium. 

2. An example of variability after animal passage. 
Isolated from a blood culture, it had no effect on dextrose, 
raffinose, salicin, mannite or inulin, but in the fresh-serum 
media it was growing strongly and the fresh-serum 
inulin was clotted. This culture was passed through a 
mouse, and the pneumococcus isolated from the heart blood 
acidified dextrose and raffinose, but still had no effect on 
salicin and no more effect on the heated serum inulin than 
on the first occasion. 

It is reasonable to suppose, therefore, that cultures in 
fresh-serum media will be proved to have an effect upon the 
variability both of streptococci and pneumococci equal to, if 
not more than, that effected by animal passage, and it would 
be an interesting point to compare the two with the same 
organism. 

The general inference is that the addition of fresh serum 
to carbohydrate media, although in itself possessing a 
potential alkalinity, so favours the growth of streptococci 
and pneumococci as to enable them to acidify those carbo¬ 
hydrates in which they appear to produce little effect in 
the absence of serum. It would seem that this influence 
cannot be merely due to the physical properties of the 
serum preventing the diffusion of the inhibitory carbohydrate 
medium among the growing organisms, nor can it be ascribed 
to the protein content or the reaction of the serum, because 
such influence is not similarly exerted by heated serum, 
as shown by Hiss’s heated serum inulin. 

It might be suggested that the presence of dextrose in 
normal fresh serum might account for the acid production, 
but in the first place it is in very small amount (OT per cent.) 
and the acid production is out of all proportion to the 
quantity present, and again, fermentation does not always 
occur in the fresh-serum media as it should if the dextrose in 
the serum were responsible for the effect. We must assume, 
therefore, that there is some fresh principle akin to the 
vitamines which is necessary to vigorous growth in the 
case of these organisms, and that there is some connexion 
between vigorous growth and the capacity to ferment 
certain carbohydrates, although there is nothing at present 
to prove that such connexion is absolute or direct. 

It is not our intention to make any attempt to enter into 
the controversy as to the value or reliability of Gordon’s 
fermentation tests in affording a means of classification of 
the streptococci, but rather to suggest that the employment 
of fresh-serum media may assist in solving the problem of 
their variability. If it is to be assumed, according to 
Gordon,” with the modifications suggested by Andrewes and 
Horder, 10 that there are certain fixed types or predominant 
groups of streptococci connected by a number of variants, then 
the culture with fresh serum may do away with the large 
number of such variants which have hitherto obscured any 
sharp distinctions between the types, variants which may 
possibly be due to the vigour of the growth under examination. 
If, on the other hand, the hypothesis stated by Ainley Walker, 11 
on the evidence of his own experiments and those of others, 
is correct—namely, that there is only one streptococcus 
pathogenic to man, and that the difference in the pow T er of 
certain strains to ferment any given carbohydrate is due to 
their adaptation to a particular previous environment—then 
the presence of fresh serum may also eliminate finer cultural 
distinctions by providing an environment which, as our 
experiments show, is the most favourable hitherto obtained 
under artificial conditions. 

» Gordon : The: Lancet, 1905, vol. ii., p. 1400. 

10 Andrewes and Horder: The Lancet, 1906, vol. ii., pp. 708, 775, 852. 

11 Ainley Walker : Loc. cit. 


Summary. 

The addition of normal fresh human blood serum to 
artificial media in the culture of micro-organisms has the 
following effects :— 

1. It provides a most favourable medium for growth where 
culture under artificial conditions may otherwise fail. 

2. It greatly increases the amount of growth in those 
media to which it has been added compared to those 
prepared without it. 

3. It stimulates the growth of pathogenic organisms as 
opposed to non-pathogenic. 

4. It prolongs the life of organisms which are prone to die 
out under artificial conditions as shown in the case of the 
meningococcus. 

5. It greatly facilitates the culture of the diphtheria 
bacillus, and in its combination with different media helps 
to illustrate all aspects of the morphology of this organism. 

6. It exercises considerable influence upon other organisms 
of variable morphology tending in the case of the pneumo¬ 
cocci to reproduce the true type as found in the body fluids. 

7. It profoundly alters the fermentation reactions of the 
streptococci and pneumococci, tending to obliterate the finer 
differences between types or the differences due to particular 
environment. 


THREE CASES OF ENTAMCEBA HISTO¬ 
LYTICA INFECTION TREATED WITH 
EMETINE BISMUTH IODIDE. 

By GEORGE C. LOW, M.A.St. And., M.D. Euin., 

ASSISTANT PHYSICIAN AND LECTURES, LONDON SCHOOL OF TROPICAL 
MEDICINE; 

AND 

CLIFFORD DOBELL, M.A., 

LECTURER IN PROTISTOLOGY, IMPERIAL COLLEGE OF SCIENCE. 
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In The Lancet of July 29th last, Dr. H. H. Dale has 
called attention to the fact that emetine hydrochloride given 
subcutaneously fails to effect a complete cure in a number of 
cases of intestinal amcebiasis. He emphasises the fact that 
after treatment some patients cease, for a time, to pass 
cysts and then relapse and become chronic carriers of 
Entamoeba histolytica ; while in others prolonged treatment 
with the usual 1-grain dose given daily for 12 days in 
succession fails entirely to arrest the passage of cysts. 
American workers and others have also noted this, and lately 
Mr. Geoffrey Paget and Mr. Redman King have specially 
drawn attention to it in soldiers treated in the Graylingwell 
Military Hospital at Chichester. In some of these, however, 
apparently successful results have been obtained by the 
subsequent employment of a new emetine compound, 
emetine bismuth iodide. Dr. Dale narrates some of these 
successes in his paper, and owing to his kindness we have 
been able to employ the new compound in the treatment of 
a series of patients suffering from entamcebiasis. Three of 
these are of special interest, as they represent different 
types of entamcebic infection, and two of them had never 
been previously treated with emetine. The details of these 
three individuals are as follows. 

Case 1 .—Acute amoebic dysentery . 

History .—The patient,a native, was born in Bombay and had 
spent most of his life at sea. As regards previous illuesses, 
he stated that he had always been healthy, never having had 
anything important the matter with himself before. Was 
quite well when the ship on which he was working left 
Bombay. Shortly after this, however, he developed a severe 
pain in the abdomen, with looseness of the bowels. This 
was followed by severe purging, 12 to 15 stools a day, and 
then by the passage of blood and mucus. The condition 
gradually became worse, so when the ship arrived in 
London he was sent into the Seamen’s Hospital at the 
London School of Tropical Medicine. On the voyage only 
palliative treatment was adopted, no emetine having been 
administered. 

Examination .—Clinically the case was typical of acute 
entamcebic dysentery, the stools consisting of nothing but 
shreds of mucous membrane, with blood and small sloughs. 
Microscopic examination revealed the presence of many 
typical active amoebae, Entamoeba histolytica. Pressure over 
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the colon elicited great pain and tenderness, this being most 
marked over the region of the sigmoid. There was no rise 
of temperature; the patient was thin, but not emaciated; 
his other systems were normal. 

Treatment .—This was begun at once on July 6th, 3 grains 
of emetine bismuth iodide being administered that evening. 
This caused no discomfort or sickness. A similar dose was 
given next night, and so on until 12 had been taken con¬ 
secutively. The amoeba} disappeared rapidly, none being 
found after the third dose, and all blood and mucus had dis¬ 
appeared after the fourth. Towards the end of the treatment 
a distinct diarrhoea appeared, but this was disregarded. It 
improved a few days after the last dose, and up to the time 
of writing this paper the patient has convalesced in the 
usual manner. Table I. shows the results of the treatment 
at a glance. 

Table I. 
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Case 2. Convalescent carrier of long standing. 

History .—The patient, an Englishman, went to India in 
1898, and left there in 1909. His heath on the whole was 
good. He suffered from malaria at times, had enteric in 
1906, had dysentery in 1908, and becoming neurasthenic after 
that was sent home the following year and did not return. 
From that time till 1914 he kept more or less fit, but he 
several times had looseness of the bowels and some distinct 
abdominal discomfort. On Dec. 25th. 1914, he got a chill, and 
with this a return of pain and tenderness in the abdomen 
and slight irregularity of the bowels. An examination of 
the stools at the London School of Tropical Medicine was 
made and encysted amoebae, E. histolytica, were found. A 
course of emetine was prescribed, one injection every day 
for a fortnight (dose probably J or 1 a grain), and thecystfs 
then were said to have disappeared. During the summer of 
1915 he was not well, and towards the autumn had pain 
again and signs of dysentery, three or four stools a day with 
a considerable amount of mucus. He was not on a strict 
diet, and was taking alcohol. 

Examination. —He was first seen by one of us on Dec. 20th, 

1915, and then presented nothing specially abnormal, no pain 
or tenderness oyer the colon, and no cysts in the stools. He 
was put on a strict diet and all alcohol was stopped. Further 
examinations of the stools during January and February, 

1916, showed no abnormalities; but in July, as he was not 
feeling well, a further search demonstrated the presence of 
E. histolytica cysts again. At this time lie complained 
chiefly of what he described as gnawing pains in the 
abdomen ; but there was no diarrhcea, the stools as a rule 
being one a day only. They were of a somewhat soft con¬ 
sistence, of an ordinary colour, and did not look in anv wav 
abnormal. 

Treatment .—This was begun on July 19th, 3 grains of the 
emetine bismuth iodide being administered on that evening 
and subsequently until 12 consecutive doses had been 
administered. In this instance the drug was not very well 
borne, as a rule the patient vomiting every night after the 
administration. This was not violent, however, and he was 
able to take his breakfast next morning as usual. Cysts 
disappeared after the fourth dose. A certain degree' of 
diarrhoea was present after the seventh dose, but not of 
sufficient amount to interfere seriously with the treatment. 
Table II. shows the results of the treatment. 

Table II. 
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E = Emetine bismuth iodide, ^rj. iii. + + +■ Heavy infection, 
-f-f Medium infection. — Negative. E. hist. Entamoeba 
histolytica, amoeboid stage. B. hist, cysts Entamoeba histolytica 
cysts. 


Case 3 .—Contact carrier cate. 

History.—The patient was an Englishman who had never 
been out of Europe. This is a specially interesting case, as 
the subject only discovered accidentally that he was passing 
E. histolytica cysts, and never at any time had had any signs 
of dysentery, diarrhoea, or other irregularity of the bowels. 
He came to learn the routine methods of examination of 
human fwces for protozoa with one of us (C. D.), and upon 
examining his own freces about three months later dis¬ 
covered what he believed to be cysts of E. histolytica. He 
therefore brought these to one of us (C. D.), who verified the 
diagnosis. It is not certain where he acquired his infection, 
but everything points to his having picked it up in the 
laboratory whilst engaged in examining stools containing 
cysts of E. histolytica. This is the more likely as it is now 
five years since he was out of England. Previously to this 
lie had visited Italy (northern), the Riviera, Switzerland, and 
the south west of France—places where amoebic dysentery, 
as far as we are aware, is not endemic. 

Examination .—Apart from a suspicion of tenderness over 
the transverse colon, there was nothing of interest to note. 
There was no raised temperature, no pain over the liver, and 
the stools were normal. Cysts could not always be found in 
the fieces. 

Treatment .—Treatment was begun on the evening of 
.Tune 14th, emetine bismuth iodide, grains iii., being given. 
Though causing no actual vomiting, the drug disagreed with 
him, causing nausea and diarrhoea. Subsequent doses on 
the 15th, 16th, 17th, and 18th increased these symptoms to 
suoh an extent that the treatment had then to be abandoned. 
The cysts disappeared from the stools after the fourth dose 
and have not been found since. Table III. shows the results 
of the treatment and stool examinations. 

Table III. 


K - Emetine bismuth iodide, grs. ill. 4- -Positive result, Bmall 
infection, -f- = Moderate infection. —— Negative result. 

It may be noted here that the three cases just described 
all appear to be cases of infection with Entamoeba histolytica 
alone. No other protozoa have been found in any of them. 

If one studies the histories of these three cases it will be 
seen that this new emetine compound given by the mouth 
has been equally efficient to emetine by the needle, or to 
the old ipecacuanha treatment, in the case of acute dysentery 
reported (Case 1). The amoeba: disappeared rapidly, as did 
also the blood and mucus, together with the pain and other 
symptoms. Whether or not a complete sterilisation has 
been effected can only be determined by prolonged examina¬ 
tions conducted over a long period of time ; but, unfortu¬ 
nately, this will not be possible in this case, as the man 
eventually will have to return to his ship and go abroad 
again. 

Case 2 is just the type of case that one expects to do 
badly when treated by the ordinary 1-grain doses of emetine 
subcutaneously. It is now over seven years since the 
patient acquired his infection, and during that time treat¬ 
ment with comparatively small doses of emetine had been 
employed, a procedure which apparently tends to produce a 
resistant strain of amuebre with the subsequent passage of 
cysts. The emetine bismuth iodide quickly got rid of his 
cysts, and though it is too early to say yet whether this 
disappearance is permanent, from what one learns in other 
cases the result is distinctly hopeful. Of course, one cannot 
say that, in this instance, emetine subcutaneously in the 
ordinary way would not have produced the same effect. 
That it can do so in some instances is undoubted, as two 
cases published by one of us in the Journal of Tropioal Medi¬ 
cine and Hygiene (Feb. 1st, 1916) have now been free from 
cysts, the one for one year and two months, the other for 
over six months, after one course of treatment with 1-grain 
doses of emetine hydrochloride subcutaneously on 12 
successive days. 

Others have studied cases for shorter periods of time than 
these with similar results ; but there are nevertheless many 
other cases known—some of them to us personally—where 
emetine injected subcutaneously has failed to make any 
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difference to the passage of cysts at all. It is for these 
eases that a new form of treatment is required. 

Case 3 probably had little ulceration and had only a 
small infection; but even granting this, only five 3-grain 
doses of the new compound seem to have completely sterilised 
him, no cysts having been found now for six weeks. It is, 
of course, possible that emetine administered hypodermic¬ 
ally in this case also might have produced an equally 
satisfactory result. Nevertheless, we may note that two 
other similar contact carriers who came under the observation 
of one of us failed to get rid of their infections after repeated 
1-grain injections of emetine hydrochloride hypodermically. 
(One of these had 13, the other 14 grains of emetine 
altogether.) 

It is possible that in carriers the amceboe are living in 
pockets in the bowel, as Dr. Dale suggests, and that the 
emetine when injected never reaches them. This is certainly 
borne out by the fact that the exhibition of the drug by the 
mouth—either the whole drug, ipecacuanha, as advised 
by American workers, or the new compound, emetine 
bismuth iodide—seems to clear cases quickly which have 
resisted all attempts by the needle. 

One point brought out by the cases we have treated so far 
is that this new emetine compound produces much more 
disagreeable symptoms than emetine hydrochloride given by 
the needle. Some of these recall to one’s memory the old 
ipecacuanha days, though the symptoms after administra¬ 
tion of the double iodide are in many cases far leas severe. 
Sickness is fairly common, many of the patients feeling 
distinctly unwell during and immediately after their treat¬ 
ment, while others are purged. But it must be remembered 
that the latter is not uncommon even when the needle is 
employed. 

So far the drug has been given in a single dose of 3 grains 
—this representing a little more than 1 grain of emetine— 
once a day in the evenings with the last meal, and never 
on an empty stomach, as was customary with ipecacuanha. 
The reason for this is indicated in Dr. Dale’s paper, already 
quoted. It was thought that it might be betterto administer 
the drug three times a day in 1-grain doses ; but in some 
cases in which this treatment has been tried the results, so 
far as they have yet been ascertained, do not seem to have 
been appreciably different from those just described. When 
practicable it is best to keep the patient in bed during treat¬ 
ment. In cases where much sickness is produced it might 
be expedient to diminish the daily dose, but as this might 
also diminish the efficacy of the treatment it is clearly better 
that the patient should temporarily suffer than, that his 
amoeba; should permanently persist. 

In one of our patients (No. 3) the drug had to be stopped 
after five doses had been given, and we have now a letter 
from another patient saying that five doses have so upset 
him—nausea, vomiting, and diarrhoea—that he cannot con¬ 
tinue the treatment. We describe these symptoms because 
we think them important, but, on the other hand, it is only 
fair to say that many people can take the full course of 
36 grains with no untoward results. The removal of the 
amoebae and their cysts is, however, so much more important 
for the patient—not to mention the public at large—than the 
temporary inconvenience that this removal may cause him, 
that too much emphasis should not be laid upon what has 
been, after all, the only drawback in our experience to the 
use of the drug. 

Evidence derived from our own cases, together with that 
adduced by Dr. Dale, has convinced us that emetine bismuth 
iodide is far more efficacious than emetine hydrochloride, 
given hypodermically, in removing the cysts from the fseces 
of chronic carriers; and in our opinion it should hence¬ 
forward be generally employed in such cases—at all events, 
until a more ideal treatment is forthcoming. 


THE 

INTRAVENOUS INJECTION OF OXYGEN 
GAS AS A THERAPEUTIC MEASURE. 

By F. W. TUNNICLIFFE, M.D. Lond., 

PHYSICIAN, KING'S COLLEGE HOSPITAL ; LECTURES ON THERAPEUTICS, 
KING'S COLLEGE HOSPITAL MEPICAL SCHOOL , 

AND 

U. F. STEBBING, M.B., B.8. Lond., 

ASSISTANT MEDICAL OFFICER, LAMBETH INFIRMARY. 


Fob some time it has been the practice of one of us 
(Tunnicliffe), when using saline venous injections, either 
simple nutrient (glucose and lecithin) or medicated, to use 
not simple saline solution but oxygenated saline solution. 
We are quite aware that the quantity of oxygen introduced 
by this method is very small as compared with the oxygen 
requirement of the subject, nevertheless cyanosis is rapidly 
alleviated by the use of such solutions, and we have observed 
that more rapid and generally better results are also 
produced by such (oxygenated) solutions qua their nutrient 
and medicinal content than by similar solutions, the basis 
of which is simple physiological saline solution. These 
results are, of course, in accord with those obtained in 
perfusion experiments in the laboratory. Several months 
ago when one of us (Tunnicliffe) was talking this matter over 
with Dr. F. S. Locke we were made aware of the interesting 
fact that when pure oxygen gas is introduced directly into 
the veins of animals the latter do not necessarily succumb 
to gas embolism. 

Our interest in this matter was further stimulated by 
reading the accounts of the respiratory phenomena following 
the inhalation of the poisonous gas to which our soldiers have 
been exposed in the present war. We understand that in these 
cases the inhalation of oxygen is both difficult and relatively 
inefficacious. Difficult, because of the constant cough and 
expectoration ; inefficacious, because of the copious secre¬ 
tion present in the pulmonary bronchioles and alveoli. 
Apart from these cases, the occurrence of which is now to a 
great extent happily prevented by the use of appropriate 
helmets, there must occur to clinicians instances in which 
the relief by the intravenous injection of oxygen of an acute 
cyanosis, either unrelieved or from the nature of the case 
impossible to relieve by the inhalation of the gas, might be 
of very considerable therapeutic value. These considera¬ 
tions, and the results we had already observed from the 
intravenous injection of saline solutions holding necessarily 
relatively small quantities of oxygen in solution encouraged 
us to hope that we should be able, without risk to the 
patient, to introduce into the veins a quantity of oxygen gas 
sufficient to exert a definite therapeutic effect, and thus both 
to relieve a cyanosis already present and to prevent its 
occurrence under conditions which would otherwise 
produce it. 

Earlier Investigation». 

Oxygen gas was discovered by Priestley in 1775, and as 
early as 1811 Nysten 1 made a most interesting series of 
experiments upon the effect of the injection of various gases, 
including oxygen, into the veins of dogs. His method 
generally was to introduce the gas intermittently into the 
jugular vein in quantities of from 20 to 50 c.c. at a time, 
repeating the injections after intervals of time varying from 
2 to 15 minutes. As a fact, he found that if he injected 
from 100 to 150 c.c. of oxygen gas into the venous system of 
a moderate-sized dog in doses of 20 c.c. at a time, allowing 
intervals of from 3 to 4 minutes between each injection, the 
animal seemed entirely unaffected by the injections. In a 
further experiment, however, in which he injected 200c.c. in 
doses from 30 to 40 c.c. at a time and made the last two 
injections at 1 minute's interval, the animal died. Nysten 
records the occurrence of loud gurgling cardiac murmurs 
after the injection and also that the whole blood was of 
arterial colour. Some further experiments upon the result of 
the injection of nitrogen into the jugular veins of dogs made 
by this observer are also of considerable interest to us 
(vide infra). He injected into the vein of a dog weighing 

1 Nysten : liechorches do Physlologie et de Chemie Pathologique, 
Paris, 1811. 


Tuberculosis and the Working Man.—W e 
learn from the Derby Daily Telegraph that an important 
decision was reached by the High Court of Foresters at 
Cheltenham last week. After a long discussion it was decided 
that members receiving benefit whilst suffering from tuber¬ 
culosis might with special consent of the court do open-air 
work prescribed for them by a medical practitioner. Some 
delegates expressed their anxiety lest the order might result 
in the exploitation of sweating. The experiment will be 
watched with keen interest by all those interested in the 
“after-care" of tuberculous patients. 
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from 7 to 8 kg. quantities of nitrogen varying from 60 to 
100 c.c. in doses of 20c.c. at a time. SpeakiDg generally, 
two injections at from 1 to 3 minutes’ interval were not 
attended with any serious result. 

Demarquay 2 made a similar series of experiments, and, in 
general, confirmed Nysten’s results. He says that he is con¬ 
vinced that it is possible by making use of small doses to 
inject into the circulation considerable quantities of oxygen 
gas without producing any grave symptoms. In spite of this 
statement, however, Demarquay did kill an animal by the 
injection of oxygen gas into its jugular vein. Unfortunately, 
he gives neither the weight of the animal nor the quantity of 
oxygen. He made, however, the interesting observation 
that in no case did the venous blood of the injected animal 
become exactly like arterial, but that for some time after 
the injection of the oxygen the edges of artificially made 
wounds remained red and vascular. From this latter fact 
he drew the conclusion that oxygen injected into the veins 
remains at least in part fixed, and is not entirely used up 
in respiration. This observation is of interest to us with 
regard to three of our cases (vide infra ) in which the bene¬ 
ficial result of the intravenous injection of oxygen was 
certainly more permanent than could apparently be explained 
by the mere relieving of the cyanosis. 

Gaertner 3 made a series of observations upon the effect of 
introducing gaseous oxygen into the veins of dogs. He used 
a continuous stream of oxygen. He observed the occurrence 
of loud cardiac murmurs during the administration of gas. 
In the animals which died he found bubbles of oxygen in 
the right ventricle, but never observed any in the left. He 
states specifically that the flow of blood containing oxygen 
bubbles does not obstruct the circulation through the lungs. 
He found that if means were used to greatly limit the 
respiratory oxygen the symptoms of asphyxia were much 
delayed and alleviated by the simultaneous administration 
of intravenous oxygen. He attaches great importance to 
the stream of oxygen being slow and continuous, and 
states that any dangerous symptoms which may occur 
may at once be relieved by discontinuing the administra¬ 
tion. His work, he admits, was hurried in order that 
he “might claim priority.” He suggests that intravenous 
oxygen might be used in the case of man, but he specifically 
states that he can make no suggestion with regard to method 
or rate of flow. He quotes Nysten and Demarquay. His 
observations were entirely confined to dogs, and he adds 
very little to the work of these observers except that 
he used a continuous stream instead of intermittent 
injections. 

Stuertz 4 5 6 made an elaborate series of experiments upon the 
respiratory exchange occurring in dogs under the influence of 
the continuous intravenous injection of oxygen. His con¬ 
clusions are that the oxygen introduced in this way is almost 
entirely used for respiratory purposes, and that a consider¬ 
able proportion of the oxygen necessary for respiration can 
be introduced in this way. In his opinion the oxygen is best 
introduced not continuously but intermittently. He disagrees 
with many of Gaertner’s conclusions, and from his experi¬ 
ments, which were made on dogs, confirms the results of 
other observers with regard to the absence, or at any rate 
infrequency, of gas embolism. 

Mariani,' using pure oxygen and an elaborate apparatus, 
though less elaborate than that of Stuertz and Gaertner, 
introduced oxygen into the dorsalis pedis vein in man. The 
case was a dying phthisical subject. In half an hour 80 c.c. 
were given, then a pause, and then 40 c.c. in a quarter of 
an hour. The pulse and respiration of the patient were 
improved. The injection was not repeated, and the patient 
died next day. 

In a recent German text-bookthe author in a footnote 
makes the remark that oxygen can be introduced directly 
into the veins in man as a treatment for cyanosis of all kinds. 
No reference to literature is given, and no directions with 
regard to quantity or technique. With this conclusion we 
may say at once we totally disagree. Its seems to us a 
flagrant instance of German book-making, and likely to have 
as a result most serious consequences. 


2 Demarquay: Essai de Pneuinafcologie Medicate, Paris, 1866, p. 637 
el 8€(j. 

3 Gaertner : Wiener klin. Woeh.. 19D2, p. 691 

4 Stuertz : Zeit. fiir diet unci physlk. Thorapie. 1904, p. 67 

5 Mariani: Riforma Meillca. 1902, p. 194. 

6 Schwalbe : Handbuch der therapeutlsehen Teclinlk, 1915. 


Technique. 

Our own observations were made exclusively on man. We 
felt that in so far as the conditions calling for the intra¬ 
venous administration of oxygen would be urgent ones, the 
apparatus required would be simple. We therefore dispensed 
with the elaborations used for the experiments upon animals 
and employed the following. An ordinary cylinder of Brinn’s 
oxygen, to which was attached a Brinn’s endurance regulator. 
A convenient length of pressure tubing connected at one end 
to the regulator, at the other to a piece of bent glass tubing, 
which was drawn out at the end, and passed through one of 
its necks to the bottom of a two-necked wash-bottle. From 
a similarly bent piece of glass tubing, passing for about an 
inch through the other neck of the wash-bottle, a further 
length of pressure tubing passed and was at its end attached 
to a fine hollow needle. This latter piece of pressure tubing 
was broken by the insertion of a glass T-piece. To the cross 
limb of the T-piece a small length of pressure tubing was 
fixed, which could be closed or opened by a screw clip. The 
fine hollow needle was introduced directly into the vein after 
the latter had been carefully dissected out. The wash-bottle 
was filled with a 2 per cent, sodium carbonate solution ; 
before commencing the injection this was blown out by 
means of passing a stream of oxygen through the tubing and 
cannula, leaving just sufficient in the bottle to wash any 
further gas emerging from the cylinder. 

The regulator was now set by means of the thumbscrew 
so that 60 bubbles passed through the wash-bottle per 
minute. The volume of gas emerging from the cannula 
corresponding to a given number of bubbles passing through 
the wash-bottle per minute was ascertained previously to the 
use of any regulator or wash-bottle or cannula by means of an 
ordinary eudiometer. At the end of any given administra¬ 
tion the volume of gas passing through the cannula was also 
tested by the same means. In this way, by taking the time 
of the injection, we were able to estimate the amount of 
oxygen that had been given. If, during the administration, 
we desired to increase or diminish the rate we counted the 
bubbles passing through the wash-bottle, took the time for 
which they were given, and subsequently estimated the 
amount of gas emerging from the cannula with the same 
rate of bubbles passing through the wash-bottlf J 

We found it convenient to use the cross»-limb of the 
T-piece, inserted into the tube between the wash-bottle and 
the cannula, as a kind of by-pass. When we increased the 
rate of flow we partially opened the screw-clip connected by 
the pressure tubing with the cross-limb of the T-piece and 
closed it gradually when the desired rate was established. 
By this means any sudden rush of oxygen into the vein was 
prevented, and sufficient oxygen passed during the change 
of rate to prevent blood-clot occurring in the cannula. This 
latter point we found very important, as from our experience 
we should say that displacement of a clot is a more fertile 
source of danger to the patient than introduction of 
oxygen. 

Before we began our observations we endeavoured to 
obtain an absolutely pure oxygen. Such oxygen can be 
obtained, but owing to war conditions we were unable to 
obtain any. The oxygen we actually used, as we have said 
above, was Brinn’s oxygen; this contains, or may contain, 
1-6 per cent, of nitrogen (we believe it is obtained by frac¬ 
tional liquefaction of air). In the light of further know¬ 
ledge and of Nysten’s experiments upon the injection into 
the veins of pure nitrogen gas we do not think this quantity 
of nitrogen of any importance. The veins we used were 
numerous. The one we eventually found most convenient 
was one of the small veins on the dorsum of the foot. In 
our first observation we used two veins simultaneously. 
From the theoretical standpoint we thought this would be 
advantageous. We subsequently found, however, that we 
could introduce quite sufficient oxygen to relieve cyanosis by 
using one cannula only and also that having two cannulre 
considerably complicated the technique. 

Results. 

The result of our observations is that oxygen gas can be 
introduced into the veins in quantities from 500 to 1000 c.c. 
at the rate of from 600 to 1200 c.c. per hour Cyanosis and 
the dyspnoea attending it are rapidly relieved ; the rate we 
usually begin with is 500 c.c. per hour. The more cyanosed 
the patient, the better is a rapid rate tolerated. As the 
cyanosis is reduced the rate should be diminished. 
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Daring the administration the pulse should be watched 
and the heart auscultated frequently. Loud cardiac murmurs 
more allied to stomach or intestinal rumbles in character 
than to ordinary cardiac murmurs may. in fact often do, 
developduringthe administration. These murmurs are not an 
indication to stop the administration, but, as a matter 
of fact, with careful administration they never need occur 
at all. Irregularity in a previously regular pulse or increased 
irregularity in a previously irregular pulse is an indication to 
cease the injection. This phenomenon, in our experience, 
is preceded by a soft systolic murmur heard over the area of 
the tricuspid valve, and this murmur should be listened for. 
The metallic gurglings described above are almost certainly 
due to the gas being churned in the heart. The soft systolic 
murmur, on the other hand, and the irregularity of the 
pulse are probably due to acute dilatation of the right side 
of the heart. 

In our experience the best method is to inject the gas for 
periods of from 10 to 15 minutes with pauses of two or three 
minutes between, injecting during these pauses just enough 
gas to prevent clotting in the cannula. We have only had 
one case which presented any unfavourable symptoms, and 
we think they were entirely due to faulty technique in that 
we increased the rate too rapidly. This was onr first case 
and we were using two cannulas. 

The patient had been having intravenous oxygen at the 
rate of 600 c.c. per hour for more than 20 consecutive 
minutes. We then rapidly doubled the rate. The patient 
was an old man with chronic respiratory disease. The 
cyanosis had been completely relieved before we increased 
the rate. Soon after the increase of rate a soft svstolie 
murmur was heard over the right side of the heart and 
almost immediately afterwards the pulse became irregular. 
The patient began to yawn, and in answer to a question said 
lie felt giddy. Shortly afterwards both his hands dropped to 
his side and his legs became flaccid, and he exhibited an 
extensor plantar reflex on each side. He then appeared to 
lose himself and made no reply to questions. His colour 
kept good, his pulse became no worse, and his respiratory 
movements were slow but regular. The injection was 
stopped and he was sent back to bed. He rapidly revived, 
and half an hour afterwards he was sitting up in "bed quite 
conscious and comfortable, and the plantar response was 
flexor on both sides. The patient’s only complaint was of a 
slight numbness in his hands and feet. This continued with 
diminished intensity for a day or two and then disappeared. 
The improvement in his colour and breathing lasted some 
considerable time after the injection,and the patient himself 
maintains that it has lasted ever since. 

As we related above, this is the only case in which we 
have had any untoward effects at all, and we attribute them 
to a gush of oxygen through both cannulas upon doubling the 
rate of injection in a patient who had had oxygen injected 
continuously for 20 minutes previously, and in whom the 
cyanosis had been completely relieved. With regard to the 
apparently lasting benefit experienced by this patient we 
may quote two other cases in which also apparently a lasting 
improvement occurred. 

One was a case of malignant disease of the mediastinum 
with pressure upon the roots of both lungs and double pleural 
effusion. This woman was deeply cyanosed, and was the 
subject of acute attacks of life-threatening dyspnma which 
eventually were only very partially relieved by the inhala¬ 
tion of oxygen. This patient was treated by intravenous 
injection af oxygen which was continued for one hour. The 
cyanosis was immediately relieved, and subsequently the 
dyspnoea attacks were relieved for a week, and the patient’s 
condition improved; she had much less cvanosis and much 
less dyspnoea. 

The second case in which apparently permanent benefit 
accrued was one of advanced pernicious amemia. This 
patient was having frequent attacks of dyspnoea upon slight 
movement in bed, and also frequent attacks of vomiting. 
He was given an intravenous injection of oxygen for 40 
minutes. His attacks of dyspnoea subsequently became less 
intense and his vomiting less frequent, and from then until 
the present time he has continued to improve. His con¬ 
dition before the injection was certainly desperate, if not 
moribund." 

In our experience the phenomenon to be feared as likely 
to cause serious symptoms during the intravenous injeotion 
of oxygen is dilatation of the heart. The ideal case for 
reaping benefit from this treatment is one in which the 
cyanosis and dyspnoea are due to acute respiratory difficulty 
and in which the heart is fairly healthy. We do not think 
the method is likely to be of benefit in the cyanosis and 

* The patient is now (August 15th) at a convalescent home. 


dyspnoea occurring in cases of morbus cordis in which there 
is marked degeneration of the myocardium. If it seemed 
desirable to adopt it under such conditions we should 
suggest that an intravenous injection of digitalin or 
strophanthin be given first. It is in this particular that 
we disagree most emphatically from the view quoted above 
from the German text book that the intravenous injection 
of oxygen can be used to relieve cyanosis of any kind. 

The object of this preliminary note is not to indicate the 
specific pathological conditions in which the intravenous 
injection of oxygen should be used, but simply to point out 
that in those cases in which the inhalation of oxygen either 
cannot be practised or gives inadequate relief, the intra¬ 
venous method of oxygen administration if carefully carried 
out in accordance with the above directions, is available to 
the clinician and will give therapeutic results. 


ON THE GLUTEAL FOLD IN SCIATIC 
NEURITIS. 

By HILDRED CARLILL, M.A„ M D Cantab., 
M.R.C.P. Lond., 

TEMPORARY SURGEON, R.N. ; NEUROLOGIST. R.N. HOSPITAL, HASLAR; 
PHYSICIAN, SEAMEN'S HOSPITAL AND MILLER GENERAL HOSPITAL, 
GREENWICH; ASSISTANT PHYSICIAN, WEST END HOSPITAL FOR 
DISEASES OF NERVOUS SYSTEM. LONDON ; LECTURER ON 
MEDICINE, LONDON SCHOOL OF CLINICAL MEDICINE. 


It is hoped that these notes may serve to call attention 
to a fact in the diagnosis of sciatic neuritis which does not 
appear to have received much attention in the text-books. 
It is that the gluteal fold may be very poorly developed in 
this condition. Commonly it is absent altogether, and this 
may be the case whether the affection is unilateral, bilateral, 
or part of a multiple peripheral neuritis. 

Although this observation is original in the sense that the 
writer noticed the condition for himself without external 
assistance, it is not claimed that it is novel ; nevertheless, a 
search through the available neurological literature has been 
unsuccessful in finding any reference to the condition. 
In Gordon's book 1 there are two photographs which show 
the abolition of the fold ; and Turner and Stewart - also give 
a picture which illustrates the condition. The first two, 
however, are instances of a different affection from that under 
discussion, and in all three there is considerable wasting 
of the limb, in addition to which there is some flexion of 
the lower extremity on the affected side. No reference can 
be found in Allbutt and Rolleston’s System,* and neither 
Oppenheim 1 nor Dana 5 mention it in their text-books. 
In the photograph of a man with sciatica and scoliosis which 
the former author gives the gluteal folds are well marked. 

It is well recognised that the gluteal fold is not formed by 
the lower and medial border of the gluteus maximus; 
indeed, this side of the muscular parallelogram crosses very 
obliquely the fold of the nates, as its fibres pass from above 
downwards and laterally. It is not a little surprising that 
authors have always been at pains to mention this fact, but 
the writer has found that their reasons for so doing are not 
quite extinct. 

The fold depends upon the tension of the fascia and its 
adherence to the subcutaneous fat, the skin being creased 
when the thigh is extended upon the trunk—namely, in the 
erect position of the body. When the thigh is flexed, either 
in health or in disease, the fold is lost. Disappearance of 
the fold, in the absence of any alteration in position of the 
lower extremities, alters the expression of the buttocks. The 
chief action of the gluteus maximus is to extend the hip- 
joint, more especially in movements which require con¬ 
siderable muscnlar effort." When the thigh is kept flexed, 
as in cases of hip disease, for example, the muscle atrophies 
from disuse. 

It will be recalled that the sciatic nerve is so named only 
after it leaves the greater sciatic foramen. It is com¬ 
posed of two distinct sections, common peroneal and tibial 
(external and internal popliteal). The level at which the 
main trunk divides into its two component parts varies to a 
considerable extent. 

The nerve-supply of the gluteus maximus is by the inferior 
gluteal nerve and the posterior cutaneous nerve of the thigh 
(small sciatic). Probably the muscular branch of the latter 
nerve is part of the former." Parris T refers to the inferior 
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gluteal nerve as a branch of the posterior cutaneous 
nerve of the thigh. The fibres of these nerves leave the 
sacral plexus by the fifth lumbar and the first and second 
sacral nerves, the posterior cutaneous nerve of the thigh 
having an origin also from the third sacral nerve. Now 
the anterior divisions of the lower four lumbar and upper 
two sacral nerves divide into anterior and posterior parts H 
and it is the three nerves (L. 5 and S. 1 and 2) which give 
rise to the inferior gluteal nerve, which also, by their 
posterior parts, join to form the common peroneal section of 
the sciatic. The superior gluteal nerve supplies the gluteus 
medias and minimus and also the tensor fascise femoris. 

The gluteal fold varies in degree in normal persons, but 
as a rule it is well marked. It is often duplicated and 
may be seen in triplicate. When it is poorly developed 
the subject can increase it usually by tightening up his 
gluteal muscles or by throwing back the trunk. Bending 
forwards or flexing the thigh cause the fold to be obliterated. 
The influence of flexion or extension is found only in asso¬ 
ciation with tension of the fascia. The fold is well marked 
in people who have an excess of fat in the gluteal region, 
normal or pathological. 

Now, to what cause, is the obliteration of the fold in 
sciatic neuritis due ? It must depend on flexion of the 
thigh or upon some alteration in the condition of the under¬ 
lying structures beneath the fold. In my cases there was no 
flexion of the thigh. In some cases Las6gue’s sign was also 
negative—that is to say, the thigh could be flexed on the 
trunk, with the leg extended, without causing pain. 0 When 
the sign is positive, from stretching of the nerve, it is a 
certain indication of a degree of affection in the nerve 
fibres or in their sheath. The test is performed in the same 
manner as that employed in eliciting Kernig’s sign in cases 
of meningitis, but the significance of the positive test 
differs in the two instances. It has been shown that Las6gue’s 
sign may be accompanied by momentary dilatation of the 
pupil, together with a raised blood pressure and an increase 
of the pulse-rate. 10 These signs occur in association with 
the pain and serve to support a diagnosis of sciatica in cases 
where malingering is suspected. Lasegue’s sign, as well as 
Kernig’s, may be tested for with the patient in the sitting 
position. 

Experiments prove that flexion of the thigh by itself 
stretches the sciatic nerve. On the other hand, flexion of 

Fig. 1 (Case 2). 


As regards changes in the underlying structures, some of 
my patients had wasting of the gluteal muscles, which were 
soft and flabby, but certainly others had no perceptible 
wasting in this region, nor was there any which could be 
measured in the thigh or calf. In the absence of both 
wasting and flexion it is not easy to say how the loss of the 
fold comes about. In a man who fell on to his left buttock 
and developed a traumatic cutaneous neuritis, with anaes¬ 
thesia over his left gluteal region so that he was totally 
unable to recognise that he was sitting on materials of 
dissimilar consistency, the folds were normal. 

Abolition of the ankle-jerk in sciatic neuritis depends 
usually on loss of conduction of the message in the tibial or 
sciatic nerves or in the roots of the sacral plexus. It has 
been pointed out above, however, that the nerve-supply of 
the gluteus maximus is derived from the nerves which go to 
form the common peroneal trunk. It would appear, there¬ 
fore, that in those cases of neuritis in which both the ankle- 
jerk and the gluteal fold are lost, the whole thickness of the 
sciatic nerve is affected. Yet such cases may show no weak¬ 
ness of the muscles supplied by the common peroneal (and 
this is more vulnerable, as a rule, than the tibial), and, 
indeed, we may see patients with this condition who have na 
complaint whatsoever and who are discovered by accident. 
Absent ankle-jerks in persons who have normal folds and 
who present no other signs of neuritis are not uncommonly 
discovered in alcoholics and others. They must then be 
looked upon as the solitary sign of a toxic neuritis. 

The absence of the gluteal folds in people with peri¬ 
pheral neuritis would go to prove that the whole length of 
the nerve is affected, including the roots of the sacral plexus. 
I have not yet seen a sufficient number of patients from thia 
point of view, however, to enable me to state whether the 
folds are always abolished in this affection, but those cases 
which are not severe as regards their motor and reflex 
functions certainly have normal folds. 

Mistakes may be made, as in Case 3. In this man repeated 
examinations were made by the writer and many other 
observers, but the knee-jerks and the ankle-jerks could not 
be elicited. It was noted, too, that the gluteal folds were 
poorly developed. Later, however, all these deep reflexes 
were obtained, but only with the aid of veritable refine¬ 
ments of reinforcement. 

The value of the sign is certainly greater when one side 

Fig. 2. 



Poorly developed gluteal folds in a man with peripheral neuritis. 
The left fold has nearly disappeared. Note that there is no 
flexion of the thigh. 

the knee at once relaxes the nerve, and it is this position 
which the patient adopts in painful affections of the nerve. 
As he does so he unconsciously flexes the thigh also, the two 
movements being normally simultaneous. 

Those patients with neuritis, in whom I have found the 
folds absent, invariably had abolition of the ankle-jerk. 11 
This is an important fact in the diagnosis between a neuritis 
on the one hand and pain, whether local or referred, in the 
distribution of the nerve, on the other. It is submitted that 
the condition of the fold may be of considerable diagnostic 
value in these cases, and may, indeed, be of great import¬ 
ance in those patients in whom it is not possible to test the 
ankle-jerk. In cases in which the jerk is absent the Achilles 
tendon may be diminished in size. 



Normal gluteal folds in a man of the same age as Fig. 1. 

only is affected, as a comparison can be made between the 
two folds. 

In one man who had suffered from pain in the left calf for 
two months, but who was not incapacitated, I failed to 
obtain the ankle-jerk on that side. His fold was quite 
normal, however, and there was no other sign of disease. 
Six weeks later the ankle-jerk was elicited, but only when 
the tendon was struck on the outer side. No special treat¬ 
ment had been adopted, and I wondered whether the 
diagnosis of neuritis was correct or whether the jerk had 
never been absent. 

It should be mentioned that in none of my cases 
had any injection or nerve-stretching treatment been 
employed. 
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I wish to thank particularly Professor Arthur Robinson 
of Edinburgh, who has verified some of the anatomical 
statements, and Fleet-Surgeon J. Stoddart, R.N., who kindly 
took for me the photograph of Case 4. 

Appended are brief notes of the cases whose photographs 
are shown. In none of the patients were there vaso-motor 
or trophic changes. 

Case 1.—Gunner, R.M.A., aged 36. Two years’ history of 
pain all over the left leg and thigh; intermittent, but had 
never been two days without pain. Lasagne’s sign positive 
on left side, and left ankle-jerk absent. Well-marked 
scoliosis, with the anal cleft running obliquely. Circum¬ 
ference of the left thigh and leg 1J inches and J inch less 
than the respective measurements on the right side. Gluteal 
mass on the left side very flabby and fold poorly marked. 
A great difference existed between tbe two folds. This was, 
however, not nearly so marked as in Case 4, although in the 
latter the signs were only found by looking for them. 

Case 2.—Patient, aged 24, suffered from peripheral neuritis 
following dysentery. He contracted the latter disease at 
Gallipoli in September, 1915. When he reached England in 
December his knee-jerks and ankle-jerks were noted to be 
absent according to the patient, ana he said that he had 
numbness of the legs. There was also muscular hyperalgesia 
of his calves. In March, 1916, his legs were still painful, 
and there was an extraordinarily well-marked condition of 
steppage gait. His knee-jerks were now present, but the 
ankle-jerks were absent. Lasagne’s sign was positive. 
There were several tender points down the back of the thigh, 
and there was blunting to pin pricks overthefrontof the shins. 
The gluteal folds were very poorly marked, notably on the 
left side. (Figs. 1 and 2.) 

Fig. 3 (Case 4). 



Absence of the gluteal fold In Bciatic neuritis. Note that there is no 
apparent wasting of the muscles and no flexion of the thigh. 

Case 3.— Patient, aged 23, had apparent absence of tendon- 
jerks in lower limbs. These were elicited only with the 
greatest trouble. Gluteal folds poorly marked but sym¬ 
metrical. This case is alluded to in the text. 

Case 4.—Gunner, R.M.A., aged 32. This man complained 
of nothing at all. He was found to have no ankle-jerk on 
the left side during a routine examination of the reflexes of 
the ship’s company. Absence of the left gluteal fold was 
also observed (Fig. 3), but no other objective signs of disease 
were detected. He admitted to having had a “ stitch in the 
calves ’’ for two or three years, and he said that at night he 
sometimes had cramps in the toes and feet on both sides. 
He stood to attention without any difficulty, and was doing 
hard work without pain or discomfort. He had never been 
laid up. There was absolutely no evidence of wasting in the 
gluteal muscles and they contracted powerfully. The left 
calf was less than £ inch smaller than the right. This is 
within normal variations. There was no motor weakness 
and no sensory change, either objective or subjective, on the 
occasions of examination. 

References .— 1. Dfeeaaea of the Nervous System, Gordon, second 
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A CASE OF DILATATION OF THE HEPATIC 
FLEXURE OF THE COLON 

GIVING RISE TO THE PHYSICAL SIGNS USUALLY ASSO¬ 
CIATED WITH 8UBPHRENIC PYOPNEUMOTHORAX. 

By W. J. MORRISH, M.D. Loud., M.R.C.S. 

With a Note by T. D. Acland, M.D. Oxon., F.R.C.P. Lond., 
Major, R.A.M.C. (T.). 


The following case is thought worthy of record not only 
od account of the rarity of the condition but also because 
of the importance of recognising the possibility of its occur¬ 
rence when deciding the question for or against an explora¬ 
tory laparotomy in any case in which the normal liver 
dullness is replaced by a resonant note, but in which other 
evidences of intra-abdominal or intra-thoracic suppuration 
are absent. 

The patient, aged 20, enlisted as a private in the Royal 
Army Medical Corps in January, 1914. As far as he knows 
he was quite well at the time, and had not had any other 
illness except chicken-pox, whooping-cough, and measles as 
a child. His bowels had never given him any real trouble, 
though they were inclined to constipation, which was easily 
overcome by a simple aperient. He arrived in Alexandria 
in September, 1914, and was on duty at a military 
hospital, where he remained for six months, during 
the first three of which he was nursing cases of 
dysentery, and for the last three waited upon convalescent 
medical patients. DuriDg the whole of this period he 
remained well. At the end of April he was sent to 
Gallipoli, where he acted as water-duty man to the 
battalion and helped at the first aid station. After he 
had been there for three and a half months he began to feel 

g oorly, complaining of dizziness and of easily getting tired. 

[e then developed diarrhoea, passing mucus all the time 
and blood on two occasions, but he still remained at work. 
After three weeks jaundice came on, and he was then sent 
into hospital, being transferred in a day or two to hospital at 
Mudros. Fonr weeks later he was sent to England as a case 
of “ convalescent jaundice ” and was admitted to the 
Tooting Military Hospital on Nov. 11th, 1915. No record 
is available as to his condition while in hospital at Mudros, 
but he says that on admission to the First East Lancs Field 
Ambulance his temperature was 101° F. While at Mudros his 
stools were examined, and he was given four doses of emetine, 
but no enemata. Ever since the first onset of diarrhcea his 
stools had remained loose. 

On admission to the Tooting Military Hospital the patient 
complained of pains in the stomach and diarrhcea, and pain 
and loss of power in the legs, especially in the right, which 
had developed during the voyage home. His evening 
temperature was 98’6° and the pulse-rate 94. The heart 
and lungs were normal. On the morning of Nov. 14th the 
right ankle was found to be oedematous and the pain became 
worse, and by the 16th the left ankle was also swollen, but 
never so much so as the right 
Major Acland, R.A.M.C. (T.), saw the patient soon after 
his admission and made the following note: “ Patient is 
emaciated. Has moderate pyrexia and peripheral neuritis 
of lower extremities. Over the right lower quadrant of the 
thorax (which inspection shows to be considerably bulged), 
the liver dullness is replaced by a tympanitic note, which 
is unmistakable, and which gives in places a well-defined 
coin note : there ie obviously some air-containing cavity or 
viscus. It is unlike pneumothorax and is certainly not a 
pulmonary cavity. Also the lung seems to expand over 
ft during deep inspiration, so that probably it is below the 
diaphragm, in whioh case it might be that the liver has 
shrunk and fallen away from the chest wall, leaving the 
colon to ride over it, or it might be a subphrenic or hepatic 
abscess or a hydatid. The signs of an inflammatory lesion 
are inconclusive, since the abdomen moves well and the 
thoracic movements are not notably diminished. An X ray 
would decide the point as to which side of the diaphragm the 
lesion is, and I think this should be taken.” 

Next day Dr. Russell J. Reynolds reported as follows: “ On 
X ray examination the patient’s liver appears normal, 
ascending and transverse colon very much distended with 
gas and coinciding with the tympanitic area made out on 
percussion.” Enemata of plain water and turpentine 
and water were administered daily and brought away 
large quantities of flatus, and some fiecal material, but 
the tympanitic area remained well defined, although 
the coin note could not always be elicited and the 
bulging of the side was less noticeable. The oedema, 
too, of the ankles and the pain in the shins steadily 
diminished and the patient was able to move his legs more 
freely. Massage to the colon and the limbs was ordered, but 
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after two applications to the abdomen he asked that it might 
be stopped as it made him feel sick. It was continued to 
the legB, and the improvement was for a time maintained. 
Between Nov. 11th and Dec. 13th the temperature was 
irregularly intermittent, but from that time onwards, with 
two short periods of fever (maximum 101°), it was seldom 
raised above normal, and the patient felt much better; the 
tympanitic area, however, still persisted, though it varied in 
size, and the coin note could not always be obtained. On 
Dec. 17th, further to elucidate the true nature of the con¬ 
dition, Dr. Reynolds skiagraphed the abdomen after a 
bismuth meal. It will be seen from the skiagram that the 



Reproduction of skiagram showing the colon 24 hours after a 
bismuth meal. 

hepatic flexure of the colon corresponds exactly to the 
tympanitic area marked out on the first examination. 

At first the case seemed to do well, the pain in the limbs 
diminished, and the power of movement greatly improved, 
but in January, 1916, the patient began to suffer from 
increased looseness of the bowels which developed into an 
intractable diarrhoea, for which numerous remedies were 
tried without success. There was not at any time vomiting, 
though there were intermittent attacks of abdominal pain. 
As the condition gradually became worse it was decided to 
explore the abdomen in the hope of giving relief. The 
operation was successfully performed on March 8th by Mr. 
E. Gillespie, to whom I am indebted for the following note : 
“ On making a median incision it was found that there was 
marked distension of the ceecum and ascending colon to the 
middle of the transverse colon. The cause of this was an 
extensive adhesion implicating the great omentum and 
passing from the great curvature of the stomach across the 
transverse colon to the duodeno-jejunal flexure. It was 
evident from inspection that peristalsis would give rise to 
tension of the gut and a kink. The portion of the great 
intestine distal to the adhesion was collapsed. The adhesion 
was divided and ligatured, the appendix was removed since 
the distal third had become sclerosed and the lumen almost 
obliterated, though this condition did not seem to be con¬ 
nected with the intestinal lesion. A caseating mesenteric 
gland in the iliac portion of the small intestine was found 
and removed. The stomach, duodenum, and gall-bladder 
were normal.” 

The immediate effect of the operation seemed to be 
beneficial. The abdominal pain became less, and for a 
time not only did the general condition improve but the 
patient began to put on a little flesh. Before long, however, 
the previous symptoms began to recur. An intractable 
diarrhoea resisted all remedies and he slowly lost ground. 
The emaciation became extreme. Gallate of bismuth, 
opium, salol, lead and opium, and pernitrate of iron by 
the mouth, and injections of silver nitrate and quinine by 
the rectum were tried to no purpose. 

The only remedy which appeared to exercise any control 
oyer the diarrhoea was atropine given in doses of gr. 1/100 
with tincture of opium, min. x. The patient wasted literally 
to a skeleton, and it is greatly to the credit of the nursing 
that, in spite of the fact that he not infrequently had as 
many as from 15 to 20 loose motions a day, lie never had a 
bedsore. 


Death occurred on Sunday, May 14th, and an examination 
of the abdominal organs showed that the ascending and 
transverse colon was dilated and that the walls were thinned. 
There was no evidence of ulceration or inflammatory 
thickening or abscess. The mucous membrane wasatrophiea 
and over considerable areas was denuded of epithelium. 
The small intestine showed similar change, but in a much 
less marked degree. The condition was one of chronic 
entero-colitiB. There were a few small mesenteric glands, 
but no inflammatory changes were found in the liver, spleen, 
or kidneys. By special request the thoracic organs were not 
examined. 

Note by Major T. D. Acland, R.A.M.C. 

The condition found in the case narrated above is of 
sufficient rarity to warrant its being put on record. A sub- 
phrenic pyopneumothorax on the right side, resulting from 
suppuration connected with the liver, duodenum, or appendix, 
or from suppurating hydatid cyst, is, unfortunately, not 
uncommon. Again, partial obliteration of the liver dullness, 
owing to the presence of gas in the peritoneal cavity or to 
the colon, distended as a result of the softening and weaken¬ 
ing of the walls from chronic dysentery or from obstruction 
below, or from paralysis (such as that which occurs in peri¬ 
tonitis), over-riding the organ, is only too frequently met 
with. To find practically the whole of the normal liver 
dullness replaced by a tympanitic area giving rise to a well- 
marked coin percussion note, without either acute atrophy 
of liver, transposition of viscera, or evidence of some inflam¬ 
matory lesion in the abdomen or thorax, is unusual. 

In cases in which the hepatic flexure of the colon is 
greatly dilated from any cause the liver is generally pushed 
up, rather than away, from the chest wall ; and if this latter 
condition is found it is unusual to find more than the lower 
two inches of liver dullness replaced by a tympanitic note. 

The only case which I have so far been able to find in an 
extensive search through the literature of the subject 1 
is one recorded by M. B6cl6re. a In this instance, with the 
help of a radioscopic screen, which was then just coming 
into use, an air-containing cavity was diagnosed below the 
diaphragm on the right side. The condition was associated 
with physical signs in the right lung which were at first 
thought to be due to advanced pulmonary tuberculosis and 
subsequently to an interlobar empyema. Later, when by the 
aid of the X ray screen an air-containing cavity was 
detected below the diaphragm, which obliterated the normal 
liver dullness, it was surmised that the patient was suffering 
from a subphrenic abscess which communicated with a 
bronchus. Both surmises were incorrect. A few days later 
the patient died almost suddenly, and post mortem it was 
found that the supposed subphrenic abscess was a local 
distension (ectopic) of the colon, and had no connexion of any 
kind with the pulmonary lesion, which was bronchiectasis. In 
the case recorded above there were no signs of pulmonary or 
abdominal disease to lead one astray, while the fact that the 
cavity altered in size aroused a suspicion that it might, in 
spite of its position, possibly be due to the distension of one 
of the hollow viscera—e.g., stomach (by transposition) or 
colon. A bismuth meal put the question beyond doubt. 

The reproduction of the skiagram taken by Dr. Reynolds 
shows the distended hepatic flexure of the colon 24 hours 
after taking a bismuth meal. It will be noted that the 
ascending and descending colons are comparatively empty 
and that the hepatic flexure looks as if it had a kink in it, 
such as might result from adhesions formed by a local 
peritonitis or an old tuberculous gland. 


1 Cf. Subphrenic and Other Forms of Peritoneal Abscess, by T. D. 
Acland ; A System of Medicine, edited by T. C. Allbutt and H. D. 
Rollestnn, 1907. vol. lii., p. 1008. 

2 Bulletins et. Memoires de la Soci^te Medicale des HOpit&ux de 
Paris, 1899, pp. 485 and 506. 


Typhus in Glasgow.— Dr. A. K. Chalmers, 
medical officer of health of Glasgow, reported last week 
to his committee the occurrence of eight cases of typhus in 
Partick during the month of July. The first cases recognised 
sickened between June 30th and July 3rd ; a second group of 
cases occurred on July 16th and 20th ; and a further group, 
being the third generation of contacts, occurred on July 29th 
and 30th. The simultaneous sickening of the four persons 
who formed the first group suggested to Dr. Chalmers an 
undiscovered infection which might produce further results 
elsewhere. 
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■Squire's Companion to the British Pharmacopoeia. 

By Peter Wyatt Squire. Nineteenth edition. London : 

J. and A. Churchill. 1916. Pp. 1712. Price 15«. net. 

" Squire’s Companion” is one of those books which 
having stood the test of time may be regarded as being 
above criticism. To medical practitioners and pharmacists 
it is familiar as a household word. The British medical 
man who does not know this book must indeed be a rara 
avis ; its only fault is its size, for it is not a book one can 
conveniently carry about for ready reference, and its 
companionship is therefore restricted to the study and the 
consulting room. The nineteenth edition records advances 
in medical and pharmaceutical sciences almost up to 
the early summer of this year, which is saying a 
great deal, for anyone who has had anything to do with 
the preparation of a large volume of this nature, and one 
which mast have a great circulation, can appreciate the 
difficulties in the wav of keeping the matter quite np to 
date from p. 1 to p. 1712. One finds a description of 
the uses of hypochlorons acid as an antiseptic, the iodine 
treatment of wounds fully dealt with, and a reference to 
chloralamine. The compounds more recently employed in 
the treatment of syphilis—e.g., neo-kharsivan, galyl, and 
intramine—receive attention. If the author and his 
collaborators were prevented by the pressure of the times 
from completing their work so that it might appear more 
quickly on the heels of the new British Pharmacopoeia, 
the users of the book will find compensation for the delay 
in the extra information the author has been able to include 
concerning therapeutical progress subsequent to the issue of 
the 1914 Pharmacopoeia. 

No change has been made in the general arrangement of 
the book as a work of reference ; thus, a practitioner who has 
been familiar with “Squire" through one edition after another 
will know precisely where to find what he wants in the 
nineteenth edition. As formerly, the monograph on each 
substance gives first the Latin title, then the English 
title, then the French, German, Italian, and Spanish 
names under which the drug or its preparations are 
known; then follows a short description of the drng 
and, in the generality of cases, a short account of its usual 
method of preparation, solubility, medicinal properties, dose, 
prescribing notes, incompatibles, official preparations, pre¬ 
parations that are not official, antidotes, and other informa¬ 
tion. The medical portion of the book has been revised by 
Dr. Taylor Grant, and the notes on the medicinal properties 
of the drugs are really concentrated accounts of all that is 
worth knowing—for practical purposes—of the drugs in 
question. To prescribers these notes are very valuable, and 
hardly less useful are the prescribing notes which represent 
Mr. Squire’s personal experience of over 40 years in the 
dispensing of prescriptions Perhaps it is that pharmacists 
are rather shy about making suggestions to medical men, but 
authors of books of this class are not over-generous in their 
prescribing hints. And so we make the suggestion to Mr. Squire 
that in a future edition practitioners would welcome the 
inclusion in these notes of an occasional model prescription ; 
for thoughtful practitioners recognise that the pharmacist 
often knows more about the art of combining drugs than 
does the doctor. The objection might perhaps be made that 
the book is already big enough, but a few extra pages 
would not noticeably add to its size, while they might 
add greatly to its usefulness. 

The changes that have been made in the 1898 and 1914 
British Pharmacopoeias, the alterations in the strength of the 
various preparations, are clearly indicated. One of the dis¬ 
tinctive features of the first edition of “ Squire’s Companion, ” 
published more than 50 years ago, was the note on solubility, 
and this has continued to be a feature through all subsequent 
editions ; these solubility figures are very useful to pre¬ 
scribers, and in the present volume is included a number 
of figures specially determined for the nineteenth edition, 
and in any cases of doubt previous figures have either been 
confirmed or new figures have been introduced. The 
paragraphs dealing with “tests” have been re-written. 
.Besides constituting a critical comparison between the tests 


of the British Pharmacopoeia and those of the United States 
and German pharmacopoeias, they contain many references 
to work done in Mr. Squire’s laboratory. The section on 
chemicals and reagents used in qualitative testing, volumetric 
analysis, and so on, is of greater interest to pharmacists than 
to medical men, but it may be added that this section has 
been improved considerably. Dr. R. T. Hewlett has revised 
the useful chapter on therapeutic agents of microbial origin. 


The Mortality from Cancer throughout the World. 

By F. L. Hoffmann. LL.D. New Jersey, U.S.A. : The 

Prudential Press. 1915. Pp. xv.-826. 

The bulky volume on cancer mortality published by the 
Prudential Insurance Company of America comprises 220 
pages of letterpress by Dr. Hoffmann and 600 pages of 
appendices and index giving statistical data on the subject 
from many countries for a varying number of recent years. 
Dr. Hoffmann is firmly convinced that the recorded increase 
in cancer mortality throughout the world denotes a real 
increase in the frequency of the disease, and this volume, 
although “primarily intended to supply the necessary data 
for a scientific study of the cancer problem from the 
statistical point of view,” in reality marshals the most 
heterogeneous data in support of this conviction. Through¬ 
out the book one is reminded again and again of the 
pre-eminent position taken by the work of English statis¬ 
ticians in the long-drawn-out discussion of this thorny 
problem. The reports of the Registrar-General, King and 
Newsholme, and the Imperial Cancer Research Fund’s 
publications are referred to repeatedly, and the guarded 
statements of the Fund’s reports on the significance of the 
recorded increase in cancer mortality are criticised with 
mnch energy. 

Although the importance of actuarial correction for age 
and sex is insisted upon, many of the tables merely give 
crude rates obtained by multiplying the total deaths from 
cancer by 100,000 and dividing by the total population. It 
would have been preferable to exclude the data from those 
countries in which some kind of actuarial correction for age 
and sex is impossible rather than increase the bulk of the 
data by sacrificing accuracy and possibility of comparison. 
The fact is undoubted that when all possible actuarial 
corrections have been made the cancer mortality of 
most countries shows a definite increase, and the crux 
of the problem lies in the difficulty of estimating 
the fraction of the increase which should be attributed 
to improvements in diagnosis and in registration of the 
causes of death. To take an extreme example, the mortality 
from cancer in Manila rose from 15-8 per 100,000 of popula¬ 
tion in 1905 to 30 7 in 1910. No one is so foolish as to 
believe that cancer has doubled in frequency in the Philip¬ 
pine Islands during five years of American administration. 
In a less degree the same difficulty of interpretation of cancer 
statistics adheres to the data from countries such as England 
and Wales and the United States. It is also interesting to 
note that the cancer death-rate has diminished during the 
last ten years in Switzerland, the country with the highest 
rate. Does this indicate a diminution in the frequency 
of cancer in Switzerland 1 The tables published by Dr. 
Hoffmann do not solve either of these problems, nor is it 
justifiable to brush the Swiss figures aside on the assumption 
that, the cancer-rate in that country being double the average 
for all other countries and having reached a maximum, it 
must diminish. As cancer accounts for about one-tenth of 
deaths from all causes there is room, even in Switzerland, for 
a measurable increase. 

The data are not available, nor is the time yet ripe for a 
conclusive discussion of the full significance of the recorded 
increase of cancer mortality and the volume under review, 
while giving much of the available data in compact form, 
merely emphasises how far we are still removed from an 
objective survey of deaths from cancer. The book is well 
printed and most carefully revised, but a larger format would 
have facilitated reference to the longer tables. 


JOURNALS. 

Parasitology. Vol. VIII., No. 4. June, 1916. Cambridge 
University Press. Price 10s. net.—In this issue there is an im¬ 
portant article by Dr.G. S. Graham-Smith, entitled “Observa¬ 
tions on the Habits and Parasites of Common Flies. ” The work 
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described in the paper has engaged the author during the 
period between 1912 and the date of publication, and many of 
the results obtained should prove of unusual interest to those 
employed in public health work. The more important of the 
conclusions arrived at by the author may be briefly sum¬ 
marised as follows: 1. Amongst the common species of flies 
it was found that the majority passed the winter as pupee or, 
rarely, as larva; which pupate in the spring. The pupae or 
larvae are usually buried within two or three inches of the 
surface of the ground, but occasionally are found on the 
surface in sheltered positions. 2. The wintering habits 
of Musca domestioa are still obscure. 3. The emergence 
of the “ winter ” pupae is dependent upon the mean 
temperature of the immediate surroundings reaching a 
certain “critical" point, which differs for each species. 
The “ critical ’’ point for Calliphora erythroccphala, 
Fannia manioata , and F. sealant is about 48°-50° F. 
4. Flies emerging from “winter” pupre are always more 
hardy than those of subsequent generations. The males 
usually emerge before the females. 5. The author’s observa¬ 
tions on blow-flies, confined in a large, open-air, protected 
cage, lead him to believe that “ the estimations of the 
multiplication of flies” made by Howard and Fabre “ are 
very much exaggerated.” 6. The normal duration of life of 
the blow-fly, in summer, is about 30 days, The influence of 
the weather on the death-rate of flies is dealt with and the 
greatest mortality was found to occur on sultry days. 7. Of 
the flies which enter houses, only M. domestica remains for 
any long period. C. erythroccphala enters for the purpose of 
ovipositing on meat, S. caloitrans for temporary shelter, and 
F. canicularit “for some purpose at present unknown.” The 
author suggests that M. domestica requires a high temperature 
for the development of its eggs and remains indoors until 
ready to oviposit. 8. Amongst the more important agents 
which tend to limit the numbers of flies are braconid and 
chalcid parasites, which bring about the destruction of large 
numbers of larva; and pupae. The braconids, A. manducator 
and A. cephalotes , and the chalcid, M. aoasta, hibernate in 
the fly puparia as larvae ; and experimental work with a 
view to the destruction of flies by their agency, is now 
being carried on. The author also deals with the part which 
flies play in the distribution of pathogenic bacteria, and 
points out that “all species of flies which visit excrement 
and decaying animal matter also visit ripe fruit.” He adds 
that 1 • great contamination of fruit on trees and exposed for 
sale in shops with faecal and putrefactive bacteria is caused 
by flies and wasps." Numerous charts and illustrations 
accompany the article, which contains much valuable 
information for the practical sanitarian. 

Journal of Cancer Research. Vol. I., No. 2, 1916.—The 
second number of the new Journal of Cancer Research begins 
with an interesting review of tumour immunity, by Dr. 
Tyzzer. Starting from the conception, first clearly enunciated 
by Russell, that natural resistance to tumour inoculation is 
merely the consequence of capacity to react with immunity 
to tumour inoculation and susceptibility the failure of this 
reaction, Dr. Tyzzer utilises the varying resistance of several 
strains of mice to one tumour strain to analyse tumour 
immunity, and to throw light on the nature of cancer. By 
carefully planned and recorded breeding experiments it is 
shown that resistance is not transmitted as a Mendelian 
character when resistant and susceptible strains are crossed, 
and the conclusion is drawn that resistance depends on 
the cooperation of a number of independent factors. 
Tumours themselves are regarded as “somatic mutations” 
arising in the body cells and breeding true on propagation. 
Dr. E. T. Bell and Dr. A. T. Henrici describe two renal 
tumours from the rabbit. The first of these corresponded in 
structure to the adeno-sarcomata of man, with undifferen¬ 
tiated cell masses tending to develop tubules and indications 
of glomeruli. The second case was of similar type but 
rather more tubular in structure. The authors suggest the name 
Nephroblastoma for tumours of this type. Dr. K. A. Lambert 
gives a general survey of the application of in intro culture 
to cancer problems. Five cases of thyroid tumour in the sea 
bass (Serranus scriba and cabrilla) are described and figured 
by Dr. Marsh and Dr. Vouwiller. In structure the tumours 
varied from colloid goitres to adenoma, and there was no 
definite evidence of malignancy. Professor Gaylord adds 
remarks on thyroid enlargement in fish. The effects of 
cancer tissue on protozoa are utilised by Professor G. N. 
Galkins to study the biochemical differences between normal 


and tumour tissue. He finds that cancer tissue added to 
cultures of Didynium nasutum, a predatory infusorian, stimu¬ 
lates the rate of division in moderate doses more than does 
extract of normal epithelium. Larger doses have a lethal 
action, absent when normal tissue is used. The results are 
correlated with the role of products of tissue autolysis in 
chronic irritation associated with the development of cancer. 
The last paper, by Dr. Erwin F. Smith, deals with crown 
gall of plants and its relation to human cancer. The plant 
tumours due to Bact. tumefaciens are well described and 
figured, and the view put forward that the tumours of man 
and animals are due to a similar organism. 


Jlch) Indentions. 

A WRISTLET LIGATURE HOLDER. 

I have used the wristlet ligature holder here illustrated 
for many months, and find it very convenient as a time¬ 
saving device where a number 
of bleeding points have to be 
tied in the course, for example, 
of such operations as removal of 
the breast, glands in the neck, 
and thyroidectomy. The lid is 
removable, and when secured by 
a bayonet catch leaves a small 
slit-like aperture through which 
the ligature material emerges. 
Owing to its small bulk it can 
be worn throughout an operation 
without inconvenience. The 
skeleton reels are removable r 
and a number can be kept ready 
wound and sterilised. A reel 
will easily hold 40 feet of a 
fine thread. If gut be used, 
iodine should not be utilised in its preparation, owing to its 
action on the metal. 

The instrument has been made to my design by Messrs. 
Meyer and Meltzer, of Great Portland-street, W. 

Percival P. Cole, M.B. CH.B.Birm., F.R.C S. Eng. 
Queen Anne-street, W. . 



AN EGG-CUP FOR SINGLE-HANDED USE. 

An egg-cup for the use of men with only one arm has 
been designed by Mr. Magnus Volk, R.A.M.C., voluntary 
worker by Fig. x 

appointment at ^ - 

the 2nd Eastern : 

General Hospital, e -- 

Brighton. The eiaf • 

cup is a wooden ’%£s- 

disc, 5 inches in 

diameter, with ’ 

feet. The essen¬ 
tial features are shown in the perspective view, Fig. I, 
and the section. Fig. 2, showing rubber feet projecting 
jf I(} g one-sixteenth of 

an inch. The cup 
\ sits firmly on the 

\ tablecloth even 

■ N. when only one 

, hand is used, and 
g™ 1 the hollow is deep 

- B&j 1 enough for the 

contained egg not 

to tilt. The cup has proved most useful to crippled men in 
the hospital. The illustrations are one-third natural size. 


n 


The New Hull Sanatorium.—T he new sana¬ 
torium erected by the Hull corporation on the Cottingham 
Castle estate, the foundation-stone of which was laid by the 
King in 1914, was opened by the Lord Mayor of Hull on 
August 5th. It covers 100 acres and has cost £25,238, of 
which £10,800 have been paid by the Government. The 
buildings consist of an administrative block, with pavilions- 
for males and females and a hospital for advanced cases. 
The pavilions provide for 80 beds and the hospital block for 
40 beds. 





The Lancet,] 


THE LANCET GENERAL ADVERTISER 


[AUGUST 19, 1916 


THE TREATMENT OF V ENEREAL DISEASE 

STERILIZABLE OUTFIT 

For Dilute Intravenous Injection of GALYL or other Solutions* 


Portable Oak Case 
10" x 5", con¬ 
taining : 

1 250 c.c. Graduated 
Ampoule with 
rubber stopper and 
glass tube. 

1 100 c.c. Graduated 
Measure. 

1 Suspension Strap. 

1 Descending Tube 
with Index and 
glass nozzle, fitted 
with short bevelled 
iteel needle. 

1 hoz. bottle Iod£ol 
for sterilizing 
puncture area. 



1 Packet Silver 
Threads for the 
needle. 

1 Plated Tube-clip to 
regulate flow, 
workable with one 
hand. 

1 Glass Stirring-rod. 

1 Glass Funnel for 
filtering. 

1 Packet Sterilized 
Cotton-wool. 


Price, complete aa 
above, 30/- 

(Special Platinum 
(Needle 7/6 extra.) 


GALYL 


ROYAL COMMISSION ON VENEREAL DISEASES. Final Report of the Commissioners. 
SUBSTITUTES FOR SALVARSAN. 

.. another French substitute, GALYL, a oompound of arsenic and phosphorus, has recently come Into prominence, and Us use has been 
'•attended with considerable ^success. 

“ Favourable reports have also been obtained regarding the preparation GALYL. At the Male Lock Hospital 1000 in jections of thiB substance 
have been administered, and it is reported that they have been attended with as good results as in the cases treated by Salvarsan and 
■■ Neosalvarsan ; in no instance were the lnjeotlons followed by reactions indicative ot arsenic poleonlng. 

Equally favourable results have been obtained with GALYL In the Military and Naval Medical Services and most of the large general hospitals. 


FORMS. 

FOR DILUTE INTRAVENOUS INJECTION.—In ampoules containing GALYL and the necessary dose of sodium carbonate, sterile distilled 
water only being required to prepare the injection. 

FOR CONCENTRATED INTRAVENOUS INJECTION.—In Outfits containing : one Hast with GALYL, one ampoule sterile carbonated ser um 
one niter. Doses ... 0T0 0 15 0 20 0'25 0 30 0 35 0 40 

FOR INTRAMUSCULAR INJECTIONS.-ln ampoules containing an oily emulsion of GALYL. Doses_^ 0'20 0'30 0*40 


POCKET CASE. 

Containing the entire instruments 
(sterilizable) necessary for adminis¬ 
tering a concentrated intravenous 
injection of GALYL or other 
solution. 

1 Indiarubber Tube for constricting the 
arm. 

1 Clamp for fixing the rubber band. 

1 Glass Syringe of 10 c.c. capacity. 



1 Platlnum-lrldlum Needle, length 
4 cm., diameter 0’9, with short 
bevelled joint and special barrel. 
Attachable to the syringe without any 
additional junction. 

1 Nickel-plated Case to hold all the 
above. 

1 Chamois Leather Pouch. 

1 Glass Filtering Tube, with rubber 
attachment. 

Price complete - - 30/- 


THE ANGLO-FRENCH DRUG CO., Ltd. (late M. Bresillon & Co.), 
Telegrams: “ Ampsalvas, Loudon.” 


Gam age Building, Holborn, London, E.C. 

'Phone: Holborn 1311. 
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“ SANITAS* FLUID .” the non-poisonous DISINFECTANT for 
Washing the Sick, Dressing Wounds, Mouth and Throat 
Wash, Purifying the Air by Oxygenation, and Spraying 
Sick Rooms. (Sprays 3/- each.) 


“ SANITAS OIL. ” for Inhalations in Lung and Throat Trouble. 

“ SAN ITAS"SYPOL ”—an improved LYSOL (Introduced by us 
in 1902). 

Makes a Clear and Bright Solution for Antiseptic Surgery. 


cc 


SANITAS-OKOL 


H 


(EMULSION) 

“ SAN ITAS-BACTOX ” 

(HOMOGENEOUS) 

“ SANITAS POWDER ” for Dry Disinfection—much stronger 
than Carbolic Powders. 


Phenoloid Disinfectants from 18 to 
20 times the co-efficiency of 
Pure Carbolic Acid. 


“ SANITAS” SOAPS . Hard, Soft, Toilet and Animal. 

“ SANITAS SULPHUR CANDLES” (Klngzelt’s Patents), 

for Fumigation. 

“ SANITAS FORMIGATORS ” (Kingzett’s Patents), for Formic 
Fumigation. 

“ SANITAS” POLISHES (DISINFECTANT), for Floors and 
Furniturfe and for Hospitals, Workhouses, &c. 

“ PEROXIDE OF HYDROGEN ” (Kingzett’s Preserved 

Quality). 
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The “SANITAS” CO., Ltd., 

LIMEHOUSE, LONDON, E. 

Disinfectant Manufacturers, by Appointment, to H.M. THE KING. 
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The Manufacturing Chemist and 
His Opportunity. 

If we may judge from the prodigious scale on 
which munitions are now being made in this 
country very little fear need be entertained that 
the manufacturing chemist and his staff will fail 
us in the time of peace. If swords can be made 
so can ploughshares. It must be remembered 
that behind all this gallant army of workers 
is the man of technical knowledge, who, to the 
surprise of many, has compounded his ingredients 
with the same success on the stupendous scale 
necessitated by the war as on the more moderate 
scale demanded by peace. This fact we feel bound 
to accept as a welcome sign of the skill and 
captfbility of our experts who, being caught in 
the sudden demands of an enormous emergency, 
were not found wanting. Surely the same willing¬ 
ness and devotion will be found when all arms 
are laid down, and when the consideration will 
be to beat the enemy in regard to the supply 
of peace munitions, of drugs, and of medicinals— 
things the manufacture of which, owing to our 
lethargy in the past, he has been able practically 
to monopolise. 

Signs are not wanting that we are advancing in 
this direction, for prices are falling on certain com¬ 
modities which formerly we derived wholly from 
the enemy; and we have reason for believing that 
British manufacturers are turning serious atten¬ 
tion to the production of a great many articles 
of medicinal, industrial, and domestic importance. 
Slowly but surely are being laid the foundations of 
new industries which it is hoped will render us 
independent, at all events in many directions, of 
external supplies. A serious difficulty in such 
enterprises will of course arise where nature has 
not endowed us with a large amount of raw 
material, but it is good to know that in many cases 
our opportunities are equal'to, if not greater than, 
the enemy's. A special fiscal policy to meet the 
case may be required, and will undoubtedly be 
forthcoming if needed. That is a matter we do 
not discuss; what we desire to point out is that 
there are just as clever and capable chemists in 
this country as in any other, who, if only they 
are given the same facilities, opportunities, and 
financial backing as the manufacturing chemists 
in Germany, for example, receive, would occupy 
the premier position. This position is still held 
by us as discoverers and pioneers of research. Here 
we have never lost predominance, but we have 
lost industrial supremacy owing to a steady and 
persistent refusal of the State to afford capital and 
encouragement necessary to sustain work and to 


bring it into the provinces of practical application. 
The ground in many directions is being prepared, 
and if our manufacturers can be guaranteed that 
capital outlay on new extensions of business is 
not going to be destroyed by unfair competition 
when the war is over, we know that they will 
prove themselves capable of turning out goods of 
the highest standard. In proof we may mention 
the rapid strides which the glass trade is making 
in supplying glassware equal in all detailed 
particulars to material hitherto obtained from 
the enemy. Apart from special glass required in 
industrial applications, we find that many of our 
glass-making firms are undertaking the manufacture 
of glass adapted for pharmaceutical purposes, optical 
lenses, X ray bulbs, thermometers, “ shell ” for the 
artificial human eye, glass also for the artificial 
lens, things never made a special department of 
before in the history of glass manufacture in this 
country. This is only one example of the spirit 
that is steadily and surely growing amongst our 
chemists and manufacturers, and w’e may be sure 
that the same spirit is active in other departments 
of our industries. 

It is the great demand for munitions which 
makes it difficult to manufacture freely just now 
many well-known medicinals and chemicals. The 
curious fact is that the basis of munitions and of 
certain drugs is one and the same thing. To take 
an example, the salicylates have as their starting 
point phenol, but so has picric acid. The urgency of 
things gives the first call to an explosive and not 
to a drug, and so salicylic acid, aceto-salicylic 
acid, and the salicylates are rare and dear. This, of 
course, is no reproach to our chemists; they cannot 
make munitions and drugs at the same time when 
the raw material of both is the same, and when to 
finish the war at the earliest possible date is the 
supreme consideration. Yet another example is 
that of benzene and its homologues; they are the 
foundation of dye-making, and are also the basis of 
the great nitro-explosives of the type of T.N.T., and 
for the moment the need of the explosive is more 
urgent than the need of the dye. But we may 
reasonably expect that the lesson of the war is 
not going to be lost by the leaders of our chemical 
industries, and it is to be hoped that they will receive 
the support of our administrators. Materials, finan¬ 
cial backing, and all-round fair dealing are the 
things that are asked, and our brains and workers 
will not fail us. 


The Status of the Certified Midwife. 

It is now 14 years since the provisions of the 
Midwives Act came into force in this country, and 
during this time the status of the certified midwife 
has gradually become more definite and the dis¬ 
tinction more clear between her functions and 
those of the uncertified maternity nurse. The 
same provisions have recently been extended to 
Scotland by the Midwives (Scotland) Act of 1915, 
with the modifications suggested by experience, and 
legislation in similar form will shortly come into 
force in Ireland. The Midwives Acts prohibit any 
woman who is not certified under the Acts from 
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habitually and for gain attending women in child¬ 
birth otherwise than under the direction of a 
qualified medical practitioner, but we repeat it 
because the meaning of the law appears to 
escape some doctors. In certain disciplinary cases 
which the General Medical Council have recently 
had before them it has been shown that un¬ 
certified women have been in effect enabled to 
defy the law through the countenance, assistance, 
or connivance of qualified medical practitioners. 
This has been done either by practitioners paying 
perfunctory visits to confinement cases and signing 
legal certificates and kindred documents required— 
for example, in relation to National Health In¬ 
surance or notification to authorites—or by their 
countenancing in other ways a pretence that the 
uncertified woman was acting under the direction 
of a qualified medical practitioner. In some of 
the cases of this latter sort which have come to 
our knowledge the practitioner has acted in¬ 
advertently and without understanding the full 
mischievousness of his procedure, but in other 
cases this could hardly be pleaded. 

The Executive Committee of the General Medical 
Council has now characterised such conduct as 
discreditable and tending to the defeat of the 
due working of Acts of Parliament which are 
of the utmost importance to the welfare of the 
poorer classes and therefore of the nation, par¬ 
ticularly at the present time. The Executive Com¬ 
mittee has therefore framed a draft notice for 
presentation to the Council at the November session 
stating that any registered practitioner who is 
proved to have covered an uncertified woman in 
the manner indicated will be liable, after the 
notice has been ratified by the Council, to have his 
name removed from the Medical Register. The 
covering letter which will accompany this notice 
when issued adds that the General Medical Council 
regards it as the duty of registered medical prac¬ 
titioners to cooperate with the constituted autho¬ 
rities in helping to secure the strict and 
effective administration of the Midwives Acts. 
That the practitioner's duty and enlightened 
interest here coincide can hardly be a matter for 
doubt at the present time. There are far too few 
civilian practitioners now available to attend all 
the parturient women in the country, and if the 
medical man cannot attend a labour himself he 
should prefer the attendance of a woman with at 
all events the standard of attainment implied by 
the possession of the Central Midwives Boards 
certificate. A certain conservatism in favour of old- 
established practices, some still surviving anxiety 
regarding the competition of the certified midwife, 
or even ignorance of the provisions of the Act, may 
have resulted in the covering of an uncertified 
woman. But the medical practitioner cannot any 
longer consistently with medical ethics or the law 
of the land give the uncertified woman the 
support of his authority unless he actually takes 
charge of the case himself. 

It may be felt that the penal provisions of the 
Midwives Acts, and the suggested notice of the 
General Medical Council press hardly upon patient 
and doctor in cases of emergency, and where the 


supply of certified women is not equal to the 
demand for them. That this has not been for¬ 
gotten is evidenced by a sentence in the covering 
letter calling the practitioner’s attention to the fact 
that the penal provisions of the Acts do not apply 
to anyone rendering assistance in a case of emer¬ 
gency. The position of the medical practitioner in 
regard to the obtaining of assistance from maternity 
nurses who are not registered by the Central 
Midwives Board, or whose names have been removed 
from the Register has recently been elucidated in a 
correspondence which appeared in our columns 
between a practitioner and the President of the 
Board. Sir Francis Champneys stated that there 
was nothing to prevent a woman whose name had 
been struck off the Midwives Roll, or who had 
resigned, from acting as a monthly nurse under the 
instructions of the practitioner, with the proviso 
that the practitioner undertakes to attend the con¬ 
finement whenever it occurs (day or night), even if 
normal. The Central Midwives Board in any case 
of dispute acts on the principle that the case 
belongs to the person who has undertaken to 
attend the confinement. We think the medical 
profession may rest assured that their interests 
have been fairly considered by the constituted 
authorities. • 




Ne quid nimls.” 


SOLDIERS AND THE LAND. 

A conference has been sitting recently to con¬ 
sider questions connected with rural reform, and 
among other points to which its attention has been 
directed has been the part to be played in rural 
reform by those who, when the war has finally 
ended, will be discharged from their country's 
service. At the conference, which owed its origin 
to the Garden Cities and Town Planning Associa¬ 
tion, the importance of rapidly developing facilities 
for small holdings was insisted upon, but evidently 
doubts were felt as to the fitness of the class indi¬ 
cated for working small holdings and making a 
living out of them. The conference, therefore, lias 
reoorded a conviction that— 

1. For ex-service men desiring to live on the land in the 
home country employment at wages, whether on farms or 
in schemes of reclamation or afforestation, affords the only 
practicable opportunity, at any rate in the first instance. 

2. That urban ex-service men will not accept such employ¬ 
ment unless wages and houses are greatly better than they 
were on the average before the war. 

3. That both in recognition of the services of our sailors 
and soldiers and on grounds of national expediency the 
need of a Government policy and legislation to effect such 
improvement in wages and housing is immediate and urgent. 

We are not prepared in any way to dispute the 
correctness of the conclusions arrived at, and regret 
the difficulties which are thus clearly indicated as 
lying in the path of a “ back-to-the-land policy" 
and of its general and immediate development. 
A vista of contentious political questions is at once 
opened up. Can increased wages and better 
housing accommodation be provided by agriculture 
from its own resources, or would it be necessary to 
compass the desired result by means of State 
subsidies or protective measures at the expense of 
the community in general ? The columns of 
The Lancet are not adapted to the discussion of 
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such topics, and we can only record our opinion 
that “ on grounds of national expediency ” an 
extensive re-migration of the urban population to 
rural districts is greatly to be desired. It should 
find there the opportunity to live a healthier life 
than is possible in our great cities, but it will 
not find it easy to accumulate wealth, and 
there will be little in the way of the amusement 
to which it is accustomed to tempt it to remain. 
It should by its labours increase the food-supply of 
our cities and thus afford a better chance of 
healthy life to the workers remaining in them. 
This in itself would tend to compensate the country 
for any expenditure. The difficulty, however, of dis¬ 
cussing questions of this kind is great on account 
of the uncertainty as to what the position of our 
great trades and manufacturing industries will be 
when peace comes, and as to the temptations which 
they will be able to offer to their workers to 
remain with them. _ 


A GERMAN DOCTOR'S EXPERIENCES IN LONDON 
DURING THE WAR. 

Dr. J. P. zum Busch has contributed to the 
Deutsche Medizinische Wochcnschrift his experi¬ 
ences in England during the past two years. He is 
a medical graduate of Freiburg and a Member of 
the Royal College of Surgeons of England of many 
years’ standing, and was for over 22 years prior to 
the war honorary surgeon to the German Hospital 
in London. He remained at his post until the 
beginning of May of this year. At the outbreak of 
the war, while the work of the hospital was much 
increased, the staff became more and more limited 
by resignations. At the same time the number of 
occupied beds was increased from 160 to 200. Dr. 
zum Busch became himself resident at the hospital 
in order to assist with the pressure of work, 
especially at night. He states that after labour¬ 
ing continuously for a year and three-quarters, 
during which time he “ saw no green field ” 
(his passport limiting him to a radius of 8 kilo¬ 
metres), he was interned at Stratford at three days’ 
notice and repatriated on June 21st, owing, as the 
editor of the Deutsche Medizinische Wochenachrift 
alleges, to representations made by himself, this 
being an entirely#gratuitous and unlikely assump¬ 
tion. Dr. zum Busch has for many years contributed 
letters on current affairs in England to the German 
journal, and this latest communication is entitled 
“ My last letter from England.” He naturally 
writes with considerable freedom to a circle of 
readers whom he knows to be sympathetic. He 
describes the disabilities under which the hospital 
laboured, criticises the restrictions imposed upon 
its work, and gives a vivid picture of the life in 
an internment camp, as he himself experienced 
it. Dr. zum Busch states that life would have 
been quite insupportable for him if he had 
not found constant comfort in his work and in the 
marks of kindness and affection shown him again 
and again by his good English friends. But he 
records with feeling that on the occasion of his 
internment no word of regret reached him from 
the management of the hospital for which he had 
laboured so long. The editor of the Deutsche 
Medizinische Wochcnschrift, who contributes from 
week to week caustic editorial comments on the 
general as well as the medical aspects of the war, 
dots his colleague’s i’s to some purpose and ex¬ 
presses the conviction that his last English letter 
will remain as documentary evidence of “ British 
humanity and gratitude.” 


ACUTE POLIOMYELITIS. 

The official weekly bulletin of the New York City 
Health Department for July 22nd has just reached 
us, and confirms the existence in New York of an 
epidemic of poliomyelitis which the telegrams 
have already foreshadowed. Attention in this 
country has been called to the epidemic by the 
distressing news that the daughter-in-law of the 
American Ambassador in London has succumbed 
to the complaint. For the week ending July 15th, 
933 cases of poliomyelitis were notified, being 
considerably more than the sum of notifications 
of diphtheria, measles, and scarlet fever. During 
the same week 169 deaths occurred, as against 52 
from all other infectious diseases. 143 of these 
were under 5 years of age, 25 between 5 and 15, 
and only 1 above this age. Of the 169 deaths 
109 were boys and 60 girls. The bulletin con¬ 
tains information for the public regarding the 
disease and suggestions how to guard against 
it. Amongst the latter are contained the injunc¬ 
tions : “ Keep your children by themselves as 

much as possible, do not allow them to visit 
stuffy moving-picture shows or other places where 
there may be a large gathering of children. Children 
should not be kept in the house; they should be 
out of doors as much as possible and not in active 
contact with other children of the neighbourhood. 
Do not take your children with you when you go 
shopping; do not allow your children to be kissed. 
Remember that children need fresh air in the 
summer time, and outdoor life is one of the best 
ways to avoid disease.” The bulletin adds that it is 
perfectly safe for the children to frequent parks 
and playgrounds if only two or three of them play 
together, but that they should not play in large 
groups and should not come in contact with 
children from other parts of the city. These 
measures contain nothing new, but are instructive 
as being the advice of a public health department 
in view of an unprecedented outbreak. For the 
instruction of medical men a number of clinics have 
been arranged at the various hospitals of the city, 
in many cases daily demonstrations being given. 


IN HONOUR OF VERDUN. 

“ A Tribute in Honour of France, July 14th, 
1916,” is a pamphlet describing how France 
obtained Metz and Verdun, written by Sir Henry 
Morris, and sold for the benefit of the Red Cross 
Fund by Messrs. John Bale, Sons, and Danielsson. 
The pamphlet arose out of a correspondence in the 
Times alluding to the eating of the bodies of the 
slain during the siege of Breisach in 1638. A 
quotation was made by a correspondent from 
“ Professor Blackie’s Letters,” published in 1910, 
alleging that Metz was stolen from Germany some 
200 years ago by Louis XIV. Sir Henry Morris, in 
a reasoned reply, compares the history of Metz and 
Breisach and shows that Professor Blackie made a 
mistake. Further, he gives concisely the early, 
mediaival, and modern history of Metz, and 
describes how France obtained Verdun. The 
statement is often made that in 1552 Metz was 
treacherously taken possession of by the French, and 
that although Charles V. besieged it the French kept 
it till it was ceded to them formally in the year 1648 
by the Peace of Westphalia. It is not clear what 
is meant exactly by the word “ treacherously" in 
this connexion. Our notion of national patriotism 
has been of gradual growth, and there is no doubt 
that in the sixteenth and seventeenth centuries 
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many cities still retained such pride in their own 
independence and importance that their individual 
history was altered by their attitude towards their 
big neighbours. Sir Henry Morris’s historical note 
is most interesting, and will be read by many now 
that the word Verdun is not only on all our lips 
but speaks to our warmest feelings. 


THE METROPOLITAN WATER-SUPPLY. 

During the month of May the mean rainfall over 
the Thames basin was 2'06 inches, which represents 
0T0 inch above the average mean rainfall for this 
month during the previous 33 years. With in¬ 
creased rainfall there is generally shown to be a de¬ 
terioration in the chemical quality of the raw river 
waters in some respects. The results of the chemical 
examination during May showed that the raw Lee 
water deteriorated as judged by the albuminoid 
nitrogen, permanganate, and colour tests, but there 
was no change with regard to its turbidity. The 
raw Thames and New River supplies similarly 
deteriorated in quality as judged by the albuminoid 
nitrogen tests, but improved as regards the per¬ 
manganate, turbidity, and colour tests. The samples 
collected at the different works were, generally 
speaking, clear, bright, and free from suspended 
matter, the filtered waters in fact showing an 
improvement in quality during the month as 
judged by the albuminoid nitrogen, permanganate, 
and colour tests. All three raw waters contained 
more bacteria than their respective averages, 
while the filtered waters, generally speaking, 
yielded not unsatisfactory results, as will be 
seen from the following statement. Whereas 78'3, 
86'9, and 34’8 per cent, of the samples of raw 
Thames, Lee, and New River water respectively 
contained typical R. coli in 1 c.c. (or less) of water, 
90'9, 60'9, and 93’9 per cent, of the filter water 
derived from these supplies (placing them in the 
same order as above) contained no typical B. coli 
even in 100 times as much water—namely, 100 c.c. 

CHINA AND WESTERN MEDICINE. 

Native medical practice in China is still founded 
on Taoism, which became in the hands of its later 
interpreters a quest for a kind of philosopher’s 
stone to induce long life. The text-books are those 
of a thousand years before the Christian era, and 
nothing of modern application, except perhaps 
acupuncture, has emerged from them. It now 
appears that the medicine of the Western world 
is beginning to take firm root, a fact to which 
fresh testimony is borne by the holding of the first 
annual conference of the National Medical Associa¬ 
tion of China, of which we publish a report in 
another column. The report is belated, but the 
postal facilities of the world have been much 
curtailed of late, and the internal condition of 
China very disturbed. The free interchange of 
thought and opinion has largely homogenised 
thought and practice in this country during the 
last half century, and international conferences 
had begun to do the same for Europe before the 
war broke out; fox it had already become possible 
for a student with a smattering of a foreign 
tongue to spend with advantage one or more 
semesters at a university other than his own 
without finding the medical and surgical practice 
too foreign for him to assimilate. The foundations 
of similar things are now being laid in China, and, 
if recent experience does not mislead, the super¬ 
structure is likely to rise rapidly. Dr. Yen, in his 


presidential address to the association, spoke of some 
of the public health problems to be faced in China, 
which are seen to be the same wherever the culture 
of the Occident has penetrated. The consumption 
of alcohol and of patent medicines seems fated at 
first to rise as the level of civilisation, in our 
modern conception of the word, rises. It is dis¬ 
creditable to Western pioneers that this should be 
so, and we trust that China may find a short way 
of dealing with the evils. Allusion was made at the 
conference to many familiar Western problems : it 
was stated, for instance, that an attempt to train 
the old-fashioned nurse to become a clean and 
efficient midwife had failed in China. The in¬ 
stitution of a State Medical Service to meet the 
necessities of public and private practice was pro¬ 
posed, and it is possible that in a country with no 
old conceptions of medical practice, and no vested 
interests, as we understand them, the drastic 
principles of such a service might be adopted with 
greater ease than thev can be in this country. 


METROPOLITAN HOSPITAL SUNDAY FUND. 

That in spite of the heavy demands made on the 
purses of the charitable in connexion with the 
war, and in spite of the vast increase in the cost of 
living, the sum collected by the Metropolitan Hos¬ 
pital Sunday Fund should have fallen short by only 
£2600 of last year’s total is a great satisfaction to 
the supporters of this valuable charity. The actual 
sum collected for the current year up to the meeting 
of the Council on Tuesday last was £68,000, of which 
£66,430 will be distributed among 248 hospitals, 
convalescent homes, dispensaries, and nursing in¬ 
stitutions, 74 per cent, of the total being applied to 
the purchase of surgical appliances. On the motion 
of Lord Knutsford, the General Purposes Committee 
rvere empowered to consider the advisability of 
having a fixed date for Hospital Sunday during the 
winter months, on the ground that a better response 
to the appeal would result at that season of the 
year. _ 

THE BOARD OF SCIENTIFIC SOCIETIES. 

On the initiative of the Royal Society a Board of 
Scientific Societies has been established for 
the furtherance of the following objects: Pro¬ 
moting the cooperation of those interested in pure 
or applied science; supplying a moans by which 
the scientific opinion of the country may, on 
matters relating to science, industry, and education, 
find effective expression; taking such action as 
may be necessary to promote the application of 
science to our industries and to the service of the 
nation; and discussing scientific questions in 
which international cooperation seems advis¬ 
able. The Board at present consists of repre¬ 
sentatives of 27 scientific, including technical, 
societies. The regulations give power to add 
to this number and to appoint as members of 
subcommittees individuals who are not necessarily 
connected with* any of the constituent societies. 
An executive committee has been appointed con¬ 
sisting of the following members: Sir Joseph 
Thomson, O.M., P.R.S. (chairman), Dr. Dugald Clerk, 
F.R.S., Sir Robert Hadfield, F.R.S., Mr. A. D. Hall, 
F.R.S., Professor Herbert Jackson (honorary secre¬ 
tary), Sir Alfred Keogh, K.C.B., Sir Ray Lankester, 
K.C.B., F.R.S., Professor A. Schuster, Sec.R.S., Sir 
John Snell, Professor E. H. Starling, F.R.S., Lord 
Sydenham, F.R.S., and Mr. R. Threlfall, F.R.S. 
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THE 

SHIAH PILGRIMAGE AND THE SANITARY 
DEFENCES OF MESOPOTAMIA AND 
THE TCJRCO-PERSIAN FRONTIER. 

By F. G. Clemow, M.D. Edin., C.M.G., 

BRITISH DKLKOA.TR TO THE INTERNATIONAL BOARD OF HEALTH AND 
PHYSICIAN TO H.M. EMBASSY. CONSTANTINOPLE. 


III. 1 — The Sanitary Defences on the Turco-Persian 
Frontier. 

The total length of the Turco-Persian frontier, from the 
neighbourhood of Mount Ararat on the north to the Persian 
•Gulf on the south, is approximately 800 miles. The greater part 
of this line—all, indeed, except a short portion at the southern 
extremity—passes through highly mountainous country, in¬ 
habited by nomadic or semi-nomadic Kurdish and Arab tribes. 
The mountains rise in many places to 10,000 or 12,000 feet, and 
are only crossed, at long intervals, by certain more or less well- 
defined routes of communication between the two countries. 
In the report of the Commission of Inspection a careful study 
was made of the principal of these routes, of the various 
tribes living on or near to the frontier line, of their seasonal 
migrations, and of the through movement of passengers and 
pilgrims from one country to the other. Unfortunately, the 
manuscript of this chapter of the report was not saved with 
the other papers, and is still in Constantinople, and it 
cannot be fully reconstructed here. The following state¬ 
ments may, however, be made. 

Firstly, as regards the northern third of the frontier, from 
Ararat southwards to Shemdinan, the sanitary defences 
were dealt with by the earlier Commission, that of July, 
1911, already mentioned in the first of these articles. That 
■Commission found that the sole lazaret in this region, that 
of Kizil-Diz6 near to Bayazid, was in a deplorable condition, 
and recommended the construction of a proper sanitary 
station there and of four secondary stations elsewhere. 

In the southern two-thirds of the frontier, apart from the 
many minor routes of communication already referred to. 
there is but one great line of through traffic—that which 
passes from Kermanshah in Persia, through Kasr-i-Shirin to 
Khanikin, on the Turkish side of the frontier, and thence, 
through Kizil Robat, Shahraban, and Bakuba, to Bagdad. 
As compared with this line, all other routes are of minor 
significance. Along many of them, no doubt, there is a con¬ 
siderable amount of movement of passengers and goods, but 
it is mainly of a local character, and the quantity of what 
may be called long-distance through traffic by these routes 
is apparently very small indeed. In this local movement are 
included the seasonal migrations of the Kurdish or other 
tribes already alluded to. Practically the entirety of the 
Shiah pilgrim traffic, from Persia to the holy places of 
Mesopotamia, passes by the Khanikin route. 

Along this part of the frontier the only existing sanitary 
defence consists of a lazaret at Khanikin and of health offices 
at Rayet, Suleimanieh, and Mendeli ; an office formerly 
existing at Revanduz was done away with a few years ago. 
The personnel of these offices consisted solely of sanitary 
clerks, and sanitary guards mounted or on foot, whose main 
duty it was to collect the sanitary tax of 10 piastres 3 (about 
1*. 8 d.) on all persons, and of 50 piastres on all dead bodies 
entering Turkey from Persia, and of endeavouring to prevent 
“ contraband ” in dead bodies—a subject to be dealt with 
later. Scanty as these sanitary defences may seem for 
for such an immense length of frontier, the Commission did 
not propose to create any new lazarets or sanitary stations, 
save at Mendeli, near the southern end of the line, where 
there is a considerable through movement of both persons 
and dead bodies, and where it was proposed to create a small 
observation and disinfection station. 

It was not recommended to establish new stations at other 
points, as it was held that, on the one hand, the danger to 
public health offered by the small amount of through traffic 
along the various minor routes was not very great, and that, 
on the other, any attempt to subject to proper sanitary 
control the unruly tribes in their seasonal migrations was 
foredoomed to failure, while the practical obstacles in the 

1 Parts I. and II. were published in The Lancet o£ August 12th, 
p. 289. 2 A Turkish piastre is of the value of 2d. 


way of establishing sanitary stations in these remote and 
mountainous districts would have been exceedingly difficult 
to overcome. 

Many of the names mentioned above have recently become 
familiar to the general public, and will become still more so 
as the war progresses. The arrival of Russian forces at 
Revanduz was announced some time ago ; the Russo-Turkish 
battle line has recently swayed between Kermanshah and 
Khanikin ; and we all hope to see the Russian army descend 
from Khanikin to Bagdad by the route already mentioned. 
That route is, and has been in the past, one of the principal 
lines of military invasion, and in like manner it has been 
the most frequent route by which epidemic disease has 
passed from Persia to Turkey, or from Turkey to Persia. 
The Khanikin lazaret has been Turkey's sole defence against 
the former danger ; Persia, on the other hand, has had no 
lazaret upon her side of the frontier, though of recent years 
she has projected the construction of one at or near to 
Kasr-i-Shirin. Disease has as frequently passed in one 
direction as in the other, as will be seen from the following 
brief summary of the history of cholera and plague in the 
frontier region. 

The frontier as a Channel of Importation of Disease. 

In the first great pandemic of cholera, that of 1819-22, the 
disease was imported to the Tigris valley, and in the autumn 
of 1821 passed into Persia, as the result of a war between 
Turkey and Persia. In 1851 cholera was imported from 
Bagdad to Suleimanieh and Revanduz on the frontier, and in 
the following year was epidemic on both sides of the frontier 
line. In 1856 the disease was epidemic in Persia ; from 
Kermanshah it spread to Khanikin. where, as also on the 
road between Khanikin and Bagdad, the pilgrims suffered 
terribly, and later they carried the infection to Bagdad, 
Kerbela, and the Euphrates valley. Cholera followed a 
similar route in 1860. In 1861 it was imported from Persia 
to Mendeli and Bakuba, and thence to Bagdad, Kerbela, and 
Nejof. In 1865 it appears to have crossed the frontier from 
Turkey into Persia, near Suleimanieh. In 1867-69 the 
disease was epidemic in Persia, and is said to have crossed 
the frontier into Turkey from Kermanshah. In 1893 cholera 
appeared in Mendeli and in Khanikin, and as it was already 
epidemic in Persia it was probably imported from there. In 
1904 the epidemic, whose course from Syria to Meso¬ 
potamia in 1903 was traced in the preceding article, was 
apparently introduced into Persia from Turkey and caused 
an excessively severe and fatal epidemic there. In sub¬ 
sequent years cholera was frequently epidemic in Russia and 
occasionally spread thence into Persia and Turkey in Asia ; 
and in 1910 it once more passed down from Kermanshah, 
through Khanikin, to Bagdad. 

During the latter half of last century plague was, as stated 
in the preceding article, endemic and sometimes epidemic, 
at places in the Euphrates valley and on both sides of the 
Turco-Persian frontier. On the Turkish side the principal 
outbreaks occurred in the Hindieh marshes, along the lower 
Euphrates, about Djaara and Shenafieh, in Nejef, in Bagdad, 
at Bedra, Zorbatia and Mendeli near the southern end of the 
frontier, and among the Muntefik tribes. On the Persian 
side there were outbreaks of the disease at Maku, near Lake 
Urumiah, in and near Hamadan, at Saouj-Boulak, Jivanrao, 
Merivan, Uzunderfe, Mahideshtv, and other places along the 
frontier line. The important fact to notice, however, is 
that, while the infection was occasionally carried from one 
side of the frontier to the other, the result was always 
confined to a localised epidemic, and the disease has shown 
no tendency to spread from the centres named to other parts 
of the world. 

The Khanikin Lazaret. 

The utility and necessity of this institution will readily be 
realised from what was said above as to the overwhelming 
importance of the Khanikin-Bagdad route, as compared with 
all others that cross the frontier. This necessity will become 
still greater in future if the various schemes put forward for 
railway development in Turkey and Persia are realised. Of 
these the most important in the present connexion will be 
the proposed extension of the Bagdad Railway to Khanikin 
and Kermanshah. This will start from the main liDe not at 
Bagdad, but at Sumeikha, 60 kilometres north of Bagdad. 
It will cross the Tigris and ultimately join the usual caravan 
route at Kizil Robat, whence it will pass to Khanikin and 
Kermanshah. Meissner Pasha, the chief engineer of the 
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Bagdad Railway (and formerly of the Hedjaz Railway), 
informed me that this line is planned to pass quite close to— 
within 300 metres of—the present lazaret at Khanikin; 
there will, therefore, be no need to transfer the lazaret from 
its present admirable site. 

Other projected railways are destined to increase still 
further the importance of the Khanikin lazaret. The 
principal of these will be the line, already partly opened, 
connecting Julfa on the Russo-Persian frontier, the terminus 
of the Tiflis-Julfa railway, with Tabriz, Hamadan, and 
Kermanshah. The opening of these new railways will 
certainly increase very considerably the number of Shiah 
pilgrims coming from Persia, the Caucasus, and Central 
Asia to the Shiah holy cities of Mesopotamia. This expecta¬ 
tion is based on many precedents. Thus among the many 
striking effects of the opening of the Trans-Siberian Railway 
at the end of last century was a very marked increase in the 
number of pilgrims to Meshed, in northern Persia, close to 
the Russian frontier. There is a famous Shiah shrine 
here, over the tomb of Imam Riza, which has always 
attracted many pilgrims, and which will be referred 
to again in the following article. Notices in the local 
languages were hung in the principal stations of the then 
new railway, and special reduced fares were offered to 
Shiah pilgrims, with the result just stated. So, too, the 
opening of the Hedjaz Railway, which was completed as far 
as Medina in 1908, has led to a large increase in the number 
of pilgrims travelling from Damascus to Medina. Other 
examples of a like nature could be quoted from India and 
elsewhere. 

But the opening of the new and projected railways in 
Persia and Mesopotamia may be confidently expected to 
increase not only the number of Shiah pilgrims to Kerbela and 
Nejef, but also the number of Moslem pilgrims proceeding 
to Mecca and Medina, in spite of the distances involved. 
For with the opening of these new lines such pilgrims 
will be able to travel • by rail from their homes in these 
Asiatic provinces direct to Medina. A glance at the map 
will show that they could take train by the new Persian 
railways to Kermanshah, thence by the Bagdad extension 
line to Bagdad, and thence by the main Bagdad line to 
Aleppo. From there a line connects, through Homs and 
Hama, with Damascus, and from Damascus the Hedjaz 
Railway runs for 800 miles, through “ the desert and the 
sown,” to Medina, and may ultimately be extended to Mecca. 
The great importance of these railways from a public health 
point of view, and the increased danger of the spread of 
epidemic disease by their means are obvious, more particu¬ 
larly as the majority of passengers will be pilgrims, a class 
by whom disease has so often been spread in the past, and 
for whom specially strict measures are always required under 
the International Sanitary Conventions. 

Some idea of the number and nationality of persons 
passing through the Khanikin lazaret may be gathered from 
Table I. 


Table 1. 


Year. 

Persians. 

Russians. 

jd 

.2 

15 

u 

3 

H 

n 

3 

c 

British. 

Barbaris. 

J= 

sc 

< 

Total. 


P 

N 

P 

N 

P 

N 

P 

N 

P 

N 

P 

N 

P 

N 

P 

N 

1909-10 

21,023 

1591 

1726 

188 

3520 

14 

9 

2 

— 

— 

— 

— 

182 

67 

26,460 

1862 

1910-11 

42,808 

4941 

1762 

193 

3659 

27 

6 

4 

— 

— 

— 

— 

129 

66 

48,364 

5231 

1911-12 

20,450 

2173 

896 

90 

2887 

4 

— 

3 

— 

— 

388 

131 

61 

6 

24.682 

2407 

1912-13 

26,967 

6613 

1111 

125 

1428 

10 

2 

— 

3 

— 

— 

- 

43 

3 

29,554 

6751 


P = payiug ; N = non-paying. The " nnn-paying " Include children 
under seven and persons pleading indigence, who were exempted from 
the sanitary dues. 


These figures, however, can only be regarded as approxi¬ 
mately correct. Many pilgrims and passengers, it is believed, 
escape registration ; and the nationality of those registered 
is often very imperfectly ascertained. Thus the numbers of 
‘ ‘ Persians ” should probably be less than appears in the 
table, and those of “ Russians ” greater, since there appears 
to have been a tendency to register all persons coming 
across the frontier as “ Persians.” 

In addition to passengers and pilgrims, a large number of 
dead bodies, on their way to the holy burying grounds of 
Kerbela and Nejef, annually pass through the Khanikin 


lazaret. The number and nationality of these bodies during 
the years 1909 14 are shown in Tables II. and III. 


TABLE II .—Number of Dead Bodies Arriving at Khanikin. 


Year. 

March. 

April. 

a 

a 

June. 

July. 

u 

< 

C. 

© 

CO 

Oct. 

► 

o 

55 

Q 

| -twf 

1 m <\*& 

0B 

5 

H 

1909-10 . 

I5ll7 

18 

8 

20 

43 

436 

414 

1938 

585 

29 

49 

3672 

1910-11 . 

28177 

137 

83 

130 

582 

600 

1043 

2139 

108 

20 

35 

4982 

1911-12 . 

656 

75 

16 

88 

338 148 

450 

895 

245 

77 

4 

2398 

1912-13 . 

54 9 

22 

26 

18 

179 

229 

1939 

1749 

248 

23 

3 

4499 

1913-14 . 

16 3 

10 

19 

56 

164 

98 

1532 

1724 

371 

39 

19 

4051 

Averages ... 

24 32 

I 

52 

30 

63 

261 

302 

1076 

1689 

311 

38 

22 

3900 


Table III .—Nationality of Bmlies Arriving at Khanikin. 


Year. 

Afghans. 

Russian. 

Persian. 

Turkish. 

Totals. 

1909-10 ... 

7 

1084 

2468 

13 

3572 

1910-11 ... 

4 

930 

4024 

24 

4982 

1911-12 ... 

3 

487 

1908 

— 

2398 

1912-13 ... 

— 

1258 

3241 

— 

4499 

1913-14 ... 

- 

1234 

2817 

- 

4051 

Averages ... 

2-8 

998*6 

28916 

74 

3900*4 


From these tables it will be seen that an average of 34,000 
travellers and 3900 corpses pass through Khanikin every 
year. The monthly table shows also that the movement of 
dead bodies—and the same is true of living persons—is at its 
highest in the months from August to December and at its 
lowest from January to July. This seasonal variation will 
be referred to again in a later article, dealing with the Shiah 
pilgrimage. 

Hitherto the sanitary office and the lazaret at Khanikin 
have been two separate establishments, situated at some 
distance from each other. Pilgrims and passengers, 
with their pack animals, flocks, and dead bodies, were 
directed to the former when there was no epidemic 
disease in Persia, and to the latter when there was. 
The “office” consisted of a large caravanserai, of the 
usual type found in these regions—that is to say, of a series 
of arched recesses and enclosed chambers, built round the 
sides of a large square enclosure. It was here that the 
sanitary taxes were collected and the dead bodies inspected. 
It should be explained that for many years past no dead 
bodies were admitted to Turkish territory if death had not 
occurred at least three years before and the bodies been 
reduced to the skeleton state (en Hat d'osiements). Attempts 
at contraband—to be discussed more fully in a later article— 
have, however, always been frequent, in order to avoid the 
payment of the sanitary dues. When detected at Khanikin. 
the bodies were confiscated and kept in a special depot 
prepared for the purpose until claimed by the relatives or 
bearers, when they were delivered up on payment of the 
dues. All bodies found to have been buried less than three 
years (“ fresh ” bodies) were seized and buried in a cemetery 
situated some 200 metres from the office. The Commission 
proposed to do away with this sanitary “office” altogether, 
and to concentrate the entire sanitary service in the re¬ 
organised lazaret. An annual rental of P.20,000 (£166) 
would thus have been saved to the Turkish Government. 

No attempt will be made here to give a detailed descrip¬ 
tion of the Khanikin lazaret as the Commission found it. It 
occupied an excellent site, a short distance from the eastern 
side of the town and close to the road or track coming from 
the Persian frontier. The site measured 530 metres in length 
and 160 metres in width, making a total area of 84,800 square 
metres. It had once been surrounded by a wall, but nearly 
all traces of this had disappeared. On this vast site there 
were only two buildings. The one consisted of a large porch 
with two wings containing a series of rooms, built some 
40 or more years ago by the greatest Turkish statesman of 
modern times, Midhat Pasha, when he was Vali of Bagdad. 
It was extremely solidly built, and, though in a bad state of 
repair, it was proposed to consolidate it and incorporate 
it in the plan of the new lazaret. The other building was a 
disinfecting pavilion. Though constructed comparatively 
recently, it had been so badly planned and built of such 
inferior material that the Commission saw no other course 
open but to recommend its demolition and the construction 
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of a larger and better pavilion on 
another portion of the site. 

Complete plans and estimates for a 
practically new lazaret were prepared, 
from the Commission's indications, by 
a French architect, who accompanied 
the Commission from Bagdad to 
Khanikin. These are, of course, omitted 
here. The plan comprised, firstly, a 
large enclosure, where the collection 
of dues and “ revision ” of corpses 
would take place, whether plague or 
cholera was or was not epidemic in 
Persia at the time. In ordinary times 
the passengers would not go farther 
than this enclosure, but if plague or 
cholera were present in Persia they 
would pass to the disinfecting pavilion, 
to be erected in an adjoining enclosure. 

The rest of the site would have been 
occupied by a series of “cordons,” by 
hospitals for infectious and non- 
infectious cases, by houses for the 
lodging of better-class passengers, by 
residences for the doctors and staff, and 
by the various other accessories of a 
properly organised sanitary station. 

Land quarantines have, of course, 
been long since condemned by the Inter¬ 
national Sanitary Conferences, and this 
station was intended to be occupied 
solely by groups of passengers among 
whom a case of cholera or plague had 
actually occurred. Certain special conditions obtaining at 
this land frontier had to be taken into consideration and 
provided for in the plan of the lazaret. Thus the greater 
number of the groups of travellers arriving at Khanikin are 
accompanied by many animals—such as horses, donkeys, 
camels, and others. It would be practically impossible to 
separate them from these animals. Any attempt to do so 
would lead to extreme confusion and acute quarrelling as to 
the ownership of the respective animals, and a special staff 
would be required for feeding and watering the latter if 
they were quartered apart from their owners. Consequently 
both in the enclosure for the “revision"of bodies and in 
each “ cordon ” it was proposed to have long “hangars,” 
10 metres wide, and other special arrangements for the accom¬ 
modation of the animals. It was freely admitted that such 
an arrangement is very far from ideal, but it was realised 
that, apart from the practical difficulties in the way of 
separating the animals from their owners, an attempt to do 

Fig. 4. 


Fig. 3. 


so would probably lead to the open revolt of the latter, thus 
rendering impossible the application of further sanitary 
measures. 

A few words may be said as to the systems of water-supply- 
and of excreta disposal which it was proposed to adopt in 
the new lazaret. The water would continue to be taken, as. 
in the past, from a small stream, known as the Hadji Kara 
Sou, which flows near the west side of the lazaret site, at a 
distance varying from 30 to 90 metres. This stream rises 
in the river El Wend, upon which the town of Khanikin is 
built, at a point well above the town, and at a distance of 
about six kilometres from the lazaret. The El Wend is a 
branch of the Diala river, which, again, is a branch of the 
Tigris, into which it flows a few miles south of Bagdad. The 
water of the Hadji Kara Sou is of the usual impure character 
found in these regions, and arrangements for its purifica¬ 
tion before distribution similar to those proposed for 
the Basra lazaret, and briefly described in the preceding 
article, were also proposed for this 
lazaret. 

As at Basra, it was recommended to 
have a series of trough closets in all 
parts of the lazaret, with automatic 
flushing tanks and drains leading to 
"fosses a fond perdu.” These would 
be placed well outside the lazaret 
enclosure, and on the opposite side 
from the source of the water-supply. 
The soil here is composed of sand and 
gravel, and would, it was thought, lend 
itself to this system of excreta disposal. 
It was intended to construct without 
delay the greater part of the new 
buildings provided for in the plan, while 
leaving space for certain additional 
‘ 1 cordons ’’and buildings to be put up if, 
after the opening of the new railways, 
additional accommodation for pilgrims 
and passengers were found to be 
necessary. The estimated cost of the 
works to be put in hand at once was 
17,000 Turkish liras (or £15,300 sterling), 
and that of the additional works about 
£T.2000, making a total estimate of 
£T.19,000 (or £17,100 sterling). These 
sums Would have been taken from the 
£T.280,000 which, as explained in the 
opening article, had been voted for the 
reorganisation of all the Turkish 
lazarets. 



1* 



Sbiab corpses approaching Nejef. 


In the Cemetery of Nejef. 


(To be continued.) 
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NATIONAL MEDICAL ASSOCIATION OF 
CHINA. 

The First Annual Conference at Shanghai. 


That Western medicine is making rapid headway in the 
ancient land of China is shown by the following account of 
the first conference of the National Medical Association of 
China which was held in Shanghai last February. It may 
interest our readers to learn that the secretary (now Presi¬ 
dent) and moving spirit of that Association is Wu Lien Teh, 
M.D. Cantab., well known to many English friends as Dr. 
G. L. Tack. The international postal difficulties existent 
just now, as well as the political unrest of China, are illus¬ 
trated by the fact that the report of the meeting has 
reached us so late. 

The following were the original officers of the Association : 
F. C. Yen, M.D., D.T.M., President; Wu Lien Teh, M.A., 
M.D., secretary; E. S. Tyau, M.D., D.P.H., treasurer. Way 
Sung-new, A.B., M.D., was the secretary of the conference, 
and Dr. T. K. M. Siao and Dr. J. H. Liu were the associate 
secretaries. 

Monday, Feb. 7th. 

The first day’s session was held in the Martyrs’ Memorial 
Hall, Shanghai. There was an attendance of 55, a con¬ 
siderable number of the delegates being from other cities. 

Dr. Yen, in his presidential address, after welcoming the 
members present, and expressing gratification that the 
attendance was sufficiently large to insure the success of this 
the first annual conference of the Association, dealt with 
various matters connected with the work of the Association, 
and urged that all should work as a united body for the best 
interests and welfare of the medical profession. He advised 
that their efforts be concentrated on a few undertakings 
which can best be done by Chinese, or on work which 
foreigners were prevented from doing. Their own time could 
be better spent in spreading medical knowledge than in 
research. It was more important for them to translate 
medical books than to write articles for foreign medical 
journals. 

Dr. Ida Kahn (Nanchang) read an instructive paper on 
Hygiene in the Home. Beginning with the choosing of the 
site of the house, the lecturer went on to consider its con¬ 
struction, furnishing and equipment from a sanitary stand¬ 
point, and its sanitation, concluding by showing the adapta¬ 
tion of these things to family life and duties. 

Dr. Wu Lien Teh (Harbin) followed with a paper on the 
Foundations of Modern Hygiene in China. He stated that 
regulations for the preservation of good health were pub¬ 
lished in China as far back as B.c. 700. Nevertheless, for 
many centuries the adoption of progressive ideas to cope 
with existing problems had not made enough headway, a 
fact which was especially noticeable at the present time in 
the matter of the prevention of infectious disease, which 
might be regarded as the essence of modern hygiene. 

Dr. W. W. Peter, of the Council on Public Health of the 
China Medical Missionary Association, spoke on Preventive 
Medicine, discussing the paper read. 

In the evening Dr. Yen gave a public lecture on the Duties 
of the Medical Profession, first to the public and then to the 
profession itself. He spoke of the appalling consumption 
of alcohol and tobacco, the spread of disease by the careless 
use of common towels and eating utensils, the tremendous 
death-roll, and the folly and extravagance of parents spend¬ 
ing 82000 in two months for worthless Chinese medicine for 
an infant whose life would have been saved had a physician 
been called. The lecturer devoted considerable time to 
an exposure of the worthlessness and harmfulness of the 
varieties of patent medicines that are being shipped to 
China by the ton. Chinese dispensaries all over China are 
largely stocked with these imported articles; and even 
Chinese drug-dealers themselves, instead of devoting their 
energies to manufacturing pure drugs, are from year to year 
increasing their output of Chinese-made patent medicines. 
Some of the large shops in Shanghai handle scores of these 
“ medicines,” the claim being made for one medicine that 
it was able to grow a new foot to replace one that had 
been injured in infancy. 


Tuesday, Feb. 8th. 

Dr. Lujien Tsao (Nanking) read a paper on Medical 
Education of Nurses. She outlined the history of nursing 
in China, and mentioned the frequency of meeting nurses 
who were uneducated and even illiterate, who did not know 
how to count the pulse, and who distinguished medicines by 
the colour of the ingredients. But these days, she said, were 
passing, a new generation of nurses having come into being, 
the great incentive for this lying in the training of a better 
class of women, who often belong to the best families. She 
detailed two important spheres of work for nurses—namely : 
(1) in social service, where they could teach the people the 
application of modern hygiene to householders ; and (2) in 
the promising work of midwifery. In regard to the latter, 
she regretted to say that an attempt to train the old- 
fashioned ignorant nurses in modern cleanly ways had failed, 
and she came to the conclusion that midwives must be 
trained from the beginning; if in America 20,060 women 
died yearly from the effects of child-bearing, the number 
must be very much larger in China. 

In the absence of Dr. S. P. Chen (Peking), superintendent 
of the Peking Isolation Hospital, a paper in his name was 
read by Dr. Abel Tang. Dr. Chen classified the medical 
schools of China into those founded by the Government and 
those founded by missionary societies. He supported the 
proposal to have a uniform system of nomenclature in 
Chinese. In the meantime the English language should be 
used, but German should not be discouraged. A general 
examination should first be passed, and he proposed the 
following measures : (1) Establishment of a Central Board 
of Control ; (2) reorganisation of existing schools ; (3) well- 
equipped hospitals; and (4) provision for post-graduate 
study. 

Dr. J. W. H. C'HUN (Harbin) sent a paper on Medical 
Education, which was read by Dr. E. B. Young (Changsha). 
He gave the latest obtainable list of medical colleges, and 
referred to the scheme of the Rockefeller Foundation, by 
which the education of medical students and nurses would be 
improved. 

Dr. J. H. Liu (Shanghai) read a paper on the same 
subject, in which he discussed whether the Chinese Govern¬ 
ment and people should go ahead independently of the 
foreign institutions. However extensive the schemes of the 
Rockefeller Foundation may be, he insisted that the Chinese 
must do things for themselves. He proposed that the con¬ 
ference should pass a resolution to the Board of Education 
urging the Government to improve the state of medical 
education in the country. 

The foregoing papers were discussed by several foreign 
doctors who have devoted years of work in China to teaching 
Chinese students, and who took occasion to express the 
pleasure they felt at seeing so many men, once their pupils, 
now qualified physicians. 

Mr. C J. Davenport (Shanghai) said this conference was 
being held at the psychological moment for medical educa¬ 
tion in China. He appealed to Chinese doctors to have the 
proper spirit in treating the sick and suffering, and not to 
think only of getting rich through the profession. 

Dr. H. S. Houghton, Dean of the Harvard Medical School, 
discussed the scope of medical education. First, he said, 
we must create a demand among the Chinese for modern 
medicine. Secondly, we must train nurses. Thirdly, it is 
not wise to adopt in China a definitely crystallised curri¬ 
culum. Rather should the habit of observation, critical, 
scientific reasoning be developed among the students, and 
a right spirit be conserved. 

Mr. D. Duncan Main (Hangchow) spoke humorously on 
the need of providing physicians of the rank and file for 
dealing with disease in China. 

Mr. J. G. Cormack, Principal of the Union Medical College, 
Peking, was pleased to hear from the Chinese speakers that 
they would try to develop medical science themselves and 
not depend entirely on the assistance of foreigners. 

Dr. Mary Fulton, for a long time Principal of the 
Hackett Medical College for Women in Canton, and the first 
person to train lady doctors in China, emphasised the need 
of a Central Medical Board before which all practitioners 
should appear. 

Dr. J. B Neal, Principal of the Tsinanfu Union Medical 
College, and Dr. Gillison (Hangkow) spoke words of con¬ 
gratulation and encouragement to the Association. 
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Id the evening Dr. Wu Lien Teh gave a lecture on How to 
Live a Healthy Life. A large and appreciative audience 
was both entertained and instructed during the hour in 
which Dr. Wu addressed them. As a Shanghai newspaper 
remarked, if half of his hearers followed Dr. Wu’s excellent 
advice there would be much less work for the doctors. 

Wednesday, Fed. 9th. 

The session was opened by Dr. 0. VoonpingYui (Shanghai) 
with a paper on Medical Text-books and Publications in 
China. Dr. Yai contended that the Chinese, whether they 
have been educated in Europe, America, or Japan, should 
teach medicine in their mother language; he considered 
that only under exceptidhal circumstances should new 
characters be invented, as the Chinese language is already 
too difficult. In this respect Dr. Yui said that he was 
not in full agreement with the matured opinion of the 
China Medical Missionary Association. Nor did he approve 
of the blind acceptance of Japanese terms by Chinese 
doctors. Many of the terms depend upon mere tones, and 
he instanced characters representing typhoid fever, diph¬ 
theria, plague, protoplasm, and organic compounds. The diffi¬ 
culties in translation, he said, lay in the great difference 
between the European and Chinese languages. Most doctors 
engaged in translation work had to depend upon Chinese 
literary men, who know no science, or upon scientific men 
deficient in both Chinese and foreign languages. 

Dr. Abel Tang (Shanghai) also read a paper on Chinese 
Medical Books and Publications. He regretted that Chinese 
medical men, unless they are conversant with foreign 
languages, have to depend upon translations. No time should 
be lost in producing a Chinese official medical nomenclature. 

The general discussion was opened by Dr. NEAL(Tsinanfu), 
who agreed with the opinion expressed by Dr. Yui and 
Dr. Tang, and assured his Chinese colleagues that the 
foreigner’s work in China was only temporary ; the wish is 
only to see medical education firmly established. 

Dr. Li (Peking), as a graduate from Japan, explained the 
Japanese reasons for the adoption of their terms. Popular 
Chinese terms are not accurate enough, and one must be 
accurate in medicine above all things. 

Mr. Cormack laid stress ou simplicity, clearness, and 
elegance in the adoption of terms. He instanced the word 
“nerve,” which could be translated in Chinese as “brain 
thread ” and not as “ brain tendon.” 

Dr. Wang (Changsha) said that public opinion could not 
be overlooked, and nothing should be done unless the leaders 
of education approved. The missionary and national asso¬ 
ciations should unite with the well-organised Kiangsu 
Educational Association to come to a decision and petition 
to Central Government. 

Dr. McAll said that modern medical education may be 
compared to an infant which must and will grow, and the 
proper steps should be taken now for its development. 

Dr. W. H. Venable (Kashing), President of the China 
Medical Missionary Association, gave a word of welcome 
to the conference. 

In the evening Dr. Arthur Stanley (health officer, 
Shanghai) gave a most instructive and interesting lecture on 
Quack Medicines, in the course of which he deplored the 
fact that many foreign-trained Chinese physicians in 
Shanghai were working in association with drug stores. 

Thursday, Feb. 10th. 

The fourth day’s session began with a paper by Dr. P. M. 
Jee (Tientsin), read by Dr. Chow, on the Standards of 
Medical Practitioners, in which he dealt with the difficulties 
attending the determination of a uniform standard for 
medical practitioners in China. Dr. Jee supported the pro¬ 
posal for the establishment of a Central Medical Board under 
the auspices of the Peking Government. 

Dr. H. T. Chiang (Tayeh) sent a paper on the Status of 
Medical Practitioners, which was read by Dr. W. P. Chung. 
In this paper medical practitioners in China were classified 
as follows : 1 The old-fashioned native physicians, whose 
only diploma was their signboard. 2. Nurses and assistants 
who had been trained in mission hospitals. These are a 
little better than the first group, but some are for making 
money only and do not work for the benefit of humanity. 
This class, he said, are often guilty of criminal practices. 
3. Graduates from Union Medical Schools are pretty well 
trained practically, though not well versed in the science of 
medicine. 4. Graduates from Japan. 5. Doctors properly 


qualified in the colleges of Europe and America. Dr. Chiang 
pressed for the early establishment of a Central Medical 
Board for the registration of all practitioners. He urged the 
sending abroad of more students for the study of medicinfe, 
and said that the government should subsidise the existing 
medical colleges in this country. 

In the discussion on “Medical Standards,” Dr. Merrins 
(Shanghai) mentioned the ethical standards which should 
govern conduct of the physician individually, his attitude 
towards the members of his own profession, and his relations 
with the State. In view of the ignorance of medical 
subjects and the poverty of the great mass of the Chinese 
people, he urged the need of establishing a State Medical 
Service which would give a settled position to medical men 
and enable them to exercise government authority in 
introducing and enforcing measures necessary for the public 
health. 

Dr. Venable emphasised the dignity and greatness, 
together with the humanity and modesty, of the medical pro¬ 
fession. He recommended the two grand words, “ I serve,” 
as the motto that might be adopted. 

Mr, Main dwelt on the danger of placing money too 
much to the fore. 

Dr. Wu Lien Teh then read a paper entitled “ An Inquiry 
into Ancient Chinese Ideas of Treating Poisons ” 

Dr. Peter's subject in the evening was “Health as a 
Factor in National Strength,” and the points he wished to 
emphasise were driven home with convincing force by the 
almost automatic working of many ingenious mechanical 
demonstrating devices, and by maps and charts. At 
8 o'clock there was a lecture by Dr. Houghton on Intestinal 
Parasites and their Ova, which was illustrated by lantern 
slides from microphotographic plates. 

Friday, Feb. 11th. 

On this, the fifth day of the conference, there was a 
further discussion on patent medicines in which Dr. 
Young (Changsha) and Dr. Eli Day (Shanghai) read short 
papers urging the members of the association to wage war 
against patent medicines and quackery. 

Dr. Stanley, who joined in the discussion, said that not 
only must the doctors fight against unnecessary drugging, 
but they must themselves refuse to prescribe any but drugs 
of known value. 

The following ten gentlemen were elected the first honorary 
members of the association : Chou Hsueh-hsi, the Minister 
of Finance, and Chu Ghi-chien, the Minister of the Interior, 
both of whom have rendered considerable service in pro¬ 
moting medical science in China, particularly in connexion 
with the proposed new National Hospital at Peking ; Dr. 
Arthur Stanley, health officer of the Shanghai municipal 
council ; Mr. Dugald Christie. Medical College Hospital at 
Mukden ; Mr. Duncan Main, Hangchow ; Dr Douglas Gray, 
physician to the British Legation at Peking; Dr. H S. 
Houghton, Harvard Medical School, Shanghai ; Dr. W. W. 
Peter, Public Health Council of the China Medical Missionary 
Association ; Dr. E. H. Hume, Hunan-Yale Hospital, 
Changsha ; Dr. G. E. Morrison, adviser to the late President 
Y'uan Shih-kai. 

A letter was read from the China Medical Missionary 
Association inviting the National Association to hold a joint 
conference with it next year at Canton, which was agreed to. 

In the evening Mr Rogers S. Greene (the China 
Medical Board of the Rockefeller Foundation) delivered a 
very interesting lecture entitled “A Layman's Impressions 
of Modern Medicine.” 

Saturday, Feb. 12th. 

On this day the conference was brought to a close by the 
election of officers for the ensuing year and by the passing 
of various resolutions. 

It is interesting to mention that during the conference it 
was announced that a Chinese National Hospital is to be 
established in Peking. It will be supported partly by 
Government and partly by private subscriptions from 
Chinese, the organisers refusing foreign help. After six 
years of endeavour by Dr. Wu, a meeting was held at 
Peking in December last, which was attended by leading 
offi'uals. Mr. Tsao Ju-lin, Vice-Minister of the Foreign 
Office, who had worked for the project indefatigably and 
who presided, emphasised the urgent need of having a 
model hospital in the capital where all classes of Chinese 
could be treated in an efficient manner. The existence of 
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such an institution would not only serve as an object-lesson 
to the masses regarding the superiority of modern scientific 
medicine as compared with ancient empirical medicine, but 
would help in influencing other large cities in China to 
follow suit. Owing to the strong support of Mr. Chou 
Hsueh-hsi, who had already promised ¥100.000 of the 
$300,000 required, and of the Minister of the Interior, who 
had offered a large piece of Government land in the west 
city for the purpose, they could say at last that their long- 
deferred scheme of a national hospital would soon be 
realised. Since the conference a contract had been signed 
for the construction of the hospital, and building is to begin 
at once. The plans have been drawn by Messrs. Shattuck 
and Hussey, an American firm of architects. The building 
will be in three storeys with a basement, and there will be 
accommodation for 50 first- and second-class patients, and 
100 third-class patients Unusual interest has been taken 
in the hospital throughout the country, and subscriptions 
have been received from the south, Shanghai, Tientsin, and 
even Hong-Kong. 

The following lectures and demonstrations were also given 
during the conference : Properties and Uses of Radium, by 
Mr. Ernest Heezfeld ; Life Insurance Examinations, by Dr. 
T. K. M. Siao; Preservation of Museum Specimens in 
Liquid Paraffin, by Dr. Liu ; and a Hygienic Chair and Table 
for the Use of School Children, by Dr. Yui. 


PARIS. 

(From our own Correspondent.) 


Treatment of Gunshot Wounds by Carrel's Method. 

M. Quenu recently made a report to the Surgical Society 
on 121 gunshot wounds treated by two Army doctors, 
MM. Hornus and Perrin, on Carrel's lines. He said that 
the results obtained bore testimony to the value of the 
method. Neither prompt treatment, nor perfection of 
appliances, nor quality of nursing was sufficient in itself 
to explain the results. The treatment consisted in laying 
the wounds freely open, removing foreign bodies and free 
sequestrums, and irrigating the surface with Dakin’s liquid. 
The sterilisation—or at least the chemical lavage—was kept 
up by constantly renewing the supply of antiseptic fluid to 
the interior of the wound. When, after a period of days 
or weeks, the wound was found on bacteriological examina¬ 
tion to be nearly or quite sterile, secondary suture of the 
wound was undertaken, or in cases where loss of substance 
prevented this a progressive approximation of the edges 
of the wound by means of a kind of corselet provided with 
hooks and elastic bands. MM. Hornus and Perrin had treated 
by this method 81 wounds of soft parts, 21 wounds with bony 
lesions, 7 with injury of both bone and joints, 6 wounds of 
joints without fracture, 3 wounds of the chest, and 3 burns. 
M. Tuffier communicated to the society at the same 
session the good results obtained by MM. Dehelly and 
Dumas by following Carrel. The 19 cases in which the 
method had been employed demonstrated the great prob¬ 
ability of obtaining healing by first intention after secondary 
closing of gunshot wounds. The disinfection of severely 
contaminated wounds was shown to be harmless and 
efficacious. After M. Pozzi and Dr. J. L. I'aure had noted 
with satisfaction the revulsion of feeling in favour of Carrel’s 
method, MM. Routier and Hartmann stated their convic¬ 
tion that if all the details of the application had been known 
at first as they were now no objection would ever have been 
raised to the method. 

Treatment of Contractures of the Jans. 

M. L. Imbert, head of the medical service especially 
concerned with the plastic surgery of the face, has with 
the help of M. Real studied a large number of cases of 
contracture of the jaws. They distinguish three forms— 
bony, cicatricial, and sclerosing; while four-fifths of the 
cases at present belong to yet another form, hypertonicity of 
the masseters, not mentioned in the text-books. To overcome 
these contractures it is necessary to combine mecanico- 
therapeotic movements produced by means of a gag with 
continuous dilatation of the jaws directed against the tonic 
resistance of the masseters. Surprising results have thus 
been obtained. 


The Removal of Projectiles from Wounds. 

MM. Chauvel and Sauvd have both made recent contribu¬ 
tions on this subject. M. Chauvel has described the 
successful extraction of 250 projectiles with intermittent 
control by the X-ray screen. He does not advise the removal 
of all foreign bodies, but those should be extracted which 
keep up suppuration or functional impairment or which from 
their position may injure a neighbouring nerve or vessel. Pro¬ 
jectiles encysted in muscle, peritoneal cavity, or the interior 
of any viscus should be removed at the instance of the 
patient. M. Chauvel hesitates to touch projectiles situated 
in the lung near to the hilus, in the liver, or in the 
mediastinum, when intervention is a grave matter in its 
immediate or remote results, and also such as are 
encysted in bone or callus and well tolerated there, 
removal in such cases often leaving troublesome fistulas. 
M. fciauvC reported to the Society of Surgery on foreign 
bodies extracted under three different conditions. In the 
first, he operated after localisation by a radiologist in his 
absence with fair results: 29 successes, 18 failures (35 per 
cent.). In the second, the extraction was undertaken 
after marking out the position of the projectiles with 
the radiologist. The results were better: 124 successes, 
9 failures (7 per cent.). In the third, when he operated 
with intermittent control by the X ray screen, M. Sauvfi 
extracted 108 projectiles in 110 cases. The two failures 
could not be put down to the method. In each case 
the foreign body was intrapulmonary. One patient had an 
attack of syncope when the pleura was opened, and the opera¬ 
tion was therefore abandoned. In the other case a piece of 
shrapnel was found embedded in the body of a vertebra and 
it was decided to leave it there. The question of intra¬ 
osseous and periarticular bodies is of special importance. 
It is admitted that those lying within the joints cause serious 
impairment of function and should be removed. Discussion 
has centred round those situated within the bone. In 
general, projectiles in the diaphysis are well borne if there 
is no Beptic reaction. This is not the case with those lying 
in the epiphyses which often give rise to grave impairment 
of movement. M. Sauvfi counsels their removal. 

August 8th. _ 


THE BELGIAN DOCTORS’ AND 
PHARMACISTS’ RELIEF FUND. 


The Executive Committee. 

A meeting of the Executive Committee was held on 
August 9th. Since the last committee meeting on June 8th 
the books of the society have been audited by Messrs. 
Crewdson, Youatt, and Howard, and the following cash 
statement issued :— 


Cash Account from Dec. 1st, 1015. to June 30th, 1916. 


Receipts. 

Dec. 1st, 1915— £ s. d- 

To balance as per 
last account ... 15,608 12 0 


June 30th, 1916- 

Donations . 305 8 5 

Interest received 528 3 10 


Total .£16,442 4 3 


Payments. 

June 30th, 1916— £ s. d. 

By relief . 2,562 11 10 

„ clothes ... 57 0 10 

,, administration 

expenses ... 12 9 3 


2,632 1 11 

Balanceatbank, j 
£1,945 12 3 

Treasury Bills! 13,810 2 4 
at cost, 

£11,864 10 it 


Total .£16,442 4 3 


The donations lately have been few and trifling, apart 
from a (second) generous gift of £100 from the Society of 
Apothecaries. The total sum now received, including 
donations, interest on deposit, and interest on Treasury 
bills, amounts to £19,508 13*. 2 d. £800 a month continues 
to be sent to Belgium, four such amounts having already 
gone, and receipts received for three. The receipt for the 
fourth sum has not yet arrived—there is always a certain 
amount of delay in these documents. The expenditure in 
other directions has been low, only £44 2*. being spent on 
relief, £20 Is. lid. on clothes, and £7 6s. on the repairing of 
instruments. 
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VITAL STATISTICS. 


VITAL STATISTICS OP LONDON DURING JULY, 1916. 

IN the accompanying table will be found summarised 
complete statistics relating to sickness and mortality in 
the City of London and in each of the metropolitan boroughs. 
With regard to the notified cases of infections diseases, it 
appears that the number of persons reported to be suffer¬ 
ing from one or other of the 10 diseases specified in the table 
was equal to an annual rate of 4 9 per 1000 of the civil popula¬ 
tion, estimated at 4,310,030 persons; in the three preceding 
months the rates had been 5-3, 4-7, and 4-8 per 1000 respec¬ 
tively. The lowest rateB during the month were recorded in 
Kensington, Chelsea, the City of Westminster, Hampstead, 
the City of London, Battersea, and Wandsworth; and the 
highest rates in Shoreditch, Bethnal Green, Stepney, Poplar, 
and Greenwich. The prevalence of scarlet fever was slightly 
more marked than it had been in either of the two preceding 
months; this disease was proportionally most prevalent 
last month in Hammersmith, Shoreditch, Bethnal Green, 
Stepney, and Deptford. The Metropolitan Asylums Hos¬ 
pitals contained 1201 scarlet fever patients at the end 
of last month, against 1608, 1325, and 1256 at the end 
of the three preceding months; the weekly admissions 
averaged 163, against 190,155, and 159 in the three preceding 
months. Diphtheria also was rather more prevalent than it 
had been in other recent months ; the greatest proportional 
prevalence of this disease was recorded in St. Pancras, Stoke 
Newington, Holborn, Finsbury, Bethnal Green, Stepney, and 
Greenwich. The number of diphtheria patients under treat- 
ment in the Metropolitan Asylums Hospitals, which had 
been 1331, 1242, and 1313 at the end of the three preceding 
months, had declined to 1280 at the end of last month ; 
the weekly admissions averaged 153, against 152 in each of 
the two preceding months. The prevalence of enteric fever 
showed but little variation from that recorded in the pre¬ 
vious months ; of the 37 cases notified during July, 7 belonged 


to Wandsworth, and 3 each to Paddington, Islington, Stepney, 
and Bermondsey. There were 40 enterio fever patients under 
treatment in the Metropolitan Asylums Hospitals at the 
end of last month, against 39, 30, and 44 at the end of the 
three preceding months; the weekly admissions averaged 5, 
against 7,5, and 7 in the three preceding months. Erysipelas 
was proportionally most prevalent in St. Marvlebone, 
Hackney, Finsbury, Shoreditch, Bethnal Green, Stepney, 
Poplar, Bermondsey, and Deptford. The 13 cases of puer¬ 
peral fover notified during the month included 2 in St. 
Pancras, 2 in Southwark, and 2 in Camberwell. The 23 cases 
of cerebro spinal meningitis included 3 in Islington, 3 in 
Poplar, 3 in Southwark, and 2 each in St. Pancras, Betbna 
Green, Stepney, Lambeth, and Battersea. Of the 18 cases of 
poliomyelitis 8 belonged to Hackney, 5 to Poplar, and 2 to 
Islington. 

The mortality statistics in the table relate to the deaths of 
persons actually belonging to the several metropolitan 
boroughs, the deaths occurring in institutions having been 
distributed among the boroughs in which the deceased 
persons had previously resided. During the four weeks 
ending July 29th the deaths of 3545 London residents 
were registered, equal to an annual rate of 107 per 
1000; in the three preceding months the rates were 
17-2, 12-9, and 11'5 per 1000. The death-rates last month 
ranged from 7 7 in Wandsworth, 8 6 in Hampstead, 9 2 in 
Kensington and in Greenwich, 9 3 in Lewisham, and 9 5 in 
Stoke Newington, to 12 5 in Shoreditch, 12-6 in Bermondsey, 
12-7 in Southwark, 13 0 in Poplar, 14-2 in Finsbury, and 14 8 
in Holborn. The 3545 deaths from all causes included 220 
which were referred to the principal infectious diseases; 
of these, 61 resulted from measles, 14 from scarlet fever, 47 
from diphtheria, 31 from whooping-cough, 4 from enterio 
fever, and 63 from diarrhoea and enteritis among children 
under 2 years of age. No death from any of these diseases 
was recorded last month in the City of London ; among the 
Metropolitan boroughs they caused the lowest death-rates 
in the City of Westminster, Hampstead, Wandsworth, 
and Woolwich ; and the highest rates in Holborn, Fins¬ 
bury, Poplar, Southwark, and Deptford. The 61 deaths 


ANALYSIS OF SICKNESS AND HOKTALITY STATISTICS IN LONDON DURING JULY, 1916. 

(Specially compiled for The Lancet.) 


Cities and Boroughs. 

K8timated civil 
population, 1915. 

Notified Cases of Infectious Disease. 

; Deaths from Principal Infectious 
Diseases. 

Deaths from all causes. 
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living. 
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from measles were 36 fewer than the corrected average 
number in the corresponding period of the five preceding 
years; this disease was proportionally most fatal in Shore¬ 
ditch, Stepney, Poplar, Southwark, Lambeth, Battersea, and 
Deptford. The 14 fatal cases of scarlet fever were 2 below 
the corrected average number, and included 2 in Poplar 
and 2 in Lambeth. The 47 deaths from diphtheria were 
11 above the corrected average; the greatest proportional 
mortality from this disease occurred in Islington, Finsbury, 
Poplar, Deptford, and Lewisham. The 31 fatal cases of 
whooping-cough were 25 below the corrected average, and 
included 4 in St. Pancras, 3 in Islington, 3 in Poplar, and 
2 each in Hammersmith, Hackney, Stepney, and Greenwich. 
The 4 deaths from enteric fever were 6 below the average, 
and belonged respectively to Stepney, Poplar, Wandsworth, 
and Greenwich. The 63 deaths from diarrhoea and enteritis 
among children under 2 years of age were 93 below the 
corrected average number ; thiB disease was proportionally 
most fatal in Paddington, St. Marvlebone.Holborn, Finsbury, 
Bethnal Green, Southwark, and Camberwell. In conclusion, 
it may be stated that the aggregate mortality in London 
last month from these principal infectious diseases was 
41 per cent, below the average. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7543 births and 
3506 deaths were registered during the week ended Saturday, 
August 12th. The annual rate of mortality in these town’s, 
which had been 11*1, 10'5, and 10 8 per 1000 in the three pre¬ 
ceding weeks, fell in the week under notice to 10 6 per 1000 
of their aggregate civil population, estimated at 17,312,295 
persons for the year 1915. During the first six weeks of 
the current quarter the mean annual death-rate in these 
towns averaged 10 8 per 1000, and coincided with that recorded 
in London during the same period. Among the several 
towns the death-rate last week ranged from 4 0 in Swindon, 
41 in Aberdare, 4 5 in Ilford, 5 6 in Burnley, and 5 8 in 
Gillingham and in Bath, to 14-5 in Great Yarmouth, 14-6 in 
Bootle, 15 2 in Middlesbrough, 15 4 in Cambridge, and 16 4 
in Huddersfield and in Hull. 

The 3506 deaths from all causes were 79 fewer than the 
number in the previous week, and included 266 which were 
referred to the principal epidemic diseases, against 221 and 
228 in the two preceding weeks. Of these 266 deaths, 127 
resulted from infantile diarrhceal diseases, 54 from measles, 
38 from diphtheria, 34 from whooping-cough, 9 from 
scarlet fever, and 4 from enteric fever, but not one from 
small pox. The annual death-rate from these diseases were 
equal to 0'8, against O'7 per 1000 in each of the two preceding 
weeks. The deaths of infants (under 2 years) from diarrhoea 
and enteritis, which had been 46, 72,’ and 82 in the three 
preceding weeks, further rose to 127, and included 31 in 
London, 10 in Liverpool, 6 each in Birmingham and Leeds, 
and 5 each in West Ham, Nottingham, and Manchester. 
The deaths referred to measles, which had been 59, 64, and 
53 in the three preceding weeks, were 54, of which 15 were 
registered in London, 6 in Sheffield, 5 in Liverpool, and 4 in 
Manchester. The fatal cases of diphtheria, which had been 
43, 35, and 40 in the three preceding weeks, fell to 38, and 
included 8 in London and 3 in Manchester. The deaths 
from whooping-cough, which had been 42, 36, and 25 in the 
three preceding weeks, rose to 34, of which 7 belonged to 
London. The deaths attributed to scarlet fever, which had 
been 17, 9, and 14 in the three preceding weeks, fell to 9. 
and included 2 in Liverpool. The fatal cases of enteric 
fever, which had been 5, 5, and 14 in the three preceding 
weeks, fell to 4, of which 2 were registered in London. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and in the London Fever 
Hospital, which had been 1216,1221, and 1173 at the end of the 
three preceding weeks, further fell to 1107 on Saturday last; 
136 new cases were admitted during the week, against 172, 
171, and 121 in the three preceding weeks. These hospitals 
also contained on Saturday last 1269 cases of diphtheria, 
178 of measles, 133 of whooping-cough, and 35 of enteric 
fever, but not one of small-pox. The 878 deaths from all 
causes in London were 57 below the number registered in 
the previous week, and corresponded to an annual death- 
rate of 10 6 per 1000. The deaths referred to diseases of the 
respiratory' system, which had been 99, 90, and 99 in the 
three preceding weeks, fell to 88 in the week under notice. 

Of the 3506 deaths from all causes in the 96 towns, 197 
resulted from violence, 351 were the subject of coroners’ 
inquests, and 1080 occurred in public institutions. The 
causes of 22, or 0 6 per cent., of the total deathB were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in London and in its 14 suburban districts, in 
Sheffield, Leeds, Bristol, Bradford, and in 64 other smaller 
towns. Of the 22 uncertified causes, 6 were registered in 
Liverpool, 3 in Birmingham, and 2 each in Manchester and 
Sunderland. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1052 births and 554 deaths were registered during the week 
ended Saturday, August 12th. The annual rate of mortality 
in these towns, which had been 11-2, 12-5, and 112 per 1000 
in the three preceding weeks, rose to 12-2 per 1005 in the 
week under notice. During the first six weeks of the 
current quarter the mean annual death-rate in these towns 
averaged 12 0, or 1-2 per 1000 in excess of that recorded in 
the large English towns. Among the several towns the 
death-rate last week ranged from 61 in Falkirk, 86 in 
Perth, and 9 8 in Kilmarnock, to 14 9 in Motherwell, 16 6 
in Kirkcaldy, and 16-8 in Greenock. 

The 554 deaths from all causes were 46 in excess of the 
number in the previous week, and included 46 which 
were referred to the principal epidemic diseases, against 
37 and 36 in the two preceding weeks. Of these 46 deaths, 
19 resulted from infantile diarrhceal diseases, 11 from 
whooping-cough, 8 from measles, 5 from diphtheria, and 3 
from scarlet fever, but not one from small pox or from 
enteric fever. The annual death-rate from these diseases 
was equal to 1-0, against 0 8 per 1000 in the large English 
towns. The deaths of infants (under 2 years) from diarrhoea 
and enteritis, which had been 7, 15, and 15 in the three 
preceding weeks, further rose to 19, and comprised 12 in 
Glasgow, 2 each in Edinburgh, Dundee, and Aberdeen, and 1 
in Clydebank. Thedeaths referred to whooping-cough, which 
had been 3,4, and 3 in the three preceding weeks, rose to 11, of 
which 9 occurred in Glasgow. The fatal cases of measles, 
which had been 17, 7, and 8 in the three preceding weeks, 
were again 8 last week, and included 4 in Leith. The 
5 deaths attributed to diphtheria, of which 3 were registered 
in Glasgow, were equal to the average in the earlier weeks 
of the quarter. The fatal cases of scarlet fever occurred in 
Glasgow, Motherwell, and Clydebank. 

The deaths referred to diseases of the respiratory system, 
which had been 62, 40, and 58 in the three preceding weeks, 
rose to 61 last week, and were 5 above the number regis¬ 
tered in the corresponding week of last year. The deaths 
from violence numbered 27, against 32 and 33 in the two 
preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 181 births and 126 deaths 
were registered during the week ended Saturday, Augustl2th. 
The annual rate of mortality, which had declined from 18 8 
to 14-1 per 1000 in the four preceding weeks, rose to 
16 5 in the week under notice, against 10 6 and 11-9 per 1000 
in London and Glasgow respectively. 

Of the 126 deaths at all ages, 20 related to infants under 
1 year, and 34 to persons aged 65 years and upwards. Eleven 
deaths of infants (under 2 years) were referred to diarrhceal 
diseases, and 1 fatal case each of enteric fever, scarlet fever, 
and whooping-cough was registered. Six deaths were 
the subject of coroners’ inquests, and 57. or 45 per cent., 
of the total deaths occurred in public institutions. 

During the same period 166 births and 87 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 116, or 11 per 1000 less than in the 
previous week, and included 11 of infants under 1 year, 
and 19 of persons aged 65 years and upwards. Three 
deaths were referred to infantile diarrhoea, and 1 each to 
measles and scarlet fever. The cause of 1 death was un¬ 
certified, and 5 others were the subject of coroners’ inquests, 
while 26 deaths occurred in public institutions. 


The Approved Societies in Ireland and the 
Certification Scheme. —There seems to be some restiveness 
among the Approved Societies in Ireland with regard to 
the scheme for certification of insured persons, recently 
arranged between the Insurance Commissioners and the 
medical profession. At a meeting of the Association of 
Approved Societies held receutly in Dublin resolutions 
were passed demanding tbe immediate appointment of 
referees, and asking for a grant to the Approved Societies 
as pay for additional sick visitors. Again, at the Trade 
Union Congress held last week in Sligo, a demand was made 
for the abolition of the present system of certification. As 
this system has only been in force for a few months, it is 
much too soon to be able to judge finally of its qualities, 
and whatever faults it may have, it is certainly an improve¬ 
ment on the haphazard system previously in existence. The 
societies feel, no doubt, that they have lost the patronage, 
direct or indirect, which they previously possessed in regard 
to the appointment of certifiers, and they wish again to get 
the certifiers into their control. As a matter of fact, the 
sickness benefits paid in the early part of this year under the 
new system caused a considerable easing to the societies. 
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THE SERVICES. 


Royal Naval Medical Service. 

Richard C. P. Whitcombe to be temporary Surgeon. 

Royal Army Medical Corps. 

Temporary Captain E. W. Skinner to be temporary Major. 

Temporary Captain L. C. Somervell relinquishes his com¬ 
mission on account of ill-health. 

Temporary Captain J. C. McKerrow relinquishes his 
commission. 

Temporary Lieutenant W. G. Southey to be temporary 
Captain. 

The undermentioned to be temporary Captains: A. H. H. 
Sinclair, G. D. Mathewson, and J. 8. Fowler. 

M. Gamble to be temporary Honorary Captain whilst 
employed with the Withington’War Hospital. 

The undermentioned to be temporary Lieutenants: Lieu¬ 
tenant R. H. Astbury, from Royal Warwickshire Regiment, 
T.F., S. B. Hanbury, J. W. Cowie, J. W.Otto van Millingen, 
F. H. Storey, A. Wilkin, G. J. R. Carruthers, G. J. M. Fraser, 
K. D. Melville, F. P. Wigfleld, T. Peebles, E. Burstal, 
T. W. E. Ross, J. V. Rees, R. McL. Wishart, W. J. Crow, 
K. B. Allan, T. N. Darling, J. G. Jack, F. Stevenson, H. M. 
Leathes, T. McL. Galloway, W. H. Booth, W. S. McLaren, 
E. R. Eatock, J. McN. Murray, W. H. Peacock, J. F. Gill, 
Temporary Honorary Lieutenant J. C. N. Harris, R. W. 
Ironside, P. R. Lowe, H. Blakemore, J. McMurray, E. C. 
White, N. E. Kendall, H. C. Wilson, R. H. Rattray, Ii. Lee, 
E. R. Bastard, K. G. Haig, C. 8. O'Neill, II. C. Harper, 
J. W. B. Hanington, J. R. Micallef, A. B. Howitt, H. M. 
Churchill, and J. C. Ellis. 

Temporary Lieutenants F. C. Drew, J. M. Verster, and 

C. D. Pile relinquish their commissions. 

The undermentioned, having ceased to be employed with 
the Australian Voluntary Hospital, relinquish their tempo¬ 
rary honorary commissions: Major E. T. Thring, Captain 
W. R. Reynell, Captain G. A. Paul, and Captain L. S. Kidd. 

Temporary Lieutenants to be temporary Captains whilst 
serving with the forces in West Africa: J. Lindsav, A. J. M. 
Crichton, B. J. Courtney, and R. F. Williams. 

Canadian Army Medical Corps: Lieutenant-Colonel A. 
Mignault to be temporary Colonel. To be temporary 
Captains : H. S. Smitli and Lieutenant W. A. Smith. To be 
temporary Lieutenant: Lieutenant R. H. Stoddard. 

Indian Medical Service. 

The King has approved the promotion of the following 
officers:—Lieutenant-Colonel to he Colonel: P. Carr-White. 
Lieutenants to be Captains: R. R. M. Porter, R. Sweet, E. 
Calvert, J. R. D. Webb, F. Phelan, A. C. Macrae, Nawin 
Chand Kapur, A. H. C. Hill, J. F. Holmes, Narayan Krishna 
Bal, Haji Sulaiman Gulam-hossein Haji. Temporary Lieu¬ 
tenants to be temporary Captains : P. S. Blaker and Sbripat 
Govind Ranaday. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

The undermentioned to he Lieutenants: D. Loughlin, 
W. J. Vance, G. E. Kidman, from University of London 
Officers Training Corps, Cadet S. J. Henderson, from Glasgow 
University Training Corps, and R. B. Hick. 

Territorial Force. 

Royal Army Medical Corps. 

London Casualty Clearing Station : Lieutenant F. A. Dick 
to be Captain. 

Southern General Hospital: Lieutenant-Colonel R. S. Smith 
resigns his commission. 

Highland Mounted Brigade Field Ambulance : Lieutenant 
(temporary Captain) L. M. V. Mitchell to be Captain. 

Western General Hospital: Captain W. A. Hooton, from 
Territorial Force Reserve, to be Captain. 

Northern General Hospital: Captain T. C. Clare is seconded 
for duty with a General Hospital. 

Scottish General Hospital: Major B. Riddell to be tem¬ 
porary Lieutenant-Colonel whilst acting as Administrator of 
a General Hospital. 

London Sanitary Company: Lieutenants K. B. Williamson 
and J. Tate to be Captains. 

Lowland Casualty Clearing Station : To be Lieutenants: 

D. Campbell and E. McM. Dunlop. 

Attached to Unite other than Medical Units.— Surgeon-Major 
S. F. Barber, from the York and Lancaster Regiment, to be 
Major. Surgeon-Captain J. M. Benson, from West Riding 
Divisional Engineers, Captain T. J. Costello, from Wessex 
Field Ambulance, and Lieutenants H. G. Ludolf and 
J. Lilwall-Cormac to be Captains. 


fempflitfona 


“Audi alteram partem.” 


NOTES ON THREE CASES OF CHLORINE 
GAS POISONING. 

To the Editor of The Lancet. 

Sir,— At a time when massive poisoning by chlorine and 
other gases is in vogue the following notes on poisoning by 
small but repeated doses may be of general interest. In this 
instance the sanatorium is making some fairly extensive 
use of the nascent iodine treatment, so called, as it is 
supposed that by superimposing chlorine, in the form of 
freshly prepared chlorine water administered by the mouth, 
on potassium iodide, given some two to five hours previously, 
nascent iodine is produced in the region of tuberculous 
tissue. The preparation of the chlorine is an objectionable 
matter, and we have devised various methods of so doing ; 
bat in the best of these the escape of some free chlorine 
and its consequent inhalation is unavoidable. I quote three 
cases. 

Case I.—The sister in charge prepared the gas regularly 
at the commencement of the year. It was done in a badly 
ventilated room, in which she spent some large proportion 
of her time. She complained of severe rhenmatic pains, 
which did not yield to salicylates. Later she developed a 
severe bronchitis, which confined her to her room for some 
three weeks. On recovery all the symptoms disappeared. 
She was allowed to make no more of the drug. She has since 
been quite well. 

Case 2.—A medical student, a patient who was taking the 
preparation personally, volunteered to act as its dispenser. 
It was now made in an excellently well-ventilated room, but 
he soon gave up the manufacture as it made him “ cough so 
much at night." 

Case 3.—I now took on the wholeof the manufacture. I may 
say thatl haveaslightly active tubercnlous lesion. I used the 
well-ventilated room and improved the technique, so that 
little or no gas escaped except when the apparatus was 
cleaned. I found the same effects as Case 2—a very irritable 
cough, originating in the upper air passages, which gets worse 
at night, especially on lying down. There is a good deal of 
frothy mucus excreted, but it is difficult to evacuate. Also 
a tightness across the front and upper part of the chest and 
shortness of breath (inspiratory). Later the rheumatoid 
pains occurred, and they are really severe; they make their 
appearance in the lumbar region and the big joints. The 
condition improved with a few days in bed, and shortly 
afterwards 1 took a fortnight’s holiday, when after a few 
days they completely disappeared, and I had the first good 
night’s sleep I had had for some weeks. On return I at once 
began to make the gas again, and within a few days I have 
noticed the cough and pains begin to return. 

One evening a bottle containing some weak gas was laid 
on the ground near a slug. It was most interesting to watch 
the extraordinary output of mucus by the creature, which in 
a few minntes was quite enveloped in its own secretions. 

I would warn others of the insidious nature of the poison 
and advise that a proper gas-mask be worn if the stuff must 
be employed, as well as taking every precaution in the way 
of ventilation and the use of a proper fume cupboard. 

I am. Sir. yours faithfully. 

Edward Bigg, B.C.Cantab., M.R.C.S., &c. 

Nordrach-upon-Mendlp. Bristol, August 12th, 1916. 


ATMOSPHERIC HEAT AND HUMIDITY IN 
RELATION TO PYREXIA. 

To the Editor pf The Lancet. 

Sir, —The leading article on Heat-Stroke in The Lancet 
of July 29th draws attention once again to the effect of a 
hot, damp, and stagnant atmosphere in raising body tem¬ 
perature, and appropriately recalls Professor Haldane’s 
statement, founded on experiment, that when the wet bulb 
temperature of the air exceeds 31 6° C. (89 0° F.), if the air 
is still, the body temperature begins to rise, and that even 
when the air is moving the body temperature begins to rise 
when the temperature of air approaches that of the body. 
This seems to be now generally recognised, but that which is 
not so generally recognised is that the body temperature 
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begins to rise when the wet bulb temperature of the air is very 
much lower than 31-6° C. (89 0° F.), even when the air is 
moving slightly, if there is at the same time a certain degree 
of atmospheric humidity. 

Below I give a series of 60 different combinations of 
atmospheric heat, humidity, and stagnancy under which 
body temperature begins to rise, and the degree to which the 
body temperature was so raised in some in four minutes and 
in all in less than four hours. 


-Atmospheric Conditions which liaised 
Body Temperature in the Cotton 
Sheds of Lancashire and the Linen 
Sheds of Ireland. 

degree to which Body 
Temperature was 
liaised , and Pulse aiui 
Respiration Quickened 
b if Expos u re in t he Cotton 
and Linen Sheds. 

No. 

Temp. 

of 

air <F.). 

Drying 
power of 
air per 
10 c.ft. 

Length 
of ex¬ 
posure. 

Body 

temp. 

ill 

Pulse. Resplra- 

1 . 

- 

Dry. 

. 90-0 ... 

Wet. 

75-0 

Grains. 

.. 82-0 

Min. 

.. 90 

mouth (F.) 

98-8 ... 

94 

t.icms. 

.. 24 

2 . 

. 89-0 ... 

790 

.. 60-0 

... 105 

100 0 ... 

108 

.. 24 

3 . 

. 89-0 ... 

76-0 

.. 73 0 

... 75 

100 0 ... 

108 

.. 16 

4 . 

88-0 ... 

80-0 

.. 49-0 

... 75 

100-0 ... 

108 

.. 16 

5 . 

. 88-0 ... 

77-5 

.. 61-0 

... 165 

100-2 ... 

104 

.. 20 

6 . 

. 87-2 ... 

76-0 

.. 63-0 

... 165 

100-4 ... 

100 

.. 26 

7 . 

.. 87-0 ... 

79-0 

.. 48-0 

... 75 

100-4 ... 

108 

.. 24 

8 . 

.. 86-5 ... 

79-5 

.. 42-5 

... 135 

99-2 ... 

92 

.. 24 

9 . 

. 86-0 ... 

77-5 

.. 49-0 

... 75 

99-2 ... 

80 

.. 20 

10 . 

.. 85-5 ... 

78-0 

.. 44-0 

... 90 

1001 ... 

82 

.. 22 

11 . 

.. 85-0 ... 

77-0 

.. 45-0 

... 232 

100-4 ... 

120 

.. 24 

12 

.. 84-5 ... 

770 

.. 42-0 

... 210 

100-6 ... 

96 

.. 26 

13 . 

.. 84-5 ... 

77-5 

.. 41-0 

... 210 

100-3 ... 

130 

.. 25 

14 . 

.. 84-0 ... 

80-0 

.. 24 0 

... 60 

101-0 ... 

114 

.. 26 

15 . 

.. 84-0 ... 

77-0 

.. 39-0 

... 195 

100-3 ... 

84 

... 26 

16 . 

.. 83-5 ... 

77-5 

.. 34-5 

... 225 

100-1 ... 

100 

... 20 

17 

.. 83-5 ... 

74-0 

.. 50-0 

... 235 

99-8 ... 

116 

... 20 

18 

.. 83-0 ... 

800 

.. 18-0 

... 120 

100-4 ... 

128 

... 24 

19 

.. 830 ... 

780 

.. 29 0 

... 210 

100 0 ... 

100 

... 21 

20 

.. 830 ... 

74-0 

.. 47-0 

... 215 

990 ... 

104 

... 21 

21 

.. 82-0 ... 

79-0 

.. 18-0 

... 160 

100-8 ... 

126 

... 22 

22 

.. 82-0 ... 

77-0 

.. 28-0 

... 190 

100-2 ... 

80 

... 24 

23 

.. 820 ... 

78-0 

... 230 

... 30 

100-2 ... 

80 

... 16 

24 

.. 820 ... 

80-0 

... 12-0 

... 230 

100 0 ... 

107 

... 23 

25 

.. 81-5 ... 

75-5 

... 32-5 

... 45 

100-2 ... 

112 

... 31 

26 

.. 81-5 ... 

74-0 

... 39-5 

... 176 

998 ... 

86 

... 20 

27 

.. 810 ... 

77 0 

... 22-0 

... 155 

100-4 ... 

120 

... 24 

28 

.. 810 ... 

760 

... 270 

... 190 

100 0 ... 

140 

... 26 

29 

.. 810 ... 

750 

... 320 

... 5 

1000 ... 

112 

... 31 

30 

.. 810 ... 

74-0 

... 37-0 

... 185 

100-0 ... 

82 

... 21 

31 

.. 810 ... 

730 

... 41-0 

... 160 

99-4 ... 

84 

... 20 

32 

.. 80-5 ... 

73-0 

... 38-5 

... 215 

99 6 ... 

92 

... 20 

33 

.. 80 0 ... 

71-0 

... 440 

... 120 

1000 ... 

90 

... 24 

34 

.. 79-5 ... 

74-5 

... 26-5 

... 223 

103-2 ... 

95 

... 18 

35 

.. 79 0 ... 

73-5 

... 28-0 

... 39 

100-3 ... 

110 

... 20 

36 

.. 790 ... 

72-0 

... 380 

... 185 

100 0 .. 

90 

... 23 

37 

.. 78-5 ... 

73-5 

... 25-0 

... 175 

99-6 .. 

116 

... 22 

38 

.. 780 ... 

730 

... 25-0 

... 120 

100-2 .. 

108 

... 24 

39 

.. 780 .. 

73-5 

... 23-0 

... 4 

100 0 .. 

100 

... 30 

41 

... 77-0 .. 

71-0 

... 29-0 

... 120 

100-2 .. 

88 

... 22 

42 

... 77 0 .. 

700 

... 33-0 

... 120 

100-0 .. 

100 

... 26 

43 

... 760 .. 

70-0 

... 290 

... 120 

100-2 .. 

88 

... 20 

44 

... 760 .. 

72-0 

... 20-0 

... 120 

99-4 .. 

88 

... 20 

45 

... 75-5 .. 

70-5 

... 24-5 

... 225 

99-6 .. 

132 

... 22 

46 

... 75-0 .. 

69-5 

... 26-6 

... 34 

100-2 .. 

no 

... 18 

47 

... 75-0 .. 

680 

... 320 

... 205 

100-2 .. 

88 

... 25 

48 

... 74 0 .. 

70-0 

... 190 

... 180 

100 0 .. 

98 

... 22 

49 

... 73-5 .. 

68-0 

... 24-5 

... 45 

1000 .. 

90 

... 22 

50 

... 73-0 .. 

70-0 

... 14-0 

... 15 

100-0 .. 

80 

... 15 

51 

... 72 0 .. 

67-0 

... 180 

... 10 

1000 .. 

72 

... 14 

52 

... 71-0 .. 

69-5 

... 7-5 

... 30 

99-5 .. 

— 

_ 

•53 

... 70-5 .. 

690 

... 7-5 

... 58 

99-7 .. 

— 

_ 

•54 

... 70-0 .. 

66-0 

... 17-0 

... 60 

100-0 .. 

— 

— 

55 

... 69-0 .. 

65 0 

... 170 

... 40 

100-0 .. 

100 

... 26 

•56 

... 68-0 .. 

66-5 

... 6-5 

... 24 

99-4 . 

— 

... — 

•57 

... 67-5 .. 

65-5 

... 9-0 

... 20 

99-5 .. 

— 

— 

•58 

... 67-0 .. 

630 

... 17-0 

... 20 

99-6 . 

— 

... — 

*59 

... 66-5 .. 

64 0 

.. 10-5 

... 20 

99-4 . 

— 

— 

’60 

... 66-0 .. 

63 0 

... 12-0 

... 23 

99-4 . 

— 

— 

•61 

... 65-5 .. 

63-0 

... 10-0 

... 20 

99-4 . 

— 

... — 


The rate of movement of the air could not be calculated as no move¬ 
ment was perceptible. 


The above records of atmospheric conditions which raise 
the body temperature of some of those immersed therein 
from normal to the degree noted are, with the exception of 
those marked (*), taken from the appendices to the Reports 
of the Departmental Committee on Humidity and Ventilation 
in the Cotton Weaving Sheds of Lancashire and in the Linen 
Weaving Sheds in Ireland. I have, however, given the drying 


power of the air, calculated from the dry and wet bulb tem¬ 
peratures in the sheds, instead of the relative humidity, as 
more clearly showing the degree of impediment to loss of 
heat from the body by evaporation, presented by the atmo¬ 
sphere in the sheds. The records marked (*) are from 
observations made by me, No. 54 in the orchestral stalls of a 
theatre at a matinee performance, and the others in glass 
houses artificially heated and humidified for the cultivation 
of orchids, crotons, grapes, tomatoes, &c. These I have 
added to carry the series to as low a degree of atmospheric 
temperature as possible. 

It can be seen from this series of observations that the 
body temperature of some will begin to rise when the wet 
bulb temperature of the air is as low as 18'3°C. (65'0° F.), 
if no movement of the air is perceptible and the dry bulb 
temperature of the air is not above 19-4° C. (69-0° F.). If 
my own observations are correct the body temperature begins 
to rise when the wet bulb temperature of the air is only 
17- 2° C. (63-0° F.), if no movement of the air is perceptible 
and at the same time the dry bulb temperature of the air is 
not above 18-8° C. (66 0°F.). In addition to rise of body 
temperature and acceleration of the pulse and respiration, 
exposure to the warm or hot, damp, and stagnant atmosphere 
in the weaving sheds, also caused malaise, muscular pains, 
drowsiness, dizziness, headache, chilliness, and shivering. 
Repeated exposure to such atmospheric conditions gives rise 
to anosmia and more serious effects. 

The value of the foregoing table of combinations of 
atmospheric heat, humidity, and stagnancy, which raise 
body temperature, is that it supplies a standard by com¬ 
parison with which we may see whether the natural meteoro¬ 
logical conditions at any particular place are such as 
will cause pyrexia or not. It may thus help, perhaps, 
to throw some light on the causation of certain pyrexia.- 
of short duration and of (at present) uncertain origin, such 
as “ trench ” fever. By such comparison I have elsewhere 1 
given my reasons for believing that in the season when 
malarial fevers are prevalent, at Calcutta, Madras, and 
Bombay in India, at Puttalam and Kurunegala in Ceylon, at 
Singapore in the Straits Settlements, and at Ancon, Colon, 
and Culebra in the Panama Canal Zone, the atmospheric 
conditions are such as will cause paroxysms of intermittent 
pyrexia, each paroxysm from 4 to 14 hours or even longer in 
duration. Indeed, the term Mal’Aria would be a most 
suitable one to describe briefly atmospheric conditions which 
produce pyrexia in the cotton sheds or elsewhere. And, 
doubtless, this was how the term came to be applied to the 
disease malaria as well as to the atmospheric conditions 
which were originally believed to cause this disease. 

I am, Sir, yours faithfully, 

Mathew D. O’Connell, M.D., 

Harrogate, August 4th, 1916. Colonel, R.P.; late A.M.S. 


TREATMENT OF THE MAIN NERVES IN 
AMPUTATIONS. 

To the Editor of The Lancet. 

Sm t _I wish briefly to draw attention to a subject which I 

think has not received the care its importance demands. It 
does not much prolong the time taken in an amputation, if 
the main nerves are drawn down out of their fascial envelopes, 
and an inch or more of the nerve trunks cut away with 
scissors. The leaving of the main nerves in a stump, to be 
entangled and subsequently pressed upon by cicatricial tissue, 
is responsible for painful “ neuralgic ” stumps. These are at 
once a source of intolerable suffering to the patients, and of 
despair to those who have to fit them with artificial limbs. 
Furthermore, the primary dressings, if there are no main 
nerves left free in the stump, are rendered far less painful. 
This is a matter of no small moment in the many amputa¬ 
tions now done through septic tissues, where the flaps heal 
badly, where subsequent scar-tissue is very abundant and con¬ 
tractile, and where “ packing” of the stump with salines or 
other applications has often to be resorted to. In all the 
amputations of the upper extremity and also of the leg, this 
drawing out and ‘ 1 cutting short ’ of the main nerves is of 
importance. In the thigh the sciatic nerve retracts markedly 
as a rule, but if long and prominent it should be similarly 
treated. I do not know if this procedure is advocated in 


1 Journal of Tropical Medicine, 1911 to 1916. 
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modern text-books. I have employed it for years with 
advantages hardly to be exaggerated. I venture now to 
present it to the consideration of those employed in the 
surgery of the present war. 

I am, Sir, yours faithfully, 

A. Marmaduke Sheild, 

August 14th, 1916. Consulting Surgeon to St. George's Hospital. 

THE PSYCHO-PATHOLOGY OF WAR 
NEUROSES. 

To the Editor of The LANCET. 

Sir,—C aptain M. D. Eder’s article on this subject was 
very interesting to read. But are his conclusions sound ? 
All science is based on accurate observation. Where I can 
test Captain Eder’s statements it seems very probable that 
he has made an inaccurate observation. In Case 7 there is 
a young man whose bent is towards ships and ship-building. 
He has obviously been often on the bridge of a ship. Yet 

•Captain Eder reports him as saying, “I .rang down full 

speed ahead.” Now, that is what Captain Eder probably 
thinks is said by sailors, but it is not: "full steam ahead ” is 
what is seen on every ship’s telegraph. So it seems very likely 
to me that Captain Eder has allowed his preconceptions to 
distort the accuracy of his observations. And if it is so in 
this case it is probably so in others. 

I am, Sir, yours faithfully, 

G. Burton-Brown, M.D. 

Harston, Sldmoutli, August 14th, 1916. 


CHINESE TOE-ROT AND FOOT-TETTER. 

To the Editor of The Lancet. 

Sir,—I n your issue of June 10th (p. 1200) occurs a short 
note on “ Chinese Toe-Rot.” A condition similar to that 
described is fairly common in Nigeria, and presumably in 
most tropical countries, but we do not consider that it need 
be as intractable as indicated in your note. Treatment with 
various antiseptics and dusting powders as a rule alleviates 
but does not cure. 

The method we advise, based, clinically only, on the fact 
that the organisms appear to flourish in an acid medium, is 
usually much more rapidly effective, and consists merely in 
the repeated application of an antiseptic ointment rendered 
alkaline in some convenient way, e.g., by adding 5 gr. of 
sod. bicarb, to an ounce of ung. hyd. nit. dil. We have seen a 
case that had withstood three years’ treatment with sulphur 
or iodine and various antiseptic dusting-powders yield to 
the treatment indicated within three or four weeks. 

We are. Sir, yours faithfully, 

J. McF. Pollard, M.D. Lond., 

West African Medical Staff. 

J. E. L. Johnston, M.B., B.S. Lond., 
D.T.M. and H. Camb., 

West African Medical Staff. 

Zungeru, Northern Nigeria. July 10th, 1916. 


ALIMENTARY REST IN DIABETES. 

To the Editor of The Lancet. 

Sir, —Dr. 0. Leyton’s letter in The Lancet of July 8th, 
I really think, is somewhat captious. The article criticised 
stated that Guelpa’s theory was not generally accepted, and 
described Allen’s method as a “decided advance, ” which is 
hardly doing Allen “very scant justice.” I was present 
at the debate. It was generally agreed that mild cases 
in later life usually respond rapidly to some such method 
of fasting. In the more severe cases the urine may be 
freed from sugar temporarily, but sometimes the general 
well-being of the patient suffers, though even in these severer 
•cases modified fasting will probably be very useful. So far 
I am in accord with your editorial views. But if Dr. Leyton 
will turn to the official record of that debate he will find that 
of the four speakers who followed him, three made state¬ 
ments to that effect. Dr. Spriggs said : “I am inclined to 
think that in treating a chronic disease it is of importance to 
maintain the patient in such a state of nutrition that he can 
work and can er ly himself.” Dr. Ryffel said of his cases 
that “three were severe, in whom considerable difficulty was 
experienced in preventing the recurrence of sugar when food 
was given, so much so that it appeared a better plan to 
regulate the acetonuria by periodical starvation and not to 


aim at complete elimination of glycosuria.” Dr. Cammidge 
said : 4 4 The dangerous increase in the acidosis, ice ., observed 
by Stillman in some 10 per cent, of his cases while under¬ 
going Allen’s . Mints to there being limitations to 

the usefulness of tire - .hod.”—I am, Sir, yours faithfully, 

August 11th, 1916.__ MD - 

THE EFFECTS OF TRI-NITRO-TOLUENE 
ON WOMEN WORKERS. 

To the Editor of The Lancet. 

Sir,— The observations by Dr. Agnes Livingstone- 
Learmonth and Dr. Barbara M. Cunningham in your issue 
of August 12th are interesting as a contribution to the study 
of T.N.T. poisoning, and prompt these questions: 1. What 
methods were adopted for selecting the workers 1 2. How 

many applicants were rejected ? 3. What are the homes 

like! 4. How many are unable to take milk, eggs, or 
cheese, the great lime-bearing foods ? 5. Are many of them 
fond of vinegar, lemons, and acid fruits t 6. What is the 
state of the teeth 1 

The writers emphasise the value of cleanliness with what 
seems but little regard for circumstances. How can working 
women afford to change constantly their underclothing 1 
Among a class where, when teeth are bad, the cavities are 
stopped with bread, it is not surprising that underclothes 
should not be changed. It is here that social workers find an 
impaene , which can be surmounted only when priests and 
parsons realise that their responsibility begins In this life, or, 
to put it more plainly, until they take a more active share in 
the social work of their people, an example that is set them 
by the Rabbi of the Hebrew community. 

I am, Sir, yours faithfully, 

Swansea, August 14th, 1916. G. ARBOUR STEPHENS. 



MORTON ALFRED SMALE, M.R.C.S. Eng., L.S.A., 
L.D.S., 

CONSULTING SURGEON-DENTIST, ST. MAHl’S HOSPITAL, ETC. 

The death of Mr. Morton Smale in the midst of his 
activities, at the age of 69, is a serious loss to the dental 
branch of the profession of surgery. During the 40 years 
that have elapsed since he first qualified there is hardly any 
post of responsibility in the world of dentistry which he has 
not occupied. We say hardly any, because he never was 
President of the Odontological Society, neither was he 
President of the British Dental Association, but it is 
understood that he refused both these honours. 

Morton Smale received his medical education at St. Mary’s 
Hospital, where he afterwards became dental surgeon, 
having previously served in that capacity at the West 
London Hospital. He was medical tutor at the Dental 
Hospital of London, and in 1883 succeeded Mr. Francis 
Ken Underwood as dean of that institution, a post which 
he occupied with conspicuous success for 20 years. During 
that period he effected great changes in the hospital. He 
was the guiding spirit in the removal of the hospital 
from its original site to the present building, and 
bore no small part in the task of raising the necessary 
funds. In this difficult enterprise he was greatly assisted 
by bis brother, Mr. William Smale, and very loyally sup¬ 
ported both in sharing the work and subscribing the money 
by the then staff. During his deanship the Dental Hospital 
of London received the title of Royal. Another great work, 
costing many months to arrange and many years’ constant 
daily supervision, was the formation, in the face of much 
opposition, of the appliance department of the hospital. 
This scheme was planned in 1889 by Mr. Morton Smale, Mr. 
David Hepburn, and Mr. A. S. Underwood. It was the first 
attempt to deal with the problem of supplying artificial 
teeth to suitable poor cases, a small fixed sum being de¬ 
manded towards current expenses. This initiative was sub¬ 
sequently followed by most dental hospitals in the kingdom. 

Mr. Smale’s connexion with the Royal College of Surgeons 
of England was long and intimate. In 1886 he induced the 
Council of the College to allow a part or the whole of the 
three years’ course of instruction in mechanical dentistry to 
be taken before registration. In 1889 he was appointed to 
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the Board of Examiners in Dental Surgery of the College, 
and remained on the Board until 1901, having been re-elected 
for a third period of two years to assist in the rearranging of 
the examination. In 1896 he was appointed one of the 
original members of the committee to decide the award of 
the John Tomes Prize for Scientific Research in Dental 
Science. In 1899 he visited the United States of America 
in company with Mr. E. Lloyd Williams, with the object of 
carefully investigating the methods of dental education and 
examination in that country, and in 1900 he presented an 
exhaustive report upon the subject to the Council of the 
College which was very useful to that body. 

In 1913, when the International Medical Congress met in 
London, Mr. Smale was Presidentof the Stomatological Section, 
and the success which attended that portion of the great gather¬ 
ing was largely due to his efforts, ably seconded by the hono¬ 
rary secretary, Mr. J. F. Colyer. The scientific work credited 
to the Congress has left a lasting mark on dental science. 
Soon after the outbreak of the war Mr. Smale was asked by 
the late Mr. Edmund Owen and Sir Frederick Treves to 
organize the dental department of the new hospital for 
wounded then being fitted out by the St. John Ambulance 
and the Red Cross Society. This he did, and remained one 
of the honorary dental surgeons until his death. 

Morton Smale was always convinced of the importance of 
regarding dental surgery as a branch of general surgery, and 
lost no opportunity of advocating that view. His death will 
be widely felt in the profession generally, many of whom are 
his old pupils and colleagues* 


ALBERT FKANKEL. 

Albert Friinkel, the discoverer of the pneumococcus and 
its causal relation to pneumonia, died in Berlin on July 6th 
at the age of 68 years. A sympathetic account of his life 
appears in the Deutsche Medizinische Woehemchrift of 
July 25th from the pen of his colleague, F. Kraus. Friinkel 
was one of the earliest pupils of von Leyden and followed 
worthily in the footsteps of his distinguished uncle, L. Traube. 
For many years he was director of the medical section of the 
Am Urban Hospital in Berlin ; but although for long one of 
the most prominent clinicians in Berlin and with a large 
and widespread consulting practice, he never obtained a 
teaching appointment at the University, an omission which 
was always a keen source of regret to him. Apart from his 
fame in association with the pneumococcus, Friinkel will be 
remembered for his contributions to medical literature on 
the subject of respiratory diseases. He was one of the 
founders of the Association of Physicians (Verein fiir innere 
Medizin), of which he was for long the tireless President. 
His death removes one of the few remaining names in 
German medicine which are well known in this country. 


JOHN EUSTACE WEBB, M.B., C.M. Abehd., 

SUKOKON. HOY AI. NAVY (RETIRED). 

Dr. J. E. Webb, who died suddenly at his residence in 
Looe, Cornwall, on August 6th, was a son of Dr. F. C. Webb, 
the editor of the Medical Times and Gazette. He graduated 
M.B., C.M. of Aberdeen University in 1884, and shortly 
afterwards entered the Royal Navy as assistant surgeon. 
He was at one time on the medical stall of the Royal Naval 
Hospital, llaslar. On his retirement he practised at Looe, 
where he held several appointments, including that of 
Admiralty surgeon and agent and port medical officer of 
health. Dr. Webb will be greatly missed in Looe, where he 
was held in the highest esteem, and much sympathy is felt 
there for his widow and two children. 


A Conviction under the Dentists Act. —At the 
Marylebone police court, on July 28th, Henry John Goldberg 
was charged with unlawfully taking and using the descrip¬ 
tion of dentist. Mr. R. W. Turner, who appeared for the 
British Dental Association, stated that two summonses had 
been issued against the defendant, one for implying that he 
was “ registered under the Act,” and the other for implying 
that he was “ specially qualified ” in advertisements which 
had appeared in various weekly periodicals. He called 
attention to a previous conviction on June 22nd, 1915 (see 
The Lancet, July 3rd, 1915, p. 35), for using the words 
“ Dental Practitioner,” when the defendant was fined £20 
and 5 guineas costs. Mr. Snell said that the defendant 
pleaded guilty to the charge. The magistrate imposed the 
maximum penalty of £20 and 10 guineas costs. 


Mar. 


The Casualty List. 

The following names of medical officers appear among the- 

casualties announced since our last issue :— 

Killed. 

Captain H. R. Knowles, R.A.M.C., attached to the Royal 
Lancashire Regiment, was educated at Leeds University, 
graduating M.B., Ch.B. in 1914. He joined the R.A.M.C.. 
shortly afterwards, and was awarded the Military Cross¬ 
in April last. 

Captain A. P. Low, R.A.M.C., attached to the Seaforth 
Highlanders, was educated at Edinburgh University 
and qualified in 1896. After holding appointments at 
the Dundee Royal Infirmary and at Craiglockhart Poor- 
house he took up practice in Dundee, and joined the 
R.A.M.C. in 1912. 

Captain D. H. D. Wooderson, R.A.M.C., attached to the 
Liverpool Regiment, was a student at St. Bartholomew’s- 
Hospital, London, and joined the R.A.M.C. shortly after 
qualifying in 1914. 

Wounded. 

Lieutenant B. Graves, R.A.M.C., attached to the North* 
Staffordshire Regiment. 

Captain C. H. Wood, New Zealand Medical Corps. 

Lieutenant R. Felton, R.A.M.C., attached to the Middlesex 
Regiment. 

Captain G. J. Fraser, R.A.M.C., attached to the Northum¬ 
berland Fusiliers. 

Lieutenant F. L. Keith, R.A.M.C., attached to the Northum¬ 
berland Fusiliers. 

Misting. 

Surgeon-Probationer G. S. Freeman, H.M.S. T.tissoo, R.N.V.R. 

Prisoner at Kut-el-Amara. 

Major E. A. Walker, Indian Medical Service. 

Previously reported Believed taken Prisoners at Kut-el-Amara 
non reported Prisoners 

Major E. F. E. Baines, Indian Medical Service. 

Captain S. G. 8. Haughton, Indian Medical Service. 

Lieutenant R. V. Martin, Indian Medical Service. 

Captain A. T. J. McCreery, R.A.M.C. 

Believed taken Prisoners at Kut-al- Amara. 

Captain P. B. Bharucha, Indian Medical Service. 

Lieutenant N. S. Jatar, Indian Medical Service. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war : — 

Lieutenant R. W. Vaughan-Roberts, Liverpool Regiment* 
elder son of Dr. W. Vaughan-Roberts, J.P., of Blaenau 
Festiniog, North Wales. 

Second Lieutenant P. M. Alexander, Gordon Highlanders* 
eldest son of Dr. S. P. Alexander, of Southsea. 

Lieutenant Q. M. V. Bidie, Royal Flying Corps and Royal 
Scots, only son of Lieutenant-Colonel G. Bidie, I.M.S. 

Captain J. G. Hurd-Wood. Infantry Brigade, son of the late 
Dr. J. Hurd-Wood, of Whitmead Hill, Farnham. 

Captain H. R. Knowles, R.A.M.C., attached to the Lancaster 
Regiment, eldest son of Dr. H. Knowles, of Heysham, 
late of Barnsley. 

Captain P. Wood, 89th Punjabis, youngest son of the late 
Brigade-Surgeon J. Wood, of Lichfield. 

Captain G. Blackader, Canadian Infantry, son of Dr. A. D. 
Blackader, of Montreal. 

Private C. C. Keelan, H.A.C., youngest son of the late Dr. 
N. W. Keelan, of Dominica, 'West Indies. 

Second Lieutenant W. C. Bower, King’s Own Royal Lanca¬ 
shire Regiment, elder sou of Dr. W. Bower, of Ottery 
St. Mary, and late of Hendon. 

Private W. L. Roberts, Royal Warwickshire Regiment, third 
son of Dr. R. L. Roberts, of Ruabon, North Wales. 

Lieutenant C. T. O. Irvine, 25th Punjabis, son of the late 
Surgeon-General J. Irvine, R.N. 

Private J. G. Burnie, Royal Fusiliers, elder son of Dr. W. G. 
Burnie, of Bradford. 

Private E. J. D. Fooks, Otago Regiment, younger son of 
Lieutenant-Colonel G. E. Fooks, I.M.S. 

Private C. G. Weldon, South African Infantry, only son of 
the late Dr. G. Weldon, of London. 

Captain F. L. Newstead, Durham Light. Infantry, eldest son 
of Dr. G. Newstead, of Blyth, Northumberland. 
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OBITUARY OF THE WAR. 


ALFRED MAURICE THOMSON, M.B., B.S. R.U.I., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 



Captain A. M. Thomson, who was killed in action in 
France on July 7th at the age of 31, was the only son of 
Alfred Thomson, of Marlborough Park, Belfast. Educated 

at the Royal Academical 
Institution and at 
Q 11 e e n’s College, 
Belfast, he graduated 
M.B. in 1909. sub¬ 
sequently obtaining the 
D.P.H. of Cambridge. 
Volunteering for service 
soon after the outbreak 
of war, he had been at 
the front since June 1st, 
1915. He was wounded 
when rescuing his 
adjutant under heavy 
fire, and as he con¬ 
tinued to attend to the 
in j ured was subse¬ 
quently killed outright 
by the explosion of his 
ammunition pouch. 

His commanding 
officer speaks of the 
loss of Captain Thomson as of a personal friend, and other 
letters from fellow officers and colleagues confirm the 
impression of a man quite fearless in the carrying out of his 
duties. He was in practice in Belfast prior to obtaining 
his commission, and his early death is keenly felt there. 


JOHN HENRY DYKE ACLAND, M.R.C.S. Eng., 


CAPTAIN', ROYAL ARM Y MEDICAL CORPS. 



Captain J. H. Dyke Acland, who was killed on active 
service in France on the night of July 12th, was born in 1880 
and was the second son of the late Rev. Henry Dyke Acland, 
rector of Luccombe, Somerset. He was educated at Blundell’s 
School and afterwards at St. Thojnas’s Hospital, where he 
qualified as M.R.C.S. and L.R.C.P. in 1905. He became 
house surgeon to the East London Hospital for Children, 
Shadwell, and house physician at the West London Hospital. 
After completing these resident appointments he went to 
South Africa as medical officer to the Beira railways, and prac¬ 
tised for some years in Buluwayo, the chief town of Southern 
Rhodesia. At the outbreak of war he returned to England and 
applied for a commission in the Royal Army Medical Corps, 
being gazetted lieutenant on Oct. 17th, 1914. In November 

of the same year he 
married Elizabeth 
Margaret, daughter of 
Charles Corner, of The 
Lodge, High Ham, 
near Langport, 
Somerset. He was an 
enthusiast in his 
work and of a genial 
and cheery disposition, 
which brought him 
many friends and made 
him welcome wherever 
he went. He met with 
his death in a way in 
which he himself would 
have desired — whilst 
endeavouring to relieve 
a wounded man. 

The officer command¬ 
ing his battalion writes 
of Captain Dyke 
Acland : “He went out in the front of our line to try and 
find a wounded man who was reported to be there. By the 
greatest misfortune he was hit by a bullet and died almost 
at once. He is a very great loss to us ; besides being a 
skilful doctor, he was a most cheery companion, and we all 
miss him dreadfully. He did most gallant work in the 


attack on July 1st. I immediately recommended him for 
the Military Cross, and if he had been spared there is not 
the least doubt that he would have been awarded it. He 
died whilst trying to perform an act of mercy.” 


HUGH GWILYM MORRIS, B.A.. M.B., B.Ch. Oxon., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain H. G. Morris, who was killed in action in France 
on July 14th, at the age of 32, was the only son of William 
Morris, estate agent, of 
Glanllyn, Bala. He 
was educated at 
Llandovery College and 
went on from there in 
1904 to Oxford, where 
he graduated B.A. in 
1908, and M.B. in 
1914, after having spent 
part of his medical 
course at the London 
Hospital. Whilst an 
undergraduate at 
Oxford Captain Morris 
was keen on football ; 
he played in the Uni¬ 
versity team, and was 
a reserve blue. He 
also played for several 
London clubs, and was 
a member of the 
London H ospital 
football team. In January, 1915, he took a commission in 
the Royal Army Medical Corps, and was promoted Captain a 
year later. He was killed outright whilst in the act of 
saving a wounded soldier under circumstances for which he 
was recommended by his commanding officer for the Victoria 
Cross. 

In a letter to Captain Morris’s parents a colleague alludes 
to his popularity in the service, and the fact that many of 
his fellow officers would miss him keenly. The commanding 
officer wrote that he died as he had lived—a pattern of 
unselfishness—considering himself last. Captain Morris 
was married in 1911, and leaves a widow and two children. 



RICHARD FENTON THEODORE NEWBERY, M.B., 
Ch.B. Edin., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 



Lieutenant R. F. T. Newbery, who was killed in action in 
France on July 14th, at the age of 25, was elder son of the 
late E. C. Newbery, and was born at San Remo, spending 
his early years there and at Nice. He was educated at 
Tonbridge School, and after passing the London matricula¬ 
tion examination he 
entered as a student 
of medicine at Edin¬ 
burgh University, 
graduating there in 
March, 1915. As an 
undergraduate he was 
an active member 
of many of the 
students’ gatherings, 
being senior president 
of the Philomathic 
Society in the year 
1914-15. Besides this 
he took a keen interest 
in social work and 
belonged to the Univer¬ 
sity Settlement. After 
a short period as junior 
house surgeon at the 
Edinburgh Royal Infir¬ 
mary he joined the 
Royal Army Medical Corps in November, 1915, and was 
attached to the Northamptonshire Regiment. Recommended 
for the Military Cross on July 1st, he was killed 
instantaneously a fortnight later by a shell as he was 
attending the wounded. 

One of his old Edinburgh teachers writes of Lieutenant 
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Newbery as a man on whom he could always depend for 
carrying out intelligently and well whatever practical work 
was entrusted to him. It is evident from their letters that 
his men had a similar confidence in him. “ He always 
looked after us so well, and would never lead us to a place 
he would not go himself.” His coolness and efficiency in 
danger were products of his self-forgetfulness and a desire 
to do his duty without external show. 


The Central Medical War Committee. 

The Committee met on Wednesday last, the time being 
mainly occupied in considering, sitting as the Central 
Professional Committee, applications for exemption from 
military service referred to the Committee by local tribunals. 

The difficulties that might arise in connexion withdisabled 
soldiers came under discussion, for it was recognised that it 
might be necessary in the interests of these men to retain 
at certain hospitals medical practitioners who are within the 
age-limit for accepting commissions. 


The Pensions Scale for Amputations in the Navy. 

Dr. Macnamara stated in Parliament on Wednesday that 
the Admiralty has adopted the scale of pensions for amputa¬ 
tions which was settled by the Chelsea Commissioners for 
the Army. Up to the adoption of the new scale the Admiralty 
allowance was 10s. 6 d. a week in respect of the loss of a 
limb. The Army scale is as follows :—Loss of leg : Off up to 
the hip, 16s. (weekly); short thigh. 14s. ; above the knee, 
12s. 6 d. ; below the knee, 10s. 6 d. Loss of arm : Right arm 
to the shoulder, 16s. ; left arm to the shoulder, 15s. ; above 
or through elbow-joint (right arm), 14s , (left arm), 13s. ; 
below the elbow (right arm), 11s. 6 d., (left arm), 10s. 6 d. 


Hospital Units for Russia: Surgeons 
Wanted. —The Joint War Committee of the British Red 
Cross Society and the Order of St. John of Jerusalem 
in England is shortly despatching two field-hospital units 
for service in Southern Russia. We are asked to state that 
there are still vacancies for two experienced surgeons in 
these units, and the Committee would be glad to receive 
immediate offers from surgeons who are willing to proceed 
abroad and are able to do so under the present War Office 
Regulations. Application should be made, if possible in 
person, at 11 o’clock any morning, at 83, Pall Mall, Room 
No. 93. or by appointment at other hours. 

The Pay of a Special Reserve R.A.M.C. 

Officer. —We have received the following letter from a 
correspondent who considers that the inequalities of pay, as 
shown by the sums received by Special Reserve and Temporary 
officers, ought to be abolished:—“ I have recently com¬ 
pleted two full years of active service at home and abroad. 
As a Special Reserve R.A M.C. officer I had already been 
trained for my duties, and was also required to give my 
services immediately on mobilisation. I had received three 
retaining fees, each of £20—not an extravagant allowance 
considering that 1 had to leave my practice without even an 
opportunity to introduce my patients to a deputy. I wish to 
compare my receipts during the two years from army 
sources with that of an hypothetical temporary lieutenant, 
R.A.M.C., who should have performed exactly the same 
duties, but who, of course, was not already trained, left his 
practice at his own convenience, and had had no retaining 
fees. My total receipts, including allowances for travelling 
and every other sort of payment, were £877 Os. 6 %d., which 
works out at 24s. a day. (About £600 of this was taxed 
before receipt, so that I did not actually handle this sum.) 
The temporary officer would have received for the same duties 
£997 13s. lljif., i.e. 27s. 3 <1. a day. Deducting from both 
allowances for equipment on mobilisation, for travelling, aDd 
for extra duty (e g. as surgeon, in charge of hospital, k c.) 
the two sums would be £786 3s. 0\d. and £926 16s. 5 \d., or 
21s. 6 d. and 25«. 4 d. a day—roughly, my extra experience 
and extra readiness has cost me £120. Not very long ago 
Mr. Tennant stated in the House of Commons that there was 
not much difference in the pay of Special Reserve (and 
Territorial, who are similarly penalised) officers. 1 find £60 
a year quite an appreciable difference, and venture to think 


that most medical men will share that view. As the question 
of what the officer belonging to each class actually gets is 
complicated by the allowances each may draw, and so lends 
itself admirably to mis-statement, I hope that you may find 
room for this short statement. ” 

Two Years’ Work by’ the Wounded Allies’ 
Relief Committee. —The committee was one of the first 
war charities to be started after the outbreak of war, the 
nucleus having been formed on theeveningof August4th, 1914, 
the very day of the declaration of war by Great Britain. The 
first task of the committee was to help to briDg wounded 
Belgian soldiers to England and to distribute them in hos¬ 
pitals. Since then the relief work has extended to many 
other spheres, and touches in one way or another all our 
Allies. With regard to activities for Belgium, the committee 
has maintained two homes for disabled Belgian soldiers in 
England, where they have been fitted with artificial limbs 
and taught various trades to render them self-supporting, 
and it also keeps up a sanatorium at Eastleigh for Belgian 
soldiers suffering from phthisis; it has presented to the 
Belgian Army four bath-caravans for use at the front, also 
a caravan soup-kitchen to supply the troops in the trenches 
with hot tea, coffee, or soup, and, in addition, two bath- 
caravans made on an improved plan and capable of furnish¬ 
ing 70 hot baths an hour. 

In France the committee is maintaining two hospitals for 
French soldiers—the one at Limoges, containing 225 beds, 
the other at Lyons, with 300 beds. 

To the Russian Red Cross Society the committee has given 
four motor ambulances, each containing four stretcher-beds, 
and to the Italian Army it is supplying a motor operating 
theatre, the first of its kind ever constructed, that will enable 
urgent operations to take place at the front, and thus save 
the lives of many wounded men who might otherwise die on 
their way to hospital. 

Concerning relief work for Serbia and Montenegro, the 
committee sent out a fever unit, consisting of doctors and 
nurses, to Serbia, and up to the time when the Austrians 
took possession of the country, it was maintaining one large 
hospital in Kragujevatch, and another in Podgoritza, and 
since the retreat of the Serbian Army has sent out fresh 
units with stores and provisions to Corfu, where a vast 
amount of work has been and is being done, attending to the 
disease-stricken remnants of the Serbian Army. 

For the benefit of all our Allies the committee supplies 
from its hospital depot all sorts of bandages and other 
hospital requisites, and in the first half of 1916 supplied the 
hospitals of our Allies with over 175,000 articles. London 
hospitals for British wounded have also received gifts from 
the depot. And in addition to the activities referred to, the 
committee has equipped and maintained various other 
hospitals and homes, both at home and abroad, giving the 
relief that was needed when it was needed. 

Harold Fink Hospital, Park-lane.—M rs. 

Catherine Fink has endowed beds at this hospital to the 
extent of £5000, and has requested Dr. Douglas Shields to 
administer the endowment fund. The Duchess of Portland 
has consented to act as nominator of patients for the beds, 
which are available for the free treatment of officers disabled 
by the war. 

“ Behind the Lines.”— We have received 

Nos. 1 and 2 (the May and June-July issues) of a little 
magazine with this title designed principally to interest ^nd 
amuse the sick and wounded in the No. 10 Stationary 
Hospital at the front. No. 1 contains a well-reproduced 
photograph of the officers of the hospital, and No. 2 a repro¬ 
duction of a photograph of the whole staff. The address is 
“ Somewhere in France.” 


Donations and Bequests. —The Royal West¬ 
minster Ophthalmic Hospital has received a grant of £400 
from the trustees of the Zunz Bequest.—Miss Burrell, of 
Fairthorn Manor, Curdridge, has sent a donation of £600 to 
the Royal Hants County Hospital, Winchester. 

A Cab-whistling Prohibition. —It is understood 

that regulations prohibiting whistling for taxi-cabs between 
the hours of 10 p.m. and 7 a.m. are to come in force next week 
in certain specified areas of London, including those contain¬ 
ing the military hospitals and, perhaps, in the whole London 
County Council area. 
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SEtebital gtfos. 


Examining Board in England by tee Royal 
Colleges of Physicians of London and Surgeons of 
England.—A s the result of the Final Examination, held 
from July 4th to 25tb, the following candidates were among 
those approved jn the nndermentioned subjects, but have not 
yet completed the examination:— 

Medicine — H. Archer, L.M.S.S.A., Bristol : C. W. Armstrong. B.A. 
Oxon., London ; J. R. Banks, University College ; Alfthea Josephine 
Bolton, Birmingham; H. C. Broadhurs*, M.B., B S. Durh., 
Durham ; Stella Churchill, Royal Free ; W. S. Dawson, Oxford and 
St. Thomas's ; G. Day, St. Bartholomew's; M. A. B. Demerdash, 
University College; A. R. Dingley. St. Bartho’omew’s ; H. Evers, 
M.B., B.S. Durh., Durham; H, Fernando, Ceylon and Middlesex; 
Susan Alfreda Finch, Royal Free; J. Hal**, B.A.Cantab.. Cambridge 
and St. Thomas’s; J. M. Harrison, St. Thomas’3; J. A. Hill, 
London; G. Hoffmeister. Middlesex ; O. C. L. Hughes. Birming¬ 
ham ; S. R. Johnston, University College; G. M. Kendall, B.A. 
Cantab., Cambridge and St. Thomas'’6; E. I. Lloyd, B.A Cantab., 
Cambridge and St. Bartholomew's; A. N. McMillan, M.P.S., 
Middlesex; W. W. H. Miles, St. Thomss's; F. M. Mosely, B.A. 
Cantab., Cambridge and London ; C. L. Od&ra, B.A. Cantab., Cam¬ 
bridge and Guy's; Eleanor Joyce Partridge. Royal Free : Enid 
Maud Pfeil, Royal Free; B. H. Pidcock, St. Bartholomew's ; C. N. 
.Ratcllffe, Liverpool; P. R. Riggall, University College; K. D. 
Roberts, M.D. Lausanne, Lausanne ; R. R. 8cott, Durham ; N. M. 
Sen-G.upta, London; F. N. Sidebotham, B.A. Cantab., Cambridge 
and Guy’s; R. G. Simpson, London ; Flora Nihal Singh, Calcutta 
and Royal Free; J. W. G. Steell, M.A. Oxon.. Oxford and Man¬ 
chester ; D. Stewart, Manchester ; M. B. M. Tweed, L.S.A., Guv's ; 
Anna Petronella van Heerden, Amsterdam ; G. H. Ward. B.A. 
Cantab.. Cambridge and St. Thomas’s ; E. Williams, L.S.A.. 
L R.C.P. Lond., London Hospital ; T. P. Williams, Middlesex ; and 
A. T. Wool ward. B.A. Cantab., Cambridge and London. 

Surgery.— J. A. M. Alcock, Guy’s; E. J. Ball, Ph.D. Heidelberg, 
Bristol ; J. F. Carter Bralne, Guy’s; P. A. Buxton, B.A. Cantab., 
Cambridge and 6t. George's; W. J. Colborne, Charing Cross; 

A. V. 8. Davies. St. Mary's ; W. S. Dawson, Oxford and 
St. Thomas's; A. R. Dinglej'. St. Bartholomew's; H. Evers, M.B., 

B. S. Durh , Durham; H. A. Faulkner. Melbourne and Middlesex ; 

E. O. Goldsmith, B.A. Cantab., Cambridge and St. Bartholomew's ; 
L. Grey, Cardiff and University College ; W. O. Holst, Middlesex ; 
D. B. a. Jones, Charing Cross ; D. L. Lees. Brls f ol; K. T. Lewis, 
University Co liege ; J. A. Martin. Guy’s; R. Moser, St. Bartholo¬ 
mew's ; M. A. Omir, Cairo and Charing Cross ; Lily Fanny Pain. 
L.D.S. Eng.. L.SA.. Royal Free; A. Pastel. Charing Cross; 

G. Perkins, B.A.. M.B . B.Ch. Oxon., Oxford and St. Thomas's ; 

A. Rodd, University College; R. R. Scott, Durham; S. N. Scott, 
Charing Cross : J. F. Smith. St. Thomas’s ; R. N. Vakil. University 
College; S. Vidot, Guy’s; O. Williams, I*.Sc. Wales. Cardiff and 
University College ; and C. Young, University College. 

Jtfidu'ifery.— G. Adler and E. Ahmed, London ; J. A. M. Alcock, 
Guy's ; E. M. Atkinson. St. Bartholomew's ; H. R. Bickerfon, B.A. 
Cantab., Cambridge*and Liverpool; H. J. Blampied, St. Thomas’s ; 
Hilda B. Kathleen Brade, M.Sc. Maneh., Manchester; J. Brash, 
Cambridge and St. Bartholomew's; H. C. Broadhurst. M.B., B.S. 
Durh., Du* ham ; W. S. Brown, B A. Cantab., Cambridge and St. 
Thomas's ; J. Burke, Glasgow and London ; C. H. Carroll, London ; 

H. J..C Churchill, St. Bartholomew's ; Hetty EthelbertaClaremont, 
Royal Free and St. George’s; G. F. Cobb, St. Bartholomew’s; 

' E. J. Coombe, St. George’s; A. W. A. Davies and J. E. E. 
de Robillard, Guy’s; J. R. Dingley, University College; P. R. 
Doctor, M.B, B.S. Bombay. Bombay; A. F. R. Dove, M.B., B.S. 
Durh., Durham ; H. W. Eddison, B.A. Cantab., Guy's ; A. A. H. 
El Zeneiny, Cairo and London ; J. S. Ellis, B.A. Cantab., and 

L. H. B. Evans, B.A. Cantab., Cambridge and Guy s; H. Evers, 

M. B.. B.3, Durh., Durham; J. H. Ewen, St. Mary’s; H. A. 
Faulkner, Melbourne and Middlesex; S. A. Finch. Royal Free; 

F. L. Fonseka. Ceylon and St. Mary's; F. C. A. F 1th. Bristol; 
H. D. Gardner, B.A. Can lab . Camhrirlge and University College ; 
M. D. Geffen, University College; E. A. Gibb, B.A. Cantab., 
Cambridge and St. Thomas's ; G. H Gidlow-Jackson, B.A. Cantab., 
Cambridge and London; H. Gluckman, London; L. B. Gold¬ 
schmidt, King's College ; W. Gourevitch, Paris and London ; H. O 
Gunewardcne, King’s College ; D. V. Hals cad, Guy's; E, G. Harris, 
London ; G. C. Hartley, M.B., Ch.B. Birin, Birmingham ; R. B. 
Hawes, St. Thomas’s ; C. W. Hayward, Birmingham and University 
College; O. C. L. Hughes, Birmingham ; J. M. Hughes, Middlesex: 

J. W. D. Hyde. University College; T. G. James, Cardiff 
and Wes’minster; J. P. J. Jenkins and N. R. Jenkins, Cardiff and 
Westminster; Tamara Jochelman. M.D. Berne. Berne and Royal 
Free; S. R. Johnston, University College; M. C. Joynt, Guy's; 

G. M. Kendall, B.A. Cantab.. Cambridge and St. Thomas's; J. I. 
Kuhn*, Charing Cross; E. A. Leviscur, Guy’s; J. B. S. Lewis, 

B. A.Cantab.. Cambridge and St. George’s; W. H. Maudling. 
Charing Cross: A. N. McMillan, M.P.S.. Middlesex; L. C. Moore. 
Liverpool and St. Thomas's ; A. Morford, B Sc.. St. Bartholomew’s; 
A. U. Morris, Bristol; J. W. M. Nicboll. B A.Cantab., Cambridge 
and Mlidlesex ; C. L Odam, B A. Cantab., Cambridge and Guy's ; 

A. L. Packham, L.D.S. Eng.. Middlesex; Margaret Stuart Palmer, 
Royal Free : J. A. Panton. Manches'er; G. Perkins, B.A.. M.B.. 

B. Ch Oxon., Oxford and St. Thomas's; A. M. Pickup. Birmingham 
and University College; C. V. Pink, St. Thomas's; F. Portas. 
Wesminster; W. E. PoweJJ, Charing Cross; S. H. de G. Pritchard, 
London; W. M. A. Rahman, University College ; A. H. Richardson. 
St. Thomas’s; P. R. Riggall, University College; E. D. Roberts, 
M.D. Lausanne, Lausanne ; A. Rose-Innes, University College ; 

K. M- Ross, London; A. H. Sarny, Cairo and St. Bartholomew's; 
M. M. Shaffi, London ; G. K. L. Simons, Guy's; Floia N»hal Singh, 
Calcutta and Royal Free; F. H. Smith, M. A. Cantab. L.D.S. Eng.. 
Cambridge-and St. Georges; N. F. Smith, B A. Oxon.. Oxford and 
St. Bartholomew b; Jl. J. Staley, M.B., Ch.B. Birm , Birmingham ; 


J. R. W. Stephens. Manchester ; H. Sterne-HowItt, Durham and 
Guy’s; I. H. Byed, Bombay and Manchester; C. H. Terry, B.A. 
Oxon . Oxford and St. Bartholomew's; J. F. Twort, London ; Anna 
Petronella van Heerden, Amsterdam ; S. A. T. Ware. St. Thomas's ; 
H G. Watters. Ixmdon; A. S. Westmorland, St.. Mary’s; K. 
Williams, L.S A., L.R.C.P. Edin.. London; JL. H. Woods, St. 
Bartholomew's; and E. B. Woolf, London. 

University of London.— At examinations held 
recently the following candidates were successful 
First Exa.wrxATioir for Medical Df.or&ks. 

Thomas Adam, St. Bartholomew’s Hospital ; Dulcle Stapleton Adkins 
and Doris Elizabeth Alcock. London (Ro.val Free Hospital) School of 
Medicine for Women : Christopher Howard Audrewes, 8t. Bar¬ 
tholomew's Hospital; Marjode Henrietta S. Auden, Ladies’ College, 
Cheltenham; tEdward Townley Bailey. Epsom College; Frances 
Sophia Barry and Geraldine Mary Barry, London (Roval Free Hos¬ 
pital) School of Medicine for Wmien ; Davis Evan Bedford, Epsom 
College: Percy Croad Brett, St. Mary’s Hospital; Ralph Vipont 
Brown, Bootham School; Muriel Burton Buckley. London (Royal 
Free Hospital) 8chool of Medicine for Women; “tMs urtoe Danks 
Cadmin, Newport Grammar School; tFrederick Cecil Wray Capps, 
Epsom College; Arthur Nicholas Carter, University College; 
AnapJe Frances Mary Christie. London (Royal Free Hospital) 
School of Medicine for Women; Florence Ruth Clulow, Newnham 
College; John Joseph Coghlan, London Hospital; Julius Cohen, 
St. Mary's Hospital; Leslie Barrett Co’e, Leighton Park School, 
Reading; Nancy Macnaughton Coutts, Elsie Klearor Cowper- 
tbw’alte, and Barbara Cubitt, London (Koval Free Hospital) School of 
Medicine for Women ; Kenneth James Herbert Davies, Guy’s Hos¬ 
pital; Arnold Giliett Dobrmahian, University College; Kenne h 
Henry Doouss, St. Bartholomew’s Hospital ; Edith Monica Down, 
London (Royal Free Hospital) School of Medicine for Women; 
Nicholas Bernard Dreyer, Guy's Hospital; Archibald Glen Duncan, 
London Hospital; Gertrude Rose Stewart Kricaon and Edith 
Marian Evans, London (Royal Free Hospital) 8ctaool <f Medicine 
for Women ; Gertrude Evans, Croydon High School; Hubert 
Holdrick Fisher, Epsom College; Ena Dorotny Foster and JAda 
Marion Freeman, London (Royal Free Hospital) School of Medicine 
for Women; Leslie French, B Sc., South-Western Polytechnic 
Institute; Arthur John Gardham, Bancroft's School; Janet 
Katharine Gatty, Elizabeth Mai Genge, and ^Madeline Giles, 
London (Royal Free Ho'pital) School of Medicine for Women ; 
^Humphrey Hart Gleave, University of Leeds ; Harry Gerald 
Goldwater. University College; Nellie Gray, Perse High School ; 
Frances Mary Hamer, Girton College; Katharine May flarbord, 
London (Royal Free Boepital) School of Medicine for .Women ; 
Henry Albert I Ian is. University College, Cardiff, and private study; 
Muriel Minnie Harris, London (Jinysl Free Hospital) School of 
Medicine for Women; Marjorie Christina Hawkins. University 
College. Cardiff ; Hilda May Haythornthwaite, London (Royal Free 
Hospital) School of Medicine for Women; Robert Ian Alexander 
Hicks, Bootham School; William Clifton Vernon lliggiuson, St. 
Bartholomew's Hospital; Phyllis Mary Horton, London (Royal 
Free Hosp'tal) School of Medicine for Women ; William David 
Hoskins, Margaret Olwen Howell, and Gilbert Haywood Howells, 
University College, Cardiff ; Donald Hunter, London Hospital; 
Margery Kathleen Illingworth, JLondon (Royal Free Hospital) 
School of Medicine for Women; Marjorie Mary Jefferson, Victoria 
University of Manchotter; Winifred Mary Jenkins, B Second Deris 
Eleanor Parker Jolly, London (Royal Free Hospi’al) School of 
Medicine for Women; David John Jones, University College. 
Cardiff; Dilys Menai Jones, University Tutorial College and private 
study; Winifred Angela Fanny Kann, Derotby Maud Kemp, and 
Kathleen Helena Beatrice King, London (Royal Free Hospital) 
School of Medicine for Women ; Cyril John Noel Lambert, St. 
Paul’9 School; -Joseph Victor J/mdau. St. BartholomewVHospital ; 
Anna Gwenllian Mary Lewis. University Co lege, Cardiff ; Reginald 
Cyril Ljgbtwood, King's College; Margaret Longbottom, London 
(Royal Free Hospital) School cf Medicine for Women ; Alan Fleming 
McUlnsban. Epsom College; Alan McKenzie, Guy's Hospital; 
Rupert Alexander Madgwlck, London Hoepital ; Henrietta 
Alexandrine! Clark Main. London (Royal Free Hospital) School of 
Medicine for Women; Rex Godfrey Blake Marsh, St. Thomas's 
Hoepi'al ; Dora Mrsen, J^ondon (Royal Free Hoepital) School of 
Medicine for Women; Shatik Fahmy Mina. University College; 
I va Clare Marion Moloney and Violet Orr Moore, J>>ndon (Royal 
Free Hospital) School of Medicine for Women ; Haydn Jones 
Morris, University College. Cardiff; Herman Mould, University 
College; David Clark Muir, Middlesex Hospital; Christopher 
Wesley Narbeth, St. Bartholomew's Hospital ; Eva Joyce Newton, 
London (Royal Free Hospital) Fchool of Medicine for Women; 
Bertram Sydney Niss<\ London Hospital; Sybil Mary Nuttall and 
Helen O'Brien, London (Royal Free Hospital) School of Medioine 
for Women ; Charles P 3 'e Oliver, Epsom College; Margery Olivier. 
London (Royal Free Hospital) School of Medicine for Women and 
Birkbeck College; Alice Owen, London (Royal Free Hospital) 
School of Medicine for Women ; Rupert John Parry, University 
College. Cardiff; Phoebe Myfanwy Phillips, Tressila' Laura Pires. 
and Alice Dorothy Pocock. London (Royal Free Hospital) Si-bool of 
Medicine for Women ; Wilfrid Robert Hollies Pooler. King Edward's 
High School, Birmingham ; Cast-ie Ethel Pratt and JLoulse Agnes 
Procter, London (Royal Free Hospital) School of Medioine for 
Women; Montague Henry R a nall, B.Sc.,University College, Cardiff, 
and private Btudv ; Hilda Winifred Richards, London (Royal Free 
Hospital) School of Medicine for Women; Philip Lawrence 
Richardson, Guy's Hospital; Isabella McDougall Robertson. London 
(Royal Free Hospital) School of Medicine for Women; William 
George Rose, St. Mary s Hospital; Hilda Marjorie Stubbing Russell, 
London (Royal Free Hospital) School of Medicine for Women ; 
Herbert Leyland Sajckett, fit. Bartholomew's Hospital ; Maud 
Sanderson an 1 fina Mildred Saasom, Lon.ion (Royal Free H/»pital> 
School of Medioine for Women ; Margaret Scott-Monorieff, Jxmdon 
(Royal Free Hospital) School of Medicine for Women and University 
Tutorial College; John. St, Clair Shad well, E| som College; B frlda 
Elizabeth Ada Spencer, B,A., London (Royal Free H»spita') School 
of Medicine for Women ; Philip Steinberg, London Hospital; 
George Horace ToLley Stovin, Epsun College; Helen Carcllue 
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Tompson, London (Royal Free Hospital) School of Medicine for 
Women; Frederick Henry Wickham To/.er and Mark Treisman. 
London Hospital; Edith Helen Trimmer, London (Royal Free 
Hospital) School of Medicine for Women; Eileen Maud Turner. 
Winchester 8chool for Girls; William Gilbert Desmond H. Urwick. 
St. Bartholomew's Hospital ; Doris Lyne Veale and Norah Walden. 
Loudon (Royal Free Hospital) School of Medicine for Women ; 
Kenneth Leslie Ward. London Hospital; Mildred Warde. Victoria 
University of Manchester; Lewis John Watkins, Pontypridd 
Intermediate School; Agnes Kdle Westwood, Agnes Sidney 
Wilkins, and Ada Kathleen Williams. London (Royal Free Hospital) 
School of Medicine for Women ; David Charles Williams. London 
Hospital and 1’nlversitv Tutorial College; and John Wilson, B.Sc., 
Birkbeck C illege and Northern Polytechnic Institute 

"Awarded a mark of distinction in Inorganic Chemistry, 
t Awarded a mark of distinction in Physics. 

I Awarded a mark of distinction in Biology. 

8acosn Examination fob Medic at. Degrees. Part I. 

Iskander Mikhail Ab.i-El-Said, King's College; Sarah Elizabeth 
Andrews and Kathleen Ardell, London (Royal Free Hospital) School 
of Medicine for Women; Moshek Zelmanovitch Bochenek. London 
Hospital; Muriel Burton Buckley. London (Royal Free Hospital) 
School of Medicine for Women ; Thomas Harold Burlend, B.Sc., 
private study; Geoffrey Hugh Alexander P. Clavier, London 
Hospital; Saul Cohen. Guy's Hospital; Alison Margaret Collie, 
London (Royal Free Hospital) School of Medicine for Women ; 
Philippe Couacaud. Guy's Hospital; Catherine Agnes Cowan. Sarah 
Helen Davies, and Kathleen Field, B.A., London (Royal Free 
Hospital) 8chool of Medicine for Women ; Isaac Frost and Theodore 
Franz Handel, King's College; Henry Albert Harris. University 
College. Cardiff, and private study; Reginald W. Patrick Hoslord. 
St. Bartholomew s Hospital; Winifred Mary Jenkins, B.Sc.. London 
(R>yal Free Hospital) School of Medicine for Women; Hassan 
Kamal. King’s College; Mary Elisabeth Kennedy. Glrcon College; 
Doris Gertrude Knowles. London 'Royal Free Hospital) School of 
Medicine for Women : "Morris Korn. London Hospital; Albert 
Ernest Lorenzen.St. Bartholomew's Hospital; Leslie Lyne. Guy’s 
Hospital; Gwendolen Winifred Trymer Lynn, London (Royal Free 
Hospital) School of Medicine for Women; Aziz Abd el Saved 
Mansour. King's College ; Markers' Olivier. Dorothy Pantin. and 
Marjorie Pierce. London (Royal Free Hospital) School of Medicine 
for Women; Olive Gwendoline Potter. Girton College; Cyril 
Mayberry Probert. University College. Cardiff ; Joseph Proujansky. 
Londou Hospital; Beatrice Davidine Pulllnger. London (Royal Free 
Hospital) School of Medicine for Women ; Henry Elliott Keburn, 
King's College; Eleanor Margaret Reece and Either Rickards, 
London (Royal Free Hospital) School of Medicine for Women; 
Herbert Leyland Sackett, St. Bartholomew's Hospital; Albert 
Ernest Sawday, Guy's Hospital; Ernest Livingstone Sergeant, 
London Hospital; Campbell Shaw, St Bartholomew's Hospital; 
William Arthur Mcrrett Smart. B.Sc.. University Tutorial College; 
Alfred William Lumsden Smith. Derby Technical College and 
private study; Kathleen Annie Harvey Sykes. University of 
Liverpool; Arthur Walford TAylor. St. Bartholomew's Hospital; 
fieriah Melbourne G. Thomas. University College. Cardiff; Raphael 
Thursz, King's College: Kathleen Mary Tillyard. Xewnham College ; 
Madeline Hilda Jane Umpleby, London (Roj T al Free Hospital) 
School of Medicine for Women; Alfred Basil Keith Watkins, 
London H ispital; Anna Braithwalte Whitney, London (Royal Free 
Hospital) School of Medicine for Women : Kathleen Mary Wilkinson. 
University of Birmingham: David Charles Williams, London 
Hospital; Lucy Wills and Grace Elizabeth Winn, London (Royal 
Free Hospital) School of Medicine for Women; and Jane Edith 
Wood. University of Lee Is. 

* Awarded a mark of distinction. 

Apothecaries’ Hall of Ireland.— The following 
gentlemen have been elected members of the Court:— 
Governor, Mr. T. G. McGrath ; Deputy-Governor. Mr. 
H. W. Mason; Representative on the General Medical 
Council, Dr. £. Mageunis; Directors, Mr. M. J. Burke- 
Kennedv, Mr. A. Charles, Mr. J. T. D. Crinion, Mr. Delanv, 
Mr. O'C. J. Delahoyde, Mr. W. J. Healv, Mr. M. Keogh, 
Dr. Magennis, Mr. McGrath, Dr. J. 0. McWalter, Dr. 
Daniel, Mr. Merrin, Dr. O’Sullivan, and Mr. J. Sheppard; 
Registrar, Mr. Mason.—At examinations held recently the 
following candidates were successful:— 

Primary Examination. 

('he m istry.—T). Me La u gh 1 i n. 

Phy*ics.— J. T. Appleton, J. C ircoran. J. Kenned}*, and D. McLaughlin. 

liiology .—J McCarth?. J. Keeney. D, McLaughlin, and M Ryan. 

C impletedExamination. —J. T. Appleton, J. Corcoran, D. McLaughlin, 
and J. McCarthy. 

IX rE RM F.DIATE EXAMINATION. 

Materia Mtdica.—i. Warden. 

Final Examination. 

Medicine.— D. Crowley and J. V. Coghlan. 

Surgery,—3. H. McKenna. 

Completed examination and granted the Dip'omn. —J. V. Coghlan and 
J. H. McKenna. 

London Hospital Medical College.— Scholar¬ 
ships and prizes were awarded to the following students 
during the past sessiou 

/•'■•itrance Scholarships.— Buxton Scholarship In Arts. B. S. Nlss£; 
Science Scholarship open to students of Epsom College, A. R. Steam. 

Prizes and <'rrtiilcntc *.—Clinical Medicine, prize: A. G. Ilarsant; 
honorary certificates: H. G. Simpson and G. P. B. Huddy. Clinical 
Surgery, prize: A. (i Harsnnt; honorary certiiicate: H. W. L. 
Mi>lesworth. Clinical Obstetrics, prize . N. S. Hewitt and G. Adler 
'equal, prize divided) ; honorary certificate: R. G. Simpson. Andrew 
Clark p-ize in Clinical Medicine and Pathology, prize: A. G. Harsant; 
honorary certilic&tes: H. IV. L. Molesworth and G P. B. Huddy. 
Let he by prizes in Chemistry: (1) Organic Chemistry: H. S. Cohen and 


J. Fanning (equal, prize divided); (2) Inorganic Chemistry : D. Hunter; 
honorary certificates-. M. Marcus. J. J. Coghlan. and P. Steinberg. 
Sutton prize in Pathology, prize . R. G. Simpson ; honorary 
certificate: A. G. Harsant. Elementary Clinical Surgery, prizes: 
M. Shim berg, I. H. Zortman. W. Eidlnow, and E. Miller; honorary 
certificate ; C. F. Rainer. Minor Surgeiy. prizes : J. K. Sanyal. M. W. 
Bulman. E. L. Sergeant. H. Barker, and G. Newman (equal, prize 
divided). Practical Anatomy, first prize: M. W. Bulman; second 
prize: H. M. Gerson and J. Fanning (equal, prize divided). Anderson 
prizes in Elementary Clinical Medicine, prizes: D. C. Beaumont, I. H 
Zortman. and G. R. Wood head ; honorary certificate ; R. Theron. 

St. Thomas's Hospital.—T he following Entrance 
Science Scholarships have been awarded :—First Scholar¬ 
ship: M. D. Cadman, £150; Second Scholarship; K. G. B. 
Marsh, £60. Arts : J. G. Churcher, £15 15s. 
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NOTES ON CURRENT TOPICS. 

Medical Arrangements in Mesopotamia. 

In the House of Lords on Tuesday, August 15th, Lord 
Islington stated that the chief cause of the sufferings of the 
troop3 in Mesopotamia had beeu lack of transport, but an 
increase was being provided. He said that in the report of 
the Vincent Commission special recognition was made of 
the very valuable services that were rendered by officers and 
men of the Royal Army Medical Corps and of the Indiau 
Medical Service. _ 


HOUSE OF COMMONS. 

Wednesday, August 9th. 

Petrol /or Private Hospitals. 

Mr. Brookes asked the Financial Secretary to the War 
Office whether his attention had been called to the difficulty of 
carrying on many of the private hospitals for wounded soldiers 
owing to the inability of those providing them to obtain 
the necessary supplies of petrol.—Mr. Forster replied : The 
attention of the War Office has been called to a few instances 
where inability to obtain necessary supplies of petrol have 
been alleged, and the hospitals concerned have been informed 
how to obtain their requirements. The proper course is for 
hospitals to bring their difficulties in this matter to the notice 
of the general officerscommanding-in-chief of theCommands. 
It would save time if hospitals would communicate direct 
with the Commands with whom the decision rests. 

Thursday, August 10th. 

Prisoners of War. 

Lord Robert Cecil (Under Secretary for Foreign Affairs) 
informed Mr. Hume-Williams that Switzerland had fixed 
no maximum number of prisoners of war which she would 
accept. Time was required to examine the prisoners who 
were scattered about all over Germany, but it was under¬ 
stood that 764 British prisoners were to arrive in Switzer¬ 
land on August 11th. Tue Government were proposing that 
the Swiss Medical Commissions should visit this country 
and Germany every quarter. 

Unregistered Dentists and Cocaine. 

Answering Captain Douglas Hall, Mr. H. Samuel (Home 
Secretary) said : In response to the representations which 
have been made to me from many quarters of the House, I 
propose to extend the temporary permit which I have already 
granted for the purchase of cocaine preparations by un¬ 
registered dentists, and in the meantime to make further 
inquiries into the subject. 

The Treatment of Serve-shaken Soldiers. 

Mr. Byrne asked the Parliamentary Secretary to the Local 
Government Board whether it was in contemplation to 
institute convalescent homes, affording cheering surround¬ 
ings and suitable employment, for uncertiflable nerve- 
shaken soldiers of the rank and file who, after discharge 
from the Army, were no longer under military control, and 
who, being civilians, could not legally be placed under lunacy 
control without formal certification.—Mr. James Hope (cn 
behalf of Mr. Hayes Fisher) answered: The Statutory Com¬ 
mittee are giving very careful consideration to the question 
of institutions or some alternative treatment for uncertifiable 
nerve-shaken soldiers. My right honourable friend is in¬ 
formed that under the arrangements made by the War Office 
such men are retained in military hospitals as long as they 
require specialist medical in-patient treatment. 

Health of Mesopotamian Force. 

Replying to Sir E. Cornwall, Mr. Forster (Financial 
Secretary to the War Office) said : I cannot, I fear, say that 
the general health of the troops in Mesopotamia has been 
go 3d. Every effort is, however, being maae to combat the 
sources of disease, and the Sanitary Committee in the 
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Mediterranean has been sent to Mesopotamia to assist the 
local military authorities. 

Medical Arrangements at Salonica. 

Mr. G. Faber asked the Financial Secretary to the War 
Office whether there was an insufficiency of sun helmets for 
our troops at Salonica, and an insufficiency of punkahs for 
the sick and wounded there.—Mr. Forster: No, sir. There 
is no insufficiency of sun helmets. A sufficient supply to 
cover issues to the whole force was sent from Egypt last 
month. No representations have been received as to the 
insufficiency of punkahs for the sick and wounded. 

Mr. Shirley Benn asked whether, considering the dis¬ 
quietude felt throughout the Empire owing to the medical 
arrangements in the past in Mesopotamia, he could tell the 
House that the medical arrangements at Salonica was 
thoroughly satisfactory.—Mr. Forster answered : Perhaps 
I cannot do better than read to the House an extract from a 
letter written by the Red Cross Commissioner in Macedonia, 
Sir Courtauld Thomson, who has been familiar with the 
medical arrangements iu France and other theatres since 
the beginning of the war. He writes as follows under day 
July 2bth 

Another striking change hire is the progress that has been made in 
the hospital accommodation and arrangements. I have been in all 
your general hospitals and many of the casualty clearing stations and 
field ambulances, and the standard of efficiency seems very high. I 
have been impressed by the officers commanding. It is a pleasure to 
see the pride which they take in their own unit and their keenness to 
try and make it the best of its kind. The last three weeks have been 
a great strain on everyone, but the medical service has risen splendidly 
to the occasi m. 

It is the case that there has been a good deal of malaria 
amongst the troop3 in the Struma Valley, but this is now, I 
am glad to say, lessened. 

Monday, August 14th. 

Medical Arrangement* in Mesopotamia. 

Sir Henry Craik asked the Secretary for India whether 
he had now communicated with the authorities in India and 
obtained their consent to the publication of the report of 
Sir W. Vincent. General Bingley, and Mr. Ridsdale with 
regard to the medical arrangements and transport in Mesopo¬ 
tamia ; and whether the report would be laid upon the table 
before the recess.—Mr. Chamberlain said iu reply : Copies 
0 ! the report and of the Commander-in-Chief’s Memorandum 
upon it were despatched from India last month. The 
appendices, including the evidence, were sent early this 
month. I am informed by the Viceroy that a ^neral review 
of the report and its appendices will follow as soon as they 
have been fully examined. Since the Vincent Commission 
reported, Parliament has appointed a Statutory Commission 
to inquire “ into the origin, inception, and conduct of the 
operations of war in Mesopotamia,” including inter alia 
“ the provision for the sick and wounded,” and this 
Commission is specifically directed “ to proceed with 
all possible expedition to inquire with regard to the 
provision for the sick and wounded,” and to “ report the 
result of their inquiries on this matter as soon as they are 
completed.” All the documents emanating from the Vincent 
Commission will be laid before the Statutory Commission as 
soon as they are received, and will, I think, greatly facilitate 
their task. But meanwhile the matters treated by the 
Vincent Commission must be considered as still sub judice, 
and their Report cannot be published. The House has the 
assurance of my right honourable friend, the Secretary of 
State for War, that everthing possible is being done to 
remedy the defects disclosed, which were largely, though not 
entirely, due to difficulties of transport. I should add that I 
have seen an advance copy of the Report. In addition to 
criticisms of Indian military organisation—a matter which 
is now engaging the serious attention of H.M. Government— 
it mentions certain officers by name as having a grave 
responsibility in connexion with the state of affairs disclosed 
by the investigation. For various reasons the Commission 
was, I believe, unable to examine any of these officers in 
person. They will, no doubt, bo so examined by the Statutory 
Commission, by whom their case and the measure of their 
responsibility will be considered. Meanwhile, I may say 
that the oflicers so named have vacated their positions, and 
new appointments have been made to the posts formerly 
held bv them. 

Sir £. Carson : Is the right honourable gentleman aware 
that there are still unsatisfactory reports coming from 
Mesopotamia, and can he assure the House that any sugges¬ 
tion' made by the Vincent Commission will be at once 
carried out?—Mr. Chamberlain, in the course of his reply, 
said : I am aware that everything is not yet absolutely satis¬ 
factory. That was stated the other day by the Secretary for 
War. Although difficulties of transport have not yet been 
wholly overcome, and cannot be overcome for some little 
time, I believe that matters have much improved. The new 
Director of Medical Services in India went to Mesopotamia 
on his way to India and dealt with the defects he found, and 
I believe everything possible is now being done to set things 
straight. 


Sir H. Craik: Are we to understand that the only effect 
of the appointment of a Statutory Commission up to now has 
been to delay the issue of the report of the Vincent Commis¬ 
sion, which was appointed in February last?—Mr. Chamber- 
lain : The appointment of the Statutory Commission will 
not be used as a reason for not taking immediate steps when 
such are shown to be necessary. 

Mr. R. McNeill : Will the report of the Vincent Commis¬ 
sion be published ?—Mr. Chamberlain : The military advisers 
of the Government have reported that it would be contrary 
to the public interest to publish the papers in regard to the 
operations, because they would give information of military 
value to the enemy. I cannot therefore promise to present 
any farther papers in regard to military anairs or operations 
until they have been seen and examined by the General 
Staff. 

Medical Women and the War Office. 

Mr. Dickinson asked the Financial Secretary to the War 
Office whether women doctors were now being employed 
upon foreign service under the War Office; and, if so, 
whether they were entitled to receive the same pay as male 
doctors so employed ; whether they were given the same 
allowances for rations, foreign service, Ac., as the men ; and 
if not, what was the reason for this differentiation.—Mr. 
Forster replied : Women doctors will receive the same pay 
and allowances as male doctors similarly employed. 

Tuesday, August 15th. 

Medical Services for Munition Workers. 

Answering Mr. Macmaster, Dr. Addison (Parliamentary 
Secretary to the Ministry of Munitions) said : Every effort i*s 
being made to provide a suitable medical and nursing 
service in munition factories so far as may be necessary. 
Special arrangements are made with regard to workers in 
explosive and tilling factories and for those engaged in other 
dangerous occupations. In connexion with these further 
steps are at present under consideration. It is obvious that 
the means for obtaining these services are affected by the 
demand for medical services on the part of the military and 
naval authorities and of the civilian population. 

Wednesday, August 16th. 

Infectious Paralysis in New York. 

Commander Bellairs asked the President of the Local 
Government Board what immediate steps were to be 
taken in regard to the alarming outbreak of infec¬ 
tious paralysis in New York in order to prevent it spread¬ 
ing to this country.—Mr. Long replied: We are fully 
acquainted with the facts of this case, with the nature and 
history of the disease so far as it is known, and with the 
steps that are being taken to deal with it in New York. 
Cases of this disease have occurred here for a long period. 
The ordinary administrative machinery for the protection 
of this country is sufficient, and no special steps are, I con¬ 
sider, called for in respect of this disease. 


appointments. 


Successful applicants Jor vacancies, Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Andrews, William Henry. L.R.C.P. & S. Elln., L.F.P.S. Glasg.. 
lias been appointed Acting Deputy Medical Officer for the 
Thirteenth District of the Kingsbridge (Devon) Union. 

Leon, Georoe Alexander, M.A. Oxon., M.D. Brux., L.R.C.P.. 
M.R.C.S . D.P.H.. Deputy Acting Medical Officer of Health for 
Torquay. 

Patterson, Norman, M.B., F.K.C.S., Assistant Surgeon to the Throat 
and Ear Departmental the London Hospital. 

Swale, Oswald Ridley, B.A.. M.B., B C. Cantab.. L.R.C.P., M.R.C.S . 
Acting Deputy Medical Officer for the Llnkinhorne District b 3 * the 
Liske&rd (Cornwall) Board of Guaraians. 


toancifs. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Birkenhead Union Infirmary.—F emale Resident Assistant Medicai 
Officer. Salary at rate of £250 per annum, with board, Ac. 

Bristol Eye Hospital.—H ouse Surgeon. Salary £80 per annum, 
with board, Ac. 

City of London Hospital for Diseases of the Chest, Victoria 
Park, E.—-Resident Medical Officer. Salary at rate of £300 per 
annum, with board, Ac. 

Derbyshire County Council.—Two School Medical Officers. Salary 
£400 per annum. 

Bvelixa Hospital for Children. 8outhwark, London, S.E.— 
House Physician. Salary at rate of £160 per annum, with board, Ac. 
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Bvtell Colour (LosDoir County Asylum), Ewell. Surrey.—Locum 
Tenens Medical Officer. Salary 6 gu neasper week, with quarters, 
board, Ac. 

Guildford, Royal Surrey County Hospital.—H ouse Surgeon. 

Hackney Union Infirmary.- Junior Assistant, Medicial Officer. 
Salary £250 per annum, with board and furnished apartments. 

Hospital for Sick Children, Gre»t Ormond-street, London.— 
Casualty Modleal Officer. Salary £>00 per amium, with luncheon. 
Also Assistant Casualty Medical Officer tor six months. Salary £30, 
wi h to rd. Ac. 

Lfeds, Public Health Department.— Female Medical Assistant for 
Maternity and Chi d Welfare Work. Salary £350 per annum. 

Macclesfield General Infirmary.—R esident House Surgeon. 
Salary £180. with board, &c. 

Maidstonf, West Kent General Hospital.—J unior House Sur¬ 
geon. Salary £125 per annum, with board, Sec. 

Manchester Hospital for Consumption and Diseases of thb 
Throat and Chest.— Resident Medical Officer for the In-p itient 
Department, Bowdun, Cheshire. Salary £300 per annum, with 
board, apartments, and railway contract to Manchester. 

Manchester Northern Hospital for Women and Children, Park- 
place, Cheetham Hill road.—Female House Surgeon. Salary £120 
per annum, with board, &c. 

Northampton. County Borough. — School Medical Officer and 
Assisi ant Modleal Officer of Health. Salary £350 per annum, rising 
to £400. * 

Notts County Council. -Resident. Medical Officer at the Ransom 
Sanatorium. Sherwood Forest, Mansfield. Salary £250 per annum 
with board, Ac. 

Sheffield, Children's Hospital Western Bank,—Hdusc Surgeon. 
Salary £120 per annum, with board, See. 

Sheffield, Jessop Hospital for Women.— Junior Female House 
Surgeon, unmarried, for Gynaecological and Maternity Depart¬ 
ments. Salary £161 per annum, with board. &<?. 

Sheffield Royal Hospital. —House Physician, Casualty Officer, and 
Assistant House- Surgeon. Salaries respectively £140, £130, and 
£125 per annum, with board, &c. 

South London Hospital for Women, 8outh Side.Clspham Common, 
S.W.—House Physician; also House Surgeon, for six months 
Salaries at rate of £100 per annum, with board, <£c. Also Temporary 
Anaathetista. Honorarium 10s. 6 d. per attendance. 

Throat Hospital, Goldeu-sqoare, W.—Resident House Surgeon. 

Tunbridge Wells General Hospital.-Two Female HoueeSurgeons. 
Salary £150 per annum, with board. See. 


The Chief Inspector of Factories, Home Office, London. 8.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Clwtybont, Carnarvon ; at Llansaw el, Car¬ 
marthen ; and at Walthamstow, Essex. 


Jirfts, Harriets, aitb gtaifts, 

BIRTHS. 

Bowes. -On August 12th, at Tower House. Warlterwllle-road, Crouch 
End, to Daisy, wife of Lieutenant C. G. Bow en, R. A. M.C., Chatham 
House, Chislehuret. a son. 

Cblrvrt.—On August 14th. at Parkhurst, Cl.iygate, Surrey, the wife ol 
Captain Claude G. Col tor. H.A. M.C., of a daughter. 

Fiddian.— On August 12th, at Cambridge, to Captain J V Fiddlan 
li.A.M.C.. and Mrs. Fiddlan—a daughter. 

Glaister.-Oii August 4th. at Weir Cottage. Chertsey. Surrey the 
wife of Captain J. Norman Glalster. li.A.M.C., of a son. 

Hollatd. — On August lfith, at 55. Queen Anne-street, W., the wife of 
Bardlet- Holland, M D., of a daughter. 

Yotrsa.—On August 11th, at St. Brelade’s, Woodcote Park-road, Epsom 
the wife of Captain John lionsou Young. R.A.M.C., of a bou. 


MARRIAGES. 

B innry-IVilliaws.-O n August 9th, at St. Mary Abbots, Kensington 
Ernest Henry Bonney, M.R.O.S., &e., to Gertrude Mary, daughter 
of Mr. and Mrs. lidmuud G Williams, of Stanford road Ken¬ 
sington, \V. 

Dayev—StaplesA! rows e.—O n August 12th, at St. Mary's Church 
Bampton, Oxfordshire. Thomas Ronald Davey, Lieutenant 
li.A.M.C., to Mary Frederica, only daughter of the late Frederick 
John Staplee-Brovrno, of Lau ttsm and Bampton. 

Prat r —WISCKLKY.—On August 8th. at the Parish Church, Boughton- 
on-the-Hill. Leicestershire; by the father of the bride, Captain 
Oliver Bexkley Pratt, li.A.M.C.. to Catharine liossThorold eldest 
daughter of the Jtev. S. Ttior.ld Winckley and Mrs. Wmokley 


DEATHS. 

Beilby. Killed In action on April 23rd, 1916, Julius Henry Boilbr 
M.B., Captain, ii.A M.C. J 

13 L'R>’IK.— Private John Gilchrist. Burnie, Royal Fusiliers (University 
anrl Public Schools Corps). 24 years of age, killed in action at the 
taking of Iielville Wood. Old Salopian, lion. Scholar of St. John’. 
College, Oxford. Elder and beioved son of Dr. and M.s. Gilchrist 
Burnie, Heaton, Bradford. 

Clemens —Kited in action. North Sea, on May 3lst, on HMS 
Defence, Frederick William Theodor Clemens, M.B., B S Bond 
Temporary Surgeon, R.N. 

Ticehi'Rst.—O n August 10th, at PI ay den, Chsrles Sage Ticehurst 
M.R.C.P.. M.R.C.S, L.K.C.P., L.S.A. Lend., laLC S\,rgeou-Majo, 
(V.O.), 3rd \ .B. (Duke of Connaught's Own) Hants Regiment aged 
69 years. _ “ 

d.B.—Afee of 5s. is charged for the Insertion oj notices of Bit t it, 
Harrtajes,o,mi Deaths, 


Bates, Sjiart Cantincnts, aitb gnsbtrs 
k Corrfsptmknts. 


STUDENTS’ NUMBER OF THE LANCET. 
Information intended for the Students’ Number of 
The Lancet must be sent without delay, addressed to 
the Sub-Editor, and marked on the envelope “Students’ 
Number Only.” 


CHILDREN’S COUNTRY HOLIDAYS FUND. 

To the Editor of The Lancet. 

Sir,—T his beautiful sunshine is delightful for children in 
the country, but these hot summer days are very different in 
the close courts and hack streets for the children of the 
town. These children for whom the Children’s Country 
Holidays Fund works are the children of our fighting men 
and of the men who are working to supply them with the 
means of fighting. This year subscriptions are more than 
£1000 less than last year. May I beg the help of your 
readers? I am, Sir, yours faithfully, 

Francis' Morris, 
Chairman of the Fund. 

18, Buckingham-street, Strand, W.C., August 12th, 1916. 

THE SPELLING OF CINCHONA. 

To the Editor of The Lancet. 

Sir,— The interesting letter signed ” W.” in your issue of 
August 12th puts forward an explanation for the omission of 
the letter “h ” iu the spelling “ chinchona,” which hard I v 
meets the case, for in the Farmaeopea l iihiale del Htynb 
d'Italia we find “ Chinet-Chintr Cortex: Chin-avhinu- — (JtiitM- 
quina." This corresponds more with W. W. Skeat’s deriva¬ 
tion (Etymological Dictionary): “ The form Kina easily pro¬ 
duces quinine, and kinken would give both quinquina and (bv 
modification) cinchona.” C. Ruiz, writing more from a phar¬ 
macological than a philological standpoint, writes: “ Linntens 
gave the name of cinchona to this tree (C. sucoirnbra), in 
honour of the tkiuu toss del Chinohon, who was reported to have 
introduced the bark into Europe in 1640.” He, however, 
also says: “Kina means, in the language of the ancient 
Peruvians, bark. Kina-Kina, a good bark. From this the 
French have derived their present word Quinquina, the 

English their Quinine, and the Italians China. In 

Germany the Italian spelling has been adopted.” The 
theory of Sir Clements R. Markham, withal, holds its 
ground : “ Most unfortunately Limneus was misinformed as 

to the name of her whom he desired to honour. Thus 

misled, Linnteus spelt the word Cinchona (Gen. PI., 1742) 
and Ciubona (Gen. PI. ed. 1767), omitting one or two letters: 
but the fact that he altered the spelling in his different 
editions proves beyond any doubt that he desired to 
spell the word correctly.” Unfortunately, Linmeus died 
before the error was pointed out and corrected, which 
was done by the Spanish botanists Ruiz and Pavon in 
1778, tiie very year of Linnums’s death. It has also been Baid 
that when the English spelling of the word was brought 
under the notice of the great Swedish botanist he considered 
that the " h ” was excrescent and due to the palatalisation of 
the letter “'c." The introduction of the use of the plant in 
Europe is incorrectly ascribed to the Lady Ana de Osorio, 
who in 1615 married Don Luis de Veloseo/who on the death 
of bis father became Marquis of Salinas, Lord of Carrion 
and a Knight of Santiago. He died in 1619, and in 1621 the 
Marchioness of Salinas became the wife of Don Luis 
Geronimo Fernandez de Cabrera y Gobadilla, fourth Count 
of Chinohon, and on Jan. 14th, 1629, received the seals of 
office of Viceroy of Peru from his predecessor the Marquis 
of Guadalcazar. But ere the Count del Chinohon left Spain 
the beautiful Aua de Osorio died; and the second wife of the 
Count, Franoisoa Henriquezde Ribera, wkoaocompanied him 
to Peru as Vice Queen, fell ill of malarial fever, was treated 
with Peruvian bark, obtained from Don Frauoiseo Lopek de 
Cafiizares, who was then Corregidor of Losca, by her phy¬ 
sician, Dr. Don Juan de Vega. She made a ‘quick and 
complete recovery, but the disease recurred in 1639, and she 
died on her ret urn journey to Spain with herhusbaud, who 
hail resigned his vice-royalty to his successor, the Marquis of 
Mancera. Thus we find it was the count who was the 
generous distributer of the famous powder. We mustanyhow 
retain the spelling cinchona, for as Murray (New English 
Dictionary) writes, “ The accepted form' is to© deeply rooted 
in botanical and chemical nomenclature tomakethis change : 
expedient.” I am, Sir, yours faithlully, 

Dublin, August 12th, 1916. Geome For 
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TACHYCARDIA : A PERSONAL EXPERIENCE. 

To the Editor of The Lancet. 

Sir,—T hirty-seven years ago I had an attack of tachy¬ 
cardia. I was 20 years of age at the time, living a sedentary 
life, and working hard as a medical student. The quiet 
regularity of my life was interrupted in consequence of an 
invitation to supper at a friend's house. I consumed more 
food that evening than I was in the habit of doing, and part 
of the meal was Tangerine oranges. I went to bed at 
11 o’clock, and at 2 a m. I woke feeling very ill and as if 
about to die. My heart was beating about 200 times 
per minute. I got up at 8 a.m., and though feeling 
very feeble was able, by walking slowly, to get to 
the hospital, where I presented myself to one of the 
physicians. He informed me that owing to the 
extreme rapidity of the heart’s action lie was unable to 
make a satisfactory examination, Imt he thought I would 
soon be well again. Next day I was almost well and the 
second day I was quite well. This is the only attack I have 
had. The cause in my case was probably toxaemia and so 
it probably is in otlier cases.—I am, Sir, yours faithfully, 
August 12th, 1916. ’ M.D. 

LONGEVITY AMONG GREAT SOLDIERS. 

To the Editor o/ The Lancet. 

SIR,—I have made a note of the age at death of a few of 
the well-known great military leaders, as follows: Kitchener, 
66; Roberts, 82; Gordon, ’52; Havelock. 62; Clive, 49; 
Wellington, 85; Napoleon, 52; Blucher, 77; Ney, 46; Marl¬ 
borough, 72; Washington. 67; Grant, 65; Lee, 62 ; Jackson, 
59: Cromwell, 59; Peter the Great, 55; Frederick the 
Great, 74; Moltke, 91. It would seem that the enormous 
stress and responsibility of leadership has no direct effect 
upon longevity, and that violent sudden untimely end is 
rare, only three, or perhapsfour, falling under that category. 
The ages of the 18 men added together make 1149 years, or 
an average of almost 64 years each. It will thus'be seen 
that the late Lord Kitchener had on this reckoning two years 
over the average-length of life of the great military com¬ 
manders. I have intentionally not cited names as far back 
as Alexander the Great or Julius Ciesar, who lived respec¬ 
tively to55 and 56. I am, Sir, yours faithfully, 

Lon Ion, August 14th, 1916. X. Y. Z. 

PEMMICAN. 

To tiie Editor of The Lancet. 

Sir,—C an any of your readers inform me of the origin of 
the word “ Pommtcaa” or “ Pemican ” ? I know that it is 
North American Indian of some kind, but what it really 
means I do not know, and the dictionaries 1 have referred to 
up to now do not enlighten me. Originally it seems to have 
been made of dried and pressed venison, with fruits anti 
sugar, &c., made into cakes, bat afterwards from beef. I 
suppose it was made subsequently from beef because 
venison was not available.—I am, Sir, vours faithfully, 
August 12th, 1916. Enquirer, 

Act in o Medical Officer .—We cannot understand how such a 
position can have arisen, and we believe that if the actual 
details- were sent up the delay in pavmeut would bo 
rectified at once. 

Communications not noticed in our present issue will 
receive attention in our next. 


METEOROLOGICAL READINGS. 

(Taken daily at 9.30 a.m. by Steward's l nstrrnnents.) 


Trs Luckt Office, August 13th, 1916. 
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The following magazines, Journals. &c., have been received:— 

Modern Hospital. Miry Grid Medical Journal, Bulletin of thaOffice 
International d’Hygltne Publique, London H spitai Garotte 
Clinical -Medicine, American Journal of the Medical Science*; L* 
Clinique- OphtalmstuKlque, Me lie d Ha.lev of Reviews, Military 
Surgeon. Surgery, Gynecology and Ob.l. -tries, American Journal 
of Roentgenology, Journal of State Medicine, Public Health, Revue 
d'Hygltne, Dublin Journal of Medical Science, Ac. 


Utefcical Jjiarir far t|c ensuing Meek. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST GRADUATE COLLtfGK, West London Hospital, Hammersmith- 
road, W. 

M jjtday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Cray : 
Operation*. Mr. B. Harman i Diseases of the Bye. Dr. Simson: 
Diseases of Women. 

Tuesday. —2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis t Diseases of the Throat, 
Hose, and Bar.’ Dr. Pernet i Diseases of the Skin. 

Wednesday.— 10A.M.,Dr.Saunders; Diseasesol Children. Dr. Banks 
Davis: Operations of the Throat, Nose,and Bar. 2 p.m., Medical 
and Surgical Clinics. X Rays. Mr. Pardoe: Operations. Dr. 
Simson : Diseases of Women. 

Thursday.—2 i\m., Medical and Surgical Clinics. XRays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.— -10 a, sc., Dr. Simeons Gynecological Operations. 2 p.m* 
Medical and Surgical Clinics. X Rays. Mr. Baldwin: Opera¬ 
tions. Dr. Banks Davis: Diseases of the Throat, Nose, and Bar. 
Dr. Pernet: Diseases of the Skin. 

Saturday. — 10 a.m., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis i Operations of the Throat, Nose, and Bar. Mr. B. Harman: 
Bye Operations. 2 p.m., Medical and Surgical Clinics. X Rays. 
Mr. Pardoe: Operations. 

NORTH-BAST LONDON POST-GRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics t— 10.30 a.m%, Surgical Out-patients (Mr. E. 
Gillespie). 2.30 p.m„ Medical Out-patients (Dr.T. R. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m.. Surgical Operations (Mr, Carson). Clinics 
Medical Out patients (Dr. A. G. Auld); Surgical Out patients 
(Mr. Howell Bvan*); Nose, Throat, and Ear Out-patients (Mr. 
C. H. Hay ton). Radiography (Dr. Metcalfe). 3.30 p.m,. Medical 
lit-patients (Dr. A. J. Whiting). 

Wednesday.—C linics2.30 p.m.. Throat Operations (Mr. C. H. 
Hayton). Children Out-patients (Dr. T. R. Whipham); Eye Oot- 

K tients (Mr. R. P. Brooks); Skin Out-patients (Dr. H. W. 
rber). 5.30 p.m.. Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m., Gyneecological Operations (Dr. A. E. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Waiting); Surgical 
Out-patients (Mt. Carson); Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. K. M. Leslie). 

Friday.— 2.30 p m., Surgical Operations (Mr. Howell Evans). 
Clinics;—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Bye Out-patients (Mr. R. P. Brooks). 
THE THROAT H03PITAL. Golden square. W. 

Monday.— 5.15 p.m.. Special Demonstration of Selected Cases. 
Thursday. — 5.15 p. m.. Clinical Lecture; 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper ouly, and when accompanied by 
blocks it is requested that the name of the author, and if' 
possible of the article, should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion orfor private informa 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or rocommond practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the bul^Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager.” 

We cannot undertake to return MSS. not used. 


MANAGER’S NOTICES. 

THE INDEX AND TITLE-PAGE TO THE LANCET. 

January to June, 1946. 

In view of the Government restrictions upon the supply of 
paper, and the shortage of paper quite apart from these 
restrictions, the Index and the Title-page to the volume of 
THE Lancet which was completed with the issueof June 24th 
have been printed separately, and copies have been supplied 
gratis to those subscribers who have, up to August JL7th, 
intimated to us their wish to receive them. Other subscribers 
will be similarly supplier), so long as the stock remains unex¬ 
hausted, on application to the Manager, The Lancet Office, 
423, Strand, London, W.C. Such application should please 
be sent in at once, direct to the Manager, and not through 
Agents. 






352 The Lancet,] 


ACKNOWLEDGMENTS OF LETTERS, ETC., RECEIVED. 


[August 19, 1916 


Volumes and Cases. 

Volumes for the first half of the year 1916 are now ready. | 
Bound in cloth, gilt lettered, price 16s., carriage extra. 

Cases for binding the half-year’s numbers are also ready. ‘ 
Cloth, gilt lettered, price 2s.,'bv post 2s. 4<i. 

To be obtained on application to the Manager, accompanied 
by remittance. 


TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions ! 
which are sent direct to the Proprietors ol The Lxncet at 
their Offices, 423, Strand, London, W.C., are dealt with by j 
them ? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion : 
whatever) do not reach The Lancet Offices, and con- | 
sequentlv inquiries concerning missing copies, ifcc., should ! 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sen ling their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 


of their -Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. __ 


TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions (linen on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


NEW3PAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 

f ermission from the War Office for this purpose. The 
ubli9her of The Lancet has obtained the required 
permission, and he will forward copies direct from the 
Office to any neutral country oa receipt of instructions. 


Communications, Letters, See., have been 
received from— 


F. — Messrs. Fletcher, Fletcher, and 
Co., Lond.; Dr. George Foy, 


A. —Messrs. Allen and Hanburys, 
Lond.; Captain C. H. Atten¬ 
borough, R.A.M.C.: Association 
for Moral and Social Hygiene, 
Lond., Organising Secretary of. 
Anglo Egyptian Agency, Lond.; 
Anglo-French Drug Co., Lond.; 
M*-. J. W. Arrowsmith, Bristol; 
Sergeant J. Anthony, Ramsgate ; 
Ardatb Tobacco Co., Lond.; 
Atlanta. U.S.A., Postmaster of; 
MeBsr9. Arnold and Sons, Lond.; 
Major J. M. Atkinson. R.A.M.C.; 
Sir Clifford Allbutt. Lond. 

B. —Messrs. W. H. Bailey and Son, 
Lond.; Dr. Edwin Baily ; 
Messrs. Butterworth and Co., 
Lond. ; Lieutenant Norman 
Bradly, R.A.M.C.; Mr. Frank 
Bawtree, Lond.; Messrs. John 
Bale, Sons, and Danlelsson, Lond.; 
Bury Infirmary. Hon. Secretary 
of; Sir Wm. Bennett, Lond.; 
Brighton Corporation Publicity 
Department. Director of; Bir¬ 
kenhead Guardians. Clerk to the ; 
Black’s Advertising Agency, 
Lond.; Mr. E. J. Burdon, Lond.; 
Dr. W. Langdon Brown, Lond.; 
Dr. A. G. Bateman, Lond.; 
Mr. Sidney Barwise, Derby; 
Dr. Dudley Buxton, Lond.; 
Mrs. Beilby, Bromsgrovc; Dr. 

G. Burton-Brown, Sidmouth; 
Sir John Byers, Belfast; Bristol 
Dental Association, Lond., Secre¬ 
tary of ; Staff Surgeon S. Brad 
bury, R.N.,Lond.; Boston (U.S.A.) 
Medical Library, Assistant Libra¬ 
rian of; Mr. Wm. Bryce, Edin¬ 
burgh. 

C. —Dr. S. C. Clapham, Martock ; 
Captain W. T. Uhaning-Pearce, 
R.A.M.C.; Lieutenant A. Cband, 

I. M.S.; Captain, R.A.M.C., S.R.; 
Dr. J. R. T. Conner, Lond.; Mr. 

H. J. Clague, Long Itcbington; 
Messrs. J. and A. Churchill, 
Lond.; Miss W. Clifford, Lond.; 
Church Army. Lond.. Secretary I 
of; Dr. Celotto. Naples; Dr. 

J. C. Connell, Kingston, Ontario ; 
Messrs. E. Cook and Co., Lond.; I 
Mr. N. Carson, Oldham ; Cater- 
ham Sanitarium, Medical Super- ! 
intendentof; Children's Country 
Holiday Fund. Lond., Chairman 
of; Sir William Collins. Lond.; 
Surgeon Hildred Carllll.R.N.; Mr. 
Theodore L. Clemens, Tobago; 
Dr. F. G. Clemow, Lond.; Miss 
Grace Campling. Bexley; Mr. 
G. Herbert Colt, Aberdeen. 

D. —Mrs. K. A. Dennys, Lond.; 
Dr. A F. Dixon, Dublin ; Messrs. 
W. Dawson and Sons, Lond.; 
Messrs. Dale, Reynolds and Co., 
Lond.; The Dental Record.Lond., 
Publishers of; Dr. Carlos Duran, 
San Jose; Derbyshire County 
Council. Derby, 'Medical Officer 
of Health of; Messrs. J. Dickin¬ 
son and Co., Lond. 

B —Mr. Arthur Edgelow, Heward, 
Saskatchewan ; Captain T. P. 
Edwards, R.A.M.C.(T. F.); Mr. 
W. M. Egglestone, Stanhope. 


Dublin; Factories, Chief In¬ 
spector of, Lond. 

3.— Mrs. M. Green. Huntingdon; 
Mr. E. W. Hey Groves, Clifton ; 
Dr. Norman Gray, Newmarket; 
Dr. E. S. Glover, Cheltenham ; 
General Education Board, New 
York; Dr. S. Goto, Lond.; Mrs. 
M. Grieve, Chalfont St. Peter. 
EL—Mr. P. J. Hatnfel. New \ T ork •’ 
Messrs. W. and R. Holmes, Gins' 
gow; Major L. T. Rose Hutchin¬ 
son, I.M.S.; Captain W.J.Harris. 
R.A.M.C.; Mr. J. H. Haverson, 
Carman, Muiitoba; Messrs. A. 
Hey wood and Son, Manchester; 
Mr. R. Hltchine, Lond.; Major 
Arthur F. Hertz. R.A.M.O.; 
Mr. John Hickman, Lond ; 
Mr. Charles J. Heath, Lond ; 
Dr. John Haddon, Denholm; 
Lady Horsley, Lond. 

| I.—Captain Maurice Irvine. I.M.S.; 
Incorporated Society of Trained 
Masseuses, Lond.,Secretary of. 
t. —Dr. A. J. Jex-Blake, Lond.; 
Dr. B. Jones, Bournemouth. 

K. —MUs A. Keilin, Cambridge; 
Dr. A. Beresford Kingsford, 
Lond.; Dr. Emmanuel Kondolecn, 
Atheus. 

L. —Mr. G. A. Lovett. Harrow; 
Messrs. H. K. Lewis and Co., 
Lond.; Dr. G. C. Low, Lond.; 
Messrs. Lever Bros., Port Sun¬ 
light; Dr. A. S. Leyton, Leeds; 
Local Government Board, Lond.; 
Corporation of London, Town 
Clerk of. 

M. —Dr. J. L. Martin, Chelmsford ; 
Dr. D. D. Malpas, Boscombe; 
Captain A. N. Meehan, A.A.M.C.; 
Manchester Hospital for Con¬ 
sumption, Secretary of; Messrs. 
C. Mitchell and Co., Lond.; 
Dr. J. N. Matthew's, Whitworth : 
Messrs. McCaw, Stevenson, and 
Orr, Belfast; Manchester Cleri¬ 
cal, kc.. Association; Messrs. 
Macmillan and Co., Lond.; 
Mrs. A. McCarthy, Lincoln; 
Maltine Manufacturing Co., 
Lond.; Miss Ida Meller. Lond.; 
Mr. A. Maloine. Paris; Dr. 
W. Makeig-Jones, Torquay; 
Mr. J. A. Manton, Sheffield; 
Mr. R. H. McCoy, Lond.; Messrs. 
Mayer and Meltzer, Lond.; 
Mr. J. K. R. McDonagh, Lond.; 
Metropolitan Hospital Sunday 
Fund. Secretary of. 

N. —Mr. F. Newbery, Edinburgh ; 
Mr. Cyril A. R. Nltch. Lond.; 
Dr. Sherall K. Nanjiani, Chhota 
Udepur; Dr. Norton. Folkestone ; 
City of New York Department of 
Health ; Captain Herbert J. 
Norman, R.A.M.C.; National 
Medical Union, Lond., Hon. Trea- 

, surer of. 

O. —Dr. Matthew D. O'Connell, 

, Lond.; Dr. C. O’Gorman, Tin- 
I tagel. 


P.—Mr. W. H. Plows. Lake. Isle of 
Wight; Dr. J. M. Pollard. Zun- 
gern, N. Nigeria; Lieutenant 
H. W. Paddell, R.A.M.C. 

R. -Mr. G. W r . Rundle. Lond ; 
Roral Hampshire County Hos¬ 
pital, Winchester, Secretary of; 
Mr. C Robertson. Barrow iu- 
Furness: Mr. G. B. Robeits. 
Lond.; Professor James Ritchie. 
Edinburgh ; Lieutenant-Colonel 
Sir Leonard Rogers, I.M.S.; Mr. 
Lawrence J. Rhea. 

S. —Mr. W. H. Slater, Lond.; 
St. Thomas's Hospital Medical 
School, Lond., Secretary of : 
School of Physic, Trinity Col¬ 
lege, Dublin, Registrar of; Dr. 
Charles Slater, Lond.; Sunderland 
Royal Infirmary, Secretary of; 
Secretary of State for India. 
Lond.; Messrs. Smith, Elder, 
and Co., Lond.; Dr. G. Arbour i 
Stephens. Swansea; Sheffiel 1 I 
Royal Hospital, Secretary of, 
Mr. A. Marraaduke S'heild, 
Lond.; Professor Wm. Stirling 
Manchester; Messrs. J. P. Segg | 
and Co., Lond.; Sch*>ol Dentists' ; 
Society, Lond., Secretary of; 1 


Mr. Sydney Stephenson, Lond.; 
The Sterling Corporation, Lond. 
T. — Messrs. Raphael Tuck and Sons, 
Lond.; Mr. J. Thin, Edinburgh; 
Ma jor E. N. Thornton, R.A.M.C.; 
Tunbridge Wells General Hos¬ 
pital, Secretary of. 

(7 —University College. Dublin, 
President of; University College, 
Lond.. Secretary of; Mr. Arthur 
S. Underwood, Lond.; Mr. E. 
Unwin, Lond. 

V—Mr. O. H. Yevera, Stone; 

. Verkehrsvereln, Davos. 

W.— Captain Wj-ndham Williams, 
R.A.M.C.; Dr. J. F. Windsor. 
Henley • on - Thames ; Messrs. 
J. Williams and Son, Bradford; 
Messrs. A. J. Wright, Lond.; 
Messrs. W. Wcdiell and Co., 
Lond.; Messrs. W. Wood and 
Co., New York; Mr. Robert 
Whitelaw, Aberdeen; Captain 
T A. Wilson, R.A.M.C.; Messrs. J. 
Wright and Sons, Bristol; West 
London Hospital Post-graduate 
College, Dean of; Dr. Charles 
Powell White, Manchester; 
D<\ J. A. Wilson. W'arrington; 
Dr. S. A. K Wilson. Lond.; 
Mr. S. A. Williamson, Lond. 


Letters, each with enclosure, are also 
acknowledged from— 


A. —Miss Archer-Jnnes, Liverpool; i 
Mrs. Aldous, Brenchley ; Messrs. I 
R. Anderson and Co., Lond.. J 
Array and Navy Male Nur'es' t 
Co-operation, Lond.; A., Seaford ; j 

A. T. G.; Sister Ade, Notting- | 
ham ; A. J. R. 

B. — Mrs. Barnes. Chippenham ; 
Messrs. Berryman and Sons, | 
Lond.; Dr. McL. Bainbridge, i 
Makerstown ; Burton-on-Trent. i 
Corporation, Treasurer of; Mr. 
E. Bigg, Blagdon. 

C. —Miss B. Collins, Torquay: 
Child Welfare Inquiry Office, 
Lond., Secretary of; Captain R 
Carswell. R.A.M.C.(T.); College 
of Preceptors, Lond., Secretary 
of; Messrs. T. Christy and Co., 
Lond. 

0. —Mr. T. Dow, Newbiggin by-Sea. i 

E. —E. A., Myddelton-square. 

F. -Mr. C. Fox, Lond.; Dr. C. E 
Finlay. Havana. 

CL—Dr. F. W. Gangc, Fave: shorn; 
Grimsby and District Hospital. 
Secretary of; Mr. J. H. Gibson, 
Kirkby Stephen ; Dr. D. K. D. 
Gozdar, Calcutta. 

H. —Dr. H. Harwood-Yarred, High 
Wycombe; Messrs. W. and R. 
Holmes, Glasgow; Lieutenant 

B. W. N. Hobhouse. R.A.M.C.; 
Messrs. J. Haddon and Co., 
Lond.; H. P. M. 

I. —The I. L. High Class Cigarette 
Manufacturing Co., Lond.; Dr. 
P. R. Ingram, Lond. 

J. —Jessop Hospital for Women, 
Sheffield, Secretary of; J. L. M.; 
Dr. J. Waldron Johnston, Fleet- 
wood. 

K. —Lieutenant A. M. Kennedy, 
R.A.M.C.; Miss A. D. Kerr, 
Cairo ; Mrs. R. Kelly. Tipperary ; 
Dr. W. V. Kane, Jubbulpore. 


L. —Messrs. Leslie®, Lond ; Limbdi, 
India. Chief Medical Officer of; 
Lincolnshire Chronicle. Lincoln, 
Manager of ; Lysol, Ltd . Lond.; 
Mr. H. D. Lnuchlan, Lond.: L J. 

M. —Dr. F. J. Malden, Malvern 
Link; Miss Maekay, Aintree; 
Messrs. Matthews Bro9., Lond.; 
Messrs. J. Menzies and Co., 
Glasgow ; Mrs. Michell, Yentnor. 

N. -Surgeon R. P. Ninnis, R.N., 
Lond.; Nurses' Temperance Co¬ 
operation, Lond. 

O. —Oxford Eye Hospital, Secre¬ 
tary of. 

P. —Messrs. E. T. Pearson and Co., 
Load.; Fleet-Surgeon E. A. Pen¬ 
fold, R.N., Lond.; Messrs. Parke, 
Davis and Co.. Lond ; Mr. A. H. 
Proctor, Lond. 

R. —Messrs. Rowley and Co., Lond.; 
Royal Victoria Hospital, Dover. 
Secretary of; Mr. S. lUngachary, 
Negapatam ; Dr. W. 8. Robert¬ 
son, Jagadhri. 

S. —Mr. H. B. Shepherd, Lond.; 
Mr. J. Barker Smith, Lond.; 
Messrs Spisrs and Pond, Lond.; 
Dr. Snell, Christchurch. 

T. —Mr. J. L. Taylor, Cottered ; 
Messrs. Thacker and Co., Lond.; 
Surgeon T. Turner, R.N.V.R.; 
Mrs. Thwaites. 

7.—Victoria Hospital, Burnley, 
Secretary of. 

W.— Captain A. White, Curragh ; 
Dr. J. H. D. Webster, Sheffield ; 
Mr. A. Wilson, Lond.; Mrs. 
Worthington, Lond. ; Mrs. 
Gould Williams, Broad Haven ; 
Mr. J. Welch, Henfield; MUs 
Welch. Nayland; W. H. S.; 
Captain W. Williams, R.A.M.C ; 
West Riding County Council, 
Wakefield, Clerk to the. 
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Students’ Guide: Session 1916-1917. 

The ranks of the medical students are neces¬ 
sarily sorely depleted, and most of the men who, in 
the ordinary course, would be entering upon a 
medical career are studying the laws and facts of 
life in the glorious and bitter school of war. An 
increase of women students is the notable feature 
of modern medical education, and for the enthusiasm 
with which they have been entering upon hard and 
noble work we, in common with the whole country, 
have great admiration. But the increase here, too, 
has been less marked, as the war progresses. The 
number of women adherents to our ranks is now 
affected by the war in the same way that the 
number of medical students has been affected. 
The promise that a useful, responsible, and suc¬ 
cessful career was offered to them in medicine has 
been perfectly clear to many women for some time, 
and in the various centres of secondary education 
large groups of women had made up their mind 
before the commencement of the war to avail them¬ 
selves of that promise. Many of them now, for 
reasons of the purest patriotism, have sacrificed 
their ambitions and have decided that the incidence 
of war has entailed upon them duties of other and 
every sort to which they must give a preferential 
claim. Large as the number of women students 
promises to be, there are many women who have 
decided that they ought to defer their medical 
studies rather than interrupt the immediate 
work upon which they are engaged. It is 
therefore to a smaller public than ever before 
that the Students’ Number of The Lancet is 
directed this year, and those who are pursuing 
their medical studies need from none any urging 
to diligence and concentrated effort. 

In previous issues we have given a full account 
of the regulations for the entry of candidates for 
commissions in the Naval, Military, and Indian 
Medical Services, with notes on rank, pay, pro¬ 
motion, retirement allowances, and pensions. 
The existing circumstances, however, make all 
such information irrelevant. The section has 
therefore been omitted, as well as the sections on 
Special Training in Public Health and in Tropical 
Medicine. The regulations for the obtaining of 
these supplementary diplomas will be published 
later. A full account is included of the Colonial 
Medical Service, whose activities have not been 
similarly curtailed. 

The General Council of Medical Education and 
Registration, conveniently known as the General 
Medical Council, is the controlling authority, 
under the Privy Council, of the medical educa¬ 
tion of the land. Under the provisions of the 
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Medical Acts various universities and corporations 
are recognised as being examining bodies whose 
degrees or diplomas entitle to medical registra¬ 
tion, and it is among the duties of the General 
Medical Council to keep the official register and 
to ensure by periodical visitations that the tests 
of the various examining bodies are maintained 
at a due standard. We begin in the Students' 
Guide, which follows, by describing the powers 
of the General Medical Council, and go on to 
give in detail the regulations of the examining 
bodies. 

The systems under which the medical student 
obtains instruction do not conform to one pattern. 
The curriculum falls into two parts, the preliminary 
subjects and the professional subjects, and the two 
cannot be sharply divided. The important pre¬ 
liminary subjects are chemistry, pharmacology, 
physics, biology, anatomy, and physiology, and they 
are taught in the school proper; the professional 
subjects, medicine, surgery, and obstetric medicine 
—under which headings all forms of specialism are 
included—must be learned in the wards of a hos¬ 
pital. All schemes of medical education require a 
school and a hospital, and end in the award to the 
student of a degree or diploma, but there their 
uniformity ends. 

Under their respective headings and subdivisions 
will be found the chief information concerning the 
facilities for medical study, and the regulations 
for examinations at the various teaching centres of 
the United Kingdom, so that a student desiring to 
obtain a medical degree at any university will 
find under one heading an account of the medical 
faculty of that university, and of the hospitals 
which form its field for clinical instruction. It is 
impossible to adhere rigidly to this plan without 
some overlapping and doubling of information, for, 
as is well known, the medical schools of some 
universities are served chiefly by hospitals in other 
centres. Thus the majority of the medical students 
of Oxford and Cambridge pursue their clinical 
studies in London, and take the diplomas of the 
English colleges, whilst any Btudent who has gone 
through all his statutory training in a provincial 
centre may sit for a medical degree at the University 
of London. Again, when we come to consider the 
corporations which have the power to grant diplomas 
qualifying their possessors for the practice of 
medicine, we find that they usually have no 
schools attached to them, but that they examine 
students who have gone through the curriculum 
at any recognised metropolitan or provincial 
school to the satisfaction of their teachers, and 
in accordance with the regulations of the corpora¬ 
tions. 

The Guide is divided into the three headings of 
England and Wales, Scotland, and Ireland, and the 
medical education in each country is dealt with 
as a separate entity. First, the medical faculties 
of the universities in each country are described, 
and then follows an account of the medical cor¬ 
porations having powers to grant diplomas by exa¬ 
mination. Under the heading of each university we 
give a general description of its arrangements for 
conferring medical degrees, of its facilities for pre¬ 
paring its students for those degrees, and particulars 
of those hospitals affording clinical instruction which 
are situated in the neighbourhood of the university 
buildings. An account is also given of the regula¬ 
tions of the various corporations granting diplomas 
for the practice of medicine and of the system of 
dental education of the country 
1 
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GENERAL COUNCIL OF MEDICAL EDUCA¬ 
TION AND REGISTRATION OF THE 
UNITED KINGDOM. 


Powers, Duties, and Constitution of the General 
Medical Council. 

The powers and duties of the General Medical Council or 
“General Council of Medical Education and Registration of 
the United Kingdom ” to give the Council its full title, have 
been set out in detail in many previous Students' Numbers of 
The Lancet. It is first a registering body : no person, even 
though his qualifications have been obtained, is a legally 
qualified medical practitioner unless his name appears on the 
Medical Register. Secondly, it is a standardising body, 
ensuring that the education of medical men is kept up to an 
efficient standard by scientific examination. Thirdly, it is a 
penal and disciplinary body, having power to remove from 
the Register any practitioner adjudged guilty of conduct 
" infamous in a professional respect.” Fourthly, to the 
Council is committed the codification of pharmaceutical 
remedies. 

The duties of the Council are thus primarily of a public 
nature, and its construction shows its fitness for its fourfold 
responsibilities. 

The Council at present consists of 38 members, of whom, 
as will be seen by the annexed list, all but 11 are official 
representatives of some corporate body. Five members 
are chosen by the Crown on the advice of the Privy Council, 
and six others are elected by the members of the medical 
profession as Direct Representatives. 

President of the General Council : Sir Donald MacAlister, 
K.C.B. Members of the General Council: Dr. Norman 
Moore, chosen by the Royal College of Physicians of London; 
Sir Henry Morris, Hart., Royal College of Surgeons of 
England ; Mr. George Wilks, M.B., Apothecaries' Society of 
London: Mr. Arthur Thomson, MB., University of Oxford; 
Sir T, Clifford Allbutt, K.C.B., University of Cambridge ; Sir 
George Hare Philipson, M l)., University of Durham ; Dr. 
Frederick Taylor, University of London ; Dr. Grafton Elliot 
Smith. Victoria University of Manchester ; Dr. Robert 
Saundby, University of Birmingham ; Dr. Richard Caton, 
University of Liverpool; Dr. Alfred George Barrs, University 
of Leeds; Rutherfoord John Pye-Smitb, F.R.C.S., Uni¬ 
versity of Sheffield ; Sir Isambard Owen, University of 
Bristol; and Dr. David Hepburn, University of Wales. 
Dr. William Russell, chosen by the Royal College of 
Physicians of Edinburgh; Mr. James William Beeman 
Hodsdon, F.R.C.S. Edin., Royal College of Surgeons 
of Edinburgh; David Neilson Knox, M.B., Royal Faculty 
of Physicians and Surgeons of Glasgow; H. Harvey 
Littlejohn, MB.. University of Edinburgh; Sir Donald 
MacAlister, K.C.B., M.D., University of Glasgow ; Dr. John 
Theodore Cash, University of Aberdeen ; and Dr. John Yule 
Mackay, University of St. Andrews. Sir John William 
Moore, chosen by the Royal College of Physicians of Ireland ; 
Sir Arthur Gerald Chance, Royal College of Surgeons in 
Ireland; Dr. Edward Magennis. Apothecaries’ Hall of 
Ireland; Arthur Francis Dixon. M.B , D.Sc., University of 
Dublin; Sir Bertram Coghill Alan Windle, M.D., National 
University of Ireland; and Johnson Symington, M.D., Queen’s 
University of Belfast. Nominated by His Majesty, with the 
advice of his Privy Council: Mr. Charles Sissmore Tomes, 
F.R.C.S., Dr. Arthur Newsholme, C.B., Sir Francis Henry 
Champneys, Bart., M.D., Dr. John Christie MoVail, and 
Dr. James Little. Elected as Direct Representatives : Dr. 
Langley Browne, Dr. H. A. Latimer, Dr. J. A. MacDonald, 
Mr. Thomas Jenner Verrall, Dr. Norman Walker, and Dr. 
Leonard Kidd. Treasurers of the General Council ; Mr. 
Charles Sissmore Tomes and Sir Henry Morris, Bart. 

The Educational Curriculum. 

Professional Education. —The course of professional study 
after registration' occupies at least five years. The Final 
Examination in Medicine, Surgery, and Midwifery must not 
be passed before the close of the fifth academic year of 
medical study. 

Registration and Preliminary Examination of Medical 
Students. —The following are the General Medical Council’s 
Regulations in reference to the registration of students in 
medicine:— 

Every medical student shonld be registered in the manner 


prescribed by the General Medical Council. The registration 
of medical students is placed under the charge of the 
Branch Registrars. Every person desirous of being registered 
as a medical student should apply to the Branch Registrar of 
the division of the United Kingdom in which he is residing ; 
and should produce or forward to the Branch Registrar a 
certificate of his having passed a preliminary examination as 
required by the General Medical Council, and evidence that 
he lias attained the age of 16 years, and has commenced 
medical study at an institution approved by the Council. 
The Branch Registrar shall enter the applicants name 
and other particulars in the Students’ Register and shall 
give him a certificate of such registration. Each of 
the Branch Registrars shall supply to the several licensing 
bodies, medical schools, and hospitals, in that part of the 
United Kingdom of which he is registrar, a sufficient number 
of blank forms of application for the registration of medical 
students. The commencement of the course of professionaJ 
study recognised by any of the qualifying bodies should not 
be reckoned as dating earlier than 15 days before the 
date of registration. In addition to the universities and 
schools of medicine there are many institutions where 
medical study may be commenced. Applications for 
special exceptions are dealt with by the Students’ 
Registration Committee, which reports all such cases to 
the Council. 

The Preliminary Examination in General Education, 
required to be passed previously to registration as a medical 1 
student, is as follows:— 

1. English language, including grammar and composition. Para¬ 
phrasing ; questions on the history and geography of Great Britain 
and Ireland. 2. Latin, including grammar, translation from unpre¬ 
scribed Latin books, and translation of English passages into Latin. 
3. Mathematics, comprising (a) arithmetic. (b) algehra, including easy- 
quadratic equations, and (c) goometry, the subject matter of Euclid. 
Books I., II., and III., with simple deductions. 4. One of the following 
subjects: (a) Greek, (6) a modern language. 

In some cases also the Council will not accept certificates without 
endorsement that all the required subjects are included. For a syllabus- 
nr for old examination papers application should he made to the 
Examining Bodies who can give details as to the requirements in 
regard to their own examinations. 

A degree in Arts of any university of the United Kingdom 
or of the colonies or any other specially recognised 
university, or a certificate of having passed the final 
examination for a degree in Arts or Science of any 
university in the United Kingdom is considered a sufficient 
testimonial of proficiency. 

Norman C. King, Registrar of the General Council 
and of the Branch Council for England, 299, Oxford-street, 
London, W.—James Robertson, Registrar of the Branch 
Council for Scotland, 54, George-square. Edinburgh.— 
Richard J. E. Roe, Registrar of the Branch Council for 
Ireland, 35, Dawson-street, Dublin, All communications, 
should be addressed to “ The Registrar ” and not by name. 

The Examining Bodies. 

The following is a list of Examining Bodies whose 
examinations in general education are recognised by the 
General Medical Council as qualifying for registration as a 
medical or dental student. 

In all cases it must be certified that all the required 
subjects have been passed at not more than two exa¬ 
minations. 

Universities in the United Kingdom. 

University of Oxford. — 1 Senior Local Examinations. (Certi¬ 
ficates to be endorsed as fulfilling the Council's require¬ 
ments.) Higher Local Examinations. Responsions. (Certi¬ 
ficate to be supplemented by others showing that the required 
mathematical subjects have been passed.) Moderations. 

University of Cambridge. — 1 Senior Local Examinations. 
(Certificates to be endorsed as fulfilling the Council’s 
requirements.) Higher Local Examinations. Previous 
Examination. General Examination. 

Oxford and Cambridge Schools' Examination Board .— 
2 Higher Certificate Examination. 2 The School (or Leaving) 
Certificate Examination. 

University of Durham. —Matriculation Examination of 
the Faculties of Medicine, Science. Letters, and Music. 

University of London. — Matriculation Examination, 
Senior School Examination. 


1 A special leaflet showing the Council’s requirements will be sent oix 
application. 

* For particulars see Regulations issued by the Board. 
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Victoria University of Manchester , University of Liverpool , 
University of Leeds , and University of Sheffield, Joint 
Matriculation Board of. —Matriculation Examination, Senior 
•School Certificate (to include ( a ) English Language and 
•Literature; (4) Latin ; (c) Mathematics; (d) Greek or a 
Modern Language ; and ( e ) and (/*) any two other subjects 
as set out in the Jteyulations of the Board). 

University of Birmingham. —Matriculation Examination. 
Senior School-leaving Certificate. 

University of Bristol. —Matriculation Examination. School 
Certificate Examination. 

University of Wales. —Matriculation Examination. 

Universities of Scotland. —Preliminary Examination of the 
Joint Board of Examiners of the Scottish Universities 
for Graduation in Medicine and Surgery. Preliminary 
Examination of the Joint Board of Examiners of 
the Scottish Universities for Graduation in Arts or 
Science. 

University of St. Andrervs. —Final examination for the 
■diploma of L.L.A. 

University of Dublin. —(a) Junior Freshman Term Exami¬ 
nation (exclusive of Trigonometry). (4) Special Preliminary 
Examination to be held in March, the standard and subjects 
of which shall be those of a Junior Freshman Examination 
(exclusive of Trigonometry). («) Junior Exhibition Exami¬ 
nation on obtaining marks of sufficient merit in the subjects 
of (a) or (4). ( d) Examinations for the first, second, 

third, or fourth year in Arts. (Certificate to be signed 
in the approved form by the Medical Registrar of the 
University.) 

Queen's University of Belfast. -- Matriculation Examination. 

National University of Ireland. —Matriculation Examina¬ 
tion. 

Government Examinations held in the United Kingdom. 

Scotch Education Department.— Leaving Certificate Exa¬ 
minations : passes in Lower Grade. Leaving Certificate 
Examinations. Intermediate Certificate. 

Intermediate Education Board of Ireland. —Middle Grade 
Examination, with Honours in three subjects. Senior Grade 
Examinations. 

Central Welsh Board.— Senior Certificate Examinations. 

Examinations by Chartered Bodies held in the United 
Kingdom. 

College of Preceptors. —Examinations for the Senior 
Certificate. Preliminary Examination for Medical Students. 

Educational Institute of Scotland. —Preliminary Medical 
Examination. 

Royal Colleges of Physicians and Surgeons in Ireland. _ 

Preliminary Examination. 

Indian, Colonial, and Foreign Universities and College*. 

Every Certificate from Indian, Colonial, and Foreign 
Universities and Colleges must contain evidence that the 
Examination has been conducted by or under the authority 
■of the Body granting it, must include all the subjects required 
by the General Medical Council, and must state that all the 
•subjects of Examination have been passed in at not more 
than two examinations ; copies of the form of the required 
Certificate are supplied by the Registrar of the Council for 
the purpose. In the case of Natives of India or other 
Oriental countries whose vernacular is other than English 
an Examination in a Classical Oriental Language (e.g., 
Sanskrit, Arabic, Chinese) may be accepted instead of 
an Examination in Latin. The German Abiturienten- 
Examen of the Gymnasia and Real-Schulen and the 
•examinations entitling to the French diplomas of 
Bachelier 6 s Lettres and Bachelier 6s Sciences and 
•other corresponding Entrance Examinations to the Uni¬ 
versities in Europe are recognised by the General Medical 
Council. 

The remainder of the curriculum, though all under 
the supervision of the Council, is in detail in the 
hands of the various degree- and diploma-granting bodies 
whose representatives are members of the General 
Medical Council. In the next pages we give the 
regulations of the various examining bodies, but it must 
always be remembered that the examinations are under 
the supervision of the General Medical Council, who 
visit the various centres in turn and closely inspect the 
procedure. 


THE 

MEDICAL EXAMINING BODIES 

AND 

SCHOOLS OF THE UNITED KINGDOM. 

A Guide to the Facilities for Obtaining the Various 
Medical Degrees and Other Qualifications 
for the British Medical Register. 


I.—ENGLAND AND WALES. 

THE UNIVERSITIES. 


UNIVERSITY OF OXFORD. 

Thebe are two degrees in Medicine, B.M. and D.M., 
two degrees in Surgery, B. Ch. and M. Ch., and two diplomas, 
Public Health and Ophthalmology. 

Graduates in Arts (B.A. or M.A.) are alone eligible for 
the degrees. The most convenient course for the B.A. 
degree for intending graduates in Medicine is to take 
Responsions, the Preliminary Science Examinations men¬ 
tioned below, and the Final Honour School of Physiology. 
In order to obtain the degrees of B.M. and B.Ch. the follow¬ 
ing examinations mast be passed:—1, Preliminary subjects: 
Mechanics and Physics, Chemistry, Animal Morphology, and 
Botany. 2. Professional, (<z) First Examination: Subjects— 
Organic Chemistry, unless the candidate has obtained a first 
or second class in Chemistry in the Natural Science School; 
Human Physiology, unless he has obtained a first or second 
class in Animal Physiology in the Natural Science School ; 
Human Anatomy. (4) Second Examination: Subjects— 
Medicine, Surgery, Midwifery, Pathology, Forensic Medicine 
with Hygiene, Materia Medica and Pharmacology. The 
approximate dates of the examinations are as follows :—Pre¬ 
liminaries—Mechanics, Physics, and Chemistry, December 
and June; Animal Morphology, December and March ; 
Botany, March and June ; Professional (First and Second 
B.M.). June and December. 

The Iirst Examination for the degrees of B.M. and B.Ch. 
may be passed as soon as the Preliminary Scientific Exami¬ 
nations have been completed. Anatomy and Physiology are 
to be passed together, and Organic Chemistry may be taken 
before or after these have been passed. 

The Second Examination may be passed after the com¬ 
pletion of the first, but Pathology, Hygiene, and Materia 
Medica and Pharmacology may be taken before or with 
the remaining subjects. Before admission to the Second 
Examination candidates must present certificates of attend¬ 
ance on a course of laboratory instruction in Practical 
Pathology and Bacteriology and of having acted as post¬ 
mortem clerk for three months, surgical dresser for six 
months, and clinical clerk for six months. Also they must 
produce certificates of instruction in Infectious and Mental 
Diseases, and of attendance on Labours, of proficiency in 
the practice of Vaccination and Anaesthetics, and of having 
attended a coarse of Practical Pharmacology. Also in 
respect of the First Examination candidates must present 
certificates showing that they have dissected the whole 
body once and have attended courses of laboratory instruc¬ 
tion in Practical Histology and Practical Physiology. 

The degree of B. M. is granted to Bachelors of Medicine of 
the University provided they have entered their thirty-ninth 
term and have composed on some medical subject a disserta¬ 
tion which is approved by the professors in the Faculty of 
Medicine and examiners for the degree of B.M. whose 
subject is dealt with. A book published within two years of 
the candidate’s application for the degree may be substituted 
for a dissertation. The Regius Professor may direct the 
dissertation to be read in public. The degree of M.Ch. is 
granted to Bachelors of Surgery of the University who have 
entered their twenty-seventh term, who are members of the 
surgical staff of a recognised hospital, or have acted as 
Dresser or House Surgeon in such a hospital for six months, 
and who have passed the M.Ch. examination in Surgery, 
Surgical Anatomy, and Surgical Operations. This examina¬ 
tion is held annually, iu June, at the end of the Second 
B.M. Examination. 

Diploma in Ophthalmology. —There is an examination once 
in each year in the Theory and Practice of Ophthalmology for 
the purpose of granting certificates of proficiency therein, 
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stjled Diplomas in Ophthalmology. The examination is 
under the supervision of the Board of the Faculty of 
Medicine, which has power to make regulations as to the 
subjects of the examination, the time at which the examina¬ 
tion is held, and the conditions of admission. No candidate 
is admitted to the examination for the diploma who has not 
pursued at Oxford a course of study in Ophthalmology ap¬ 
proved by the Board of the Faculty of Medicine, and ex¬ 
tending over a period of at least three months. The fee for 
admission to the examination is £15, unless the candidate 
is a graduate of the University, in which case it is £10 only. 

Travelling fellowship, Scholarships, and Prizes. — A 
Radcliffe Travelling Fellowship is awarded annually after 
an examination held in February. It is tenable for 
three years and is of the annual value of £200. The 
examination is in Physiology, Pathology, and Hygiene, 
and is partly “practical.” Candidates must be graduates 
in Medicine of the University. The holder must travel 
abroad for the purpose of medical study. Application 
should be made to the Radcliffe Examiners, Radcliffe 
Library, University Museum. A Rolleston Memorial Prize is 
awarded once in two years to members of the Universities 
of Oxford and Cambridge of not more than ten years’ stand¬ 
ing for an original research in some Biological subject, 
including Physiology or Pathology. The Radcliffe Prize, 
founded by University College (1907), is of the value of 
£50 and is awarded biennially for research in some branch 
of medical science. The Theodore Williams Scholarships 
of the value of £50 each are awarded annually in the 
subjects of Anatomy, Physiology, and Pathology. A King's 
College Hospital Burney Yeo Scholarship of £80 is awarded 
each year. The Scholarships in Bcience which are offered 
by several Colleges are open to those who intend to pursne 
Medicine. The value of these scholarships is usually £80 a 
year for four years. 

More detailed information may be obtained from the 
University Calendar ; from the Examination Statutes, 1915, 
from the Student's Handbook to the University (all of which 
are published by the Clarendon Press) ; from the Regins 
Professor of Medicine; and from the Professors in the 
several departments of medical science. 

Professors — Botany (Sherard) : S. H. Vines, M A. 
Chemistry (Waynflete): W. H. Perkin, D.Sc. Comparative 
Anatomy (Linacre) : G. C. Bourne, D.Sc. Human Anatomy: 
A. Thomson, M A. Lecturer in Applied Anatomy : A. P. 
Dodds-Parker, B.M. Medicine (Regius): Sir W. Osier, 
Bart., D.M. Litchfield Lecturer: Ernest Mallam, M.D. 
Surgery, Litchfield Lecturer : E. C. Bevers, B.M. 
Natural Philosophy (Sedleian): A. E. H. Love, D.Sc. 
Physics (Wykeham) : J. S. E. Townsend, M.A. Physiology 
fWaynflete) : C. S. Sherrington, M.D. Zoology: E. B. 
Poulton, D.Sc. Pathology: G. Dreyer, M.D. Lecturer: 
E. W. A. Walker, D.M. Morbid Anatomy : A. G. Gibson, 
D.M. Pharmacology (Reader) : Jam°s Gunn. M.D. 

In addition to the University lectures and classes the 
several Colleges provide their undergraduates with tuition 
for all examinations up to the B.A. degree. . 

In the Radcliffe Infirmary and County Hospital clinical 
instruction is given by the Regius Professor of Medicine, the 
Litchfield Lecturers in Medicine and Surgery, and the other 
physicians and surtreons. Instruction is also given in post¬ 
mortem work and Clinical Pathology in connexion with the 
courses in Pathology. 

University of Oxford : Radcliffe Infirmary and 
County Hospital. —Courses of instruction are given in 
connexion with the Oxford University Medical School. These 
include (1) a course in Practical Medicine by the Regius Pro¬ 
fessor of Medicine ; (2) Clinical lectures by the Litchfield Lec¬ 
turers in Medicine and Surgery ; and (3) tutorial instruction 
and demonstrations in special Regional Anatomy (medical 
and surgical), methods of Medical aDd Surgical Diagnosis, 
and Surgical Manipulation. (4) Pathological demonstrations 
Bud instruction in post mortem work are given by the 
Assistant Pathologist. Practical Pharmacy is taught in 
the Radcliffe Dispensary. Opportunities are offered to 
students who wish to act as surgical dressers and clerks. 
The Hospital contains 170 beds. Honorary Phvsician : 
Dr. E B. Gray. Honorary Surgeons : Mr. A. Winkfield 
and Mr. H. P. Symonds. Active Consulting Physician : 
Professor Sir William Osier. Bart. Active Staff :—Honorary 
Physicians : Dr. W. Tyrrell Brooks, Dr. W. Collier, and 
Dr. K. Mallam. Honorary Assistant Physician and 


Medical Registrar : Dr. A. Waters. Electro-Therapeutic 
Physician: Dr. W. J. Turrell. Honorary Surgeons: Mr. 
R. H. A. Whitelocke, Mr. A. P. Dodds-Parker, and Mr. E. C. 
Bevers. Honorary Assistant Surgeon and Surgical Registrar : 
(Vacant). Consulting Ophthalmic Surgeon : Mr. P. E. H. 
Adams. Honorary Consulting Pathologist: Professor Georges 
Dreyer. Honorary Assistant Pathologist: Dr. A. G. Gibson. 
Consulting Dental Surgeon : Mr. E. A. Bevers. Honorary 
Radiographer: Mr. R. H. Sankey. House Physician: 
Dr. F. Mosse. House Surgeon : Mr. D. McDonald. Casualty 
House Surgeon : (Vacant). 


UNIVERSITY OF CAMBRIDGE. 

The student must enter at one of the Colleges, or as 
a non-collegiate student, and keep nine terms (three 
years) by residence in the University. He must pass 
the Previous Examination in Classics, Mathematics, 
Ac., if possible, before he comes into residence in 
October, or he may obtain exemption through the Oxford 
and Cambridge Schools Examination Board, the Oxford 
or Cambridge Senior Local Examinations, the London 
Matriculation Examination, the Scotch Education Depart¬ 
ment, Responsions at Oxford, and the Joint Matriculation 
Board of the Universities of Manchester, Liverpool, Leeds, 
and Sheffield, the Matriculation Examination of the Uni¬ 
versity of Birmingham, or by being graduates of certain other 
Universities in the United Kingdom. He may then devote him¬ 
self to medical study in the University, dissecting, attending 
the hospital and the medical lectures, Ac. Or he may, as 
nearly all students now do, proceed to take a degree in 
Arts by passing either ( a ) the General Examination and one 
Special Examination, or (h) two Special Examinations for 
the ordinary B.A. degree, or going out in one of the 
Honour Triposes. The Natural Sciences Tripos is taken 
most frequently, as some of the subjects are practically the 
same as those for the first and second M.B. 

For the degree of Bachelor of Medicine (M.B.) five years 
of medical study are required either in Cambridge or 
at one of the recognised Schools of Medicine. The first 
three or four years are usually spent in Cambridge, the 
student remaining in the University till he has passed, 
say, the examination for Part I. of the Natural Sciences 
Tripos and the first and second examinations for M.B. Hos¬ 
pital practice and many of the requisite lectures may be 
attended in Cambridge, and a certain number of students 
remain to attend lectures and hospital practice until they 
have passed the second part of the second examination for 
M.B. The laboratories for Botany, Chemistry, Physics, 
Biology, Zoology, Human Anatomy, Physiology, Bio¬ 
chemistry, Pathology, Bacteriology, Pharmacology, Psych¬ 
ology, and Public Health are well equipped. Adden- 
brooke’s Hospital, the Infectious Diseases Hospital, the 
Camb'idge Research Hospital, and the Field Laboratories 
are utilised fo- study and research. 

There are three examinations for M.B The first includes 
(I) Chemistry and other branches of Physics, and (2) Ele¬ 
mentary Biology. These parts may be taken together 
or separately. The second is divided into two parts—- 
viz., (1) Human Anatomy and Physiology; and (2) Phar¬ 
macology and General Pathology. The third is also 
divided into two parts: (1) Principles and Practice of 
Surgery (including Special Pathology and Midwifery and 
Diseases Peculiar to Women); and (2) Principles and 
Practice of Physic (including Diseases of Children, Mental 
Diseases, Medical Jurisprudence), Pathology (including 
Hygiene and Preventive Medicine), and Pharmacology 
(including Therapeutics and Toxicology). The examina¬ 
tions are partly in writing, partly oral, and partly practical, 
in the hospital, in the dissecting room, and in the labora¬ 
tories. An Act has then to be kept in the Public Schools, 
by the candidate reading an original dissertation composed 
by himself and being examined orally on some subject 
approved by the Regius Professor of Physic. 

Candidates who have passed both parts of the third 51. B. 
examination are admitted to the registrable degree of 
Baohelor of Surgery (.P C.) without separate examination 
and without keeping an Act. 

The degree of Doctor of Medicine (M.D.) may be taken 
three years after that of M B. or four years after that of 
M.A. The candidate is required to produce certificates 
of having been engaged in Medical Study for five years. 
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and if an M.A., some certificates of attendance on Lectures 
and of attendance on Hospital Practice, and to pass the 
same examinations as are required for the degree of M.B. 
An Act has to be kept, consisting of an original Thesis 
sustained in the Public Schools with vivd voce examination; 
and a short extempore essay has to be written on a topic 
taken from the general subject of his thesis, whether it be 
Physiology, Pathology, Pharmacology, the Practice of 
Medicine, State Medicine, or the History of Medicine. 

For the degree of Master of Surgery (M.C.) the candidate 
must have passed all the examinations for B.C., or, if he 
is an M.A., have obtained some other registrable qualifica¬ 
tion in surgery. He is required either (1) to pass an 
examination in Principles and Practice of Surgery, 
Surgical Anatomy and Surgical Operations, and Pathology, 
and to write an extempore essay on a Surgical Subject; or (2) 
to submit to the Medical Board original contributions to the 
advancement of the Science or Art of Surgery. Before he 
can be admitted to the examination two years at least 
must have elapsed from the time when he completed all 
required for the degree of B.C. Before submitting original 
contributions he must have been qualified at least three 
years. 

An abstract of the Regulations and Schedules of the range 
of the examinations in Chemistry, Physics, Biology, Pharma¬ 
cology, and General Pathology may be obtained upon 
sending a stamped directed envelope to the Registrary, 
the Registry, Cambridge. 

The Professors, Readers, and Lecturers in the various 
subjects are as follows. Professors—Anatomy: A. Macalister, 
M.D. Biology (Quick) : G. H. F. Nuttall, Sc.D. Botany: 
A. C. Seward, M.A Chemistry : W. J Pope, M.A. Natural 
Philosophy (Jacksonian): Sir James Dewar, M.A. Pathology: 
G. Sims Woodhead, M.A. Physic (Regius): Sir T. Clifford 
Allbutt, M.D. Physiology : J. N. Langley, Sc.D. Surgery: 
<Vacant). Therapeutics (Downing Professor of Medicine): 
-T. B. Bradbury, M.D. Zoology, Jtc. : J. Stanley Gardiner, 
M.A. Readers—Botany : F. F. Blackman, M.A. Chemical 
Physiology: F. G. Hopkins, M.A. Zoology: A. E. Shipley, 
Sc.D. Lecturers—Bacteriology : Louis Cobbett, M.D. 
Hygiene : G. S. Graham-Smith, M.D. Botany: A. G. Tansley, 
M. A., and R. P. Gregory, M.A. Chemistry: H. J. H. Fenton, 
Sc.D. Organic Chemistry : S. Ruhemann, M.A. Chemistry 
and Physics as Applied to Hygiene : J. E. Parvis, M.A. 
Advanced Morphology of Vertebrates : H. Gadow, M.A. 
Pathology (Huddersfield) : T. S. P. Strangeways, M.A. 
Physics : G. F. C. Searle, Sc.D., and C. T. R. Wilson, M.A. 
Pharmacology: W. E. Dixon, M.A. Advanced Physiology: 
L. E. Shore, M.D. Physiology: W. B. Hardy, M.A. 
Neurology : H. K. Anderson, M.D. Physiology of the 
Senses: W. H. R. Rivers, M.A. Experimental Psychology: 
C. S. Myers, M.D., Sc.D. Physical Anthropology: W. L. H. 
Duckworth, M.D., Sc.D. 

University Prize in Medicine. —The one University Prize 
in Medicine, the Raymond Horton Smith Prize (value £19), 
is awarded to that candidate for the degree of M.D. who 
presents the best thesis for the degree during the academical 
year, provided that he has taken honours in a tripos 
examination. Medical Studies are endowed by the numerous 
Natural Science scholarships at the various colleges, 
information about which can be obtained from the respective 
Tutors. 


Addexbrooke’s Hospital. —Clinical Lectures in Medicine 
and Surgery, in connexion with Cambridge University 
Medical School, are given at this hospital twice a week 
during the academical year; and practical instruction in 
Medicine and Surgery is given in the wards and out-patients’ 
rooms by the physicians and surgeons daily during the 
term time and vacations. The fee for pupilship is 3 guineas 
a term. Physicians : Professor Sir Clifford Allbutt, Professor 
Bradbury, Dr. L. Humphry, Dr. Lloyd Jones, and Dr. 
Aldren Wright. Surgeons: Mr. G. E. Wherry, Mr. F. 
Deighton, Dr. Griffiths, and Mr. Arthur Cooke. All com¬ 
munications by students should be made to Dr. Aldren 
Wright. 


UNIVERSITY OF LONDON. 

The University of London was established by Royal 
Charter in 1836 as an examining and degree conferring 
body with affiliated colleges but no direct teaching func¬ 
tions. In 1900 it was reconstituted under the Act of Parliament 


1898 and became a teaching as well as an examining body. 
Many schools already existing became constituent colleges, 
including all the metropolitan medical schools. Teachers 
were also appointed in special subjects to give lectures at the 
University. 

Teaching Staff .— The teaching staff of the University is 
organised under two heads : 1. Appointed teachers—i.e., 
such as are appointed by, and are paid out of the funds of, the 
University. 2. Recognised teachers—i.e., those who have 
been appointed and are paid by the several schools of the 
University and other institutions at which instruction 
is given under the auspices of the University, and who have 
been recognised by the Senate as conducting work of 
University standard. Courses by non-recognised teachers 
may also be approved in schools of the University. The 
lecturers in the Medical Sciences and the professors in the 
Faculties of Medicine in University College, London, and 
King's College, London, will be found enumerated under 
their respective medical schools. 

Internal and External Students .— All the examinations of 
this University are open to men and women alike. Matricu¬ 
lated students of the University may be either internal 
or external. Internal students of the University are 
students who have matriculated at the University and 
who are pursuing a course of study approved by 
the University, either (a) under the direct control 
of the University or a committee appointed thereby; 
or (b) under one or more of the appointed or recognised 
teachers of the University. Centres for preliminary and 
intermediate medical studies have been established by 
the University at University and King's Colleges. Internal 
students must pursue their studies at one of the above 
centres, or at one of the medical schools connected with 
the University. These are University College Hospital, 
King's College Hospital, St. Bartholomew's Hospital, the 
London Hospital, Guy's Hospital, St. Thomas’s Hospital, 
St. George’s Hospital, the Middlesex Hospital, St. Mary’s 
Hospital, Charing Cross Hospital, Westminster Hospital, 
and the London (Royal Free Hospital) School of Medicine 
for Women. The London School of Tropical Medicine and 
the Lister Institute of Preventive Medicine are also recognised 
as schools of the University in special departments. External 
students are all other matriculated students, and may pursue 
their studies at other universities and medical schools, pre¬ 
senting themselves for examination at the University of 
London. 

I acuity ot Medicine. —The Faculty of Medicine grants the 
joint degrees of M.B., B.S. (Bachelor of Medicine and Sur¬ 
gery), and the higher separate degrees of M.D. (Doctor of 
Medicine ) and M.S. (Master of Surgery). 

The curriculum for the medical degrees is now five and a 
half years from the time of matriculation, except in the case 
of students who have passed the Preliminary Scientific 
Examination or the First Examination for Medical Degrees 
before July, 1910, and the examinations formerly known as 
the Preliminary Scientific, the Intermediate, and the Final 
Examination in Medicine are now respectively entitled the 
First, Second, and Third Examinations for Medical Degrees. 
Part II. of the former Preliminary Scientific Examination has 
now been made Part I. of the Second Examination. 

A. Internal Students. —In order to be admitted to the 
Bachelor’s degrees a student must normally, after regis¬ 
tration as an internal student, have: (1) Attended pre¬ 
scribed courses of study for five and a half years in one or 
more schools of the University. (2) Passed the follow¬ 
ing examinations, under the conditions mentioned below: 
(a) The First Examination for Medical Degrees in Inorganic 
Chemistry, Physics, and General Biology; (J) the Second Exa¬ 
mination for Medical Degrees : Part I., Organic and Applied 
Chemistry; Part II., Anatomy, Physiology, and Pharma¬ 
cology, including Pharmacy and Materia Medica; ( 0 ) the 
Third Examination for Medical Degrees, or M.B., B.S. 
Examination in Medicine, including Therapeutics and 
Mental Diseases, Surgery, Midwifery and Diseases of 
Women, Pathology, Forensic Medicine and Hygiene. 

B. External Students. —To be admitted to the Bachelor’s 
degrees an external student must (1) have passed the Matri¬ 
culation examination or have been exempted therefrom 
under Statute 116 not less than five and a half years pre¬ 
viously ; (2) have passed subsequent examinations similar to 
those required of an internal student; and (3) have been 
engaged in professional studies during the five and a half 
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years subsequently to Matriculation and four and a half 
years subsequently to passing the First Examination for 
Professional Degrees at one or more of the medical institutions 
or schools recognised by this University for the purpose, one 
year at least of the four and a half years to have been spent 
in one or more of the recognised institutions or schools in 
the United Kingdom. 

Vie First Examination for Medical Degrees (Inorganic 
Chemistry, Physics, and General Biology) will take place 
twice in each year, commencing on the Monday following 
Dec. 10th and on the second Monday in July. It must 
as a rule be passed by internal students not less than one 
academic year after matriculation and by external students 
not less than nine months after matriculation. 

The Second Examination for Medical Degrees (Part I.): 
Organic Chemistry .—This examination will take place twice 
in each year, commencing on the Thursdays following the 
third Monday in March and the second Monday in July. 
No candidate will be admitted to this examination within six 
months of having passed the First Examination. [During the 
continuance of the war only this examination will be held in 
December as well as in March and July.] 

7 he Second Examination for Medical Degrees (Part II.) 
takes place twice in every year, commencing on the 
third Monday in March and on the first Monday in July. 
The subjects of the examination are Human Anatomy and 
Embryology, Physiology, and Pharmacology, including 
Pharmacy and Materia Medica. No candidate shall be 
admitted to the examination unless he has passed the First 
Examination for Medical Degrees at least 18 months pre¬ 
viously, and has passed Part I. of the Second Examination 
for Medical Degrees. 

The Third or M. B., B. S. Examination. —The M. B., B. S. exa¬ 
mination takes place twice in each year, commencing on the 
fourth Monday in October and on the first Monday in May. 
No candidate except those who pass the Preliminary Science 
or First Examination for Medical Degrees before July 
will be admitted to this examination within three academic 
years from the date of passing in Anatomy and Physiology 
at the Second Examination (Part II.), nor unless he has com¬ 
pleted that examination together with prescribed courses of 
study or practice summarised below. (1) Principles and 
Practice of Medicine ; (2) Clinical Methods and Physical 
Diagnosis ; (3) Insanity (with clinical demonstrations at a 
recognised Asylum) ; (4) Therapeutics ; (5) Vaccination ; (6) 
Principles and Practice of Surgery ; (7) Operative Surgery, 
Surgical Anatomy, Practical Surgery, and the Administration 
of Anaesthetics ; (8) Diseases of the Eye, Ear, and Throat ; 
(9) Lectures and Demonstrations on Midwifery and 
Diseases of Women; (10) Practical Midwifery, the con¬ 
duct of at least 20 Labours, and practice as a 
Clinical clerk in Gynecological work; (11) Pathology and 
Bacteriology; (12) work of the Post-mortem room; (13) 
Forensic Medicine ; and (14) Hygiene. He must also have 
attended the Medical and Surgical practice of a recognised 
hospital for two years and a course of instruction at a 
recognised Fever Hospital for two months 1 He must have 
had clinical instruction and must have held the posts of 
medical clinical clerk and surgical dresser for periods of six 
months each. Candidates will be examined in Medicine 
(including Therapeutics and Mental Diseases), Patho¬ 
logy, Forensic Medicine and Hygiene, Surgery, Mid¬ 
wifery, and Diseases of Women. The subjects may be 
divided into two groups—namely : (1) Medicine, Pathology, 
Forensic Medicine, and Hygiene ; and (2) Surgery, Midwifery, 

1 During the continuance of the war students who have not passed 
the Second Examination for Medical Degrees in Anatomy and Physio¬ 
logy, but who have completed one years study after passing the First 
Examination for Medical Degrees, will be allowed to count not more 
than six months’ service as clinical clerk or not more than six months’ 
service as surgical dresser in a recognised hospital as if they had so 
passed the examination in question. Clinical service during the con¬ 
tinuance of the war, for any period of not more than twelve months in 
a medical Unit of the Regular or Territorial Forces, or in a hospital or 
detachment of the Red Cross Society, or in any hospital recognised by 
the military or naval authorities for war purposes, will be accepted by 
the University as equivalent to the medical and surgical practice in a 
recognised hospital for an equal period; and further, any portion or 
the whole of the time so spent will be accepted as equivalent to time 
spent either as a clinical clerk or as a dresser, at the choice of the 
candidate. Clinical service during the continuance of the war. as set 
forth above, will be similarly accepted for a period not exceeding six 
months from students who have not passed the Second Examination 
for Medical Degrees In Anatomy and Physiology, but who have 
completed one year of study after passing the First Examination 
for Medical Degrees, as if they had so passed the examination in 
question. 


and Diseases of Women. These groups may be taken either 
separately or together. The list of candidates who have passeefe 
will be published in two parts—namely, an Honours list a&4 
a Pass list. Bachelors of Medicine of this University who 
graduated in or before May, 1904, may obtain the B.S. degree- 
by passing the Surgical part of the M.B., B.S. examination. 

Doctor of Medicine .—The examination for this degree 
takes place twice in each year, commencing on the first 
Monday in December and on the first Monday in July. 
Candidates may present themselves for examination in one- 
of the following branches, namely ; (1) Medicine; (2) Patho- 
iogy ; (3) Mental Diseases; (4) Midwifery and Diseases of 
Women; (5) State Medicine; and (6) Tropical Medicine. 
Any candidate for the degree of M.D. may transmit to the- 
Registrar a thesis or published work having definite relation, 
to the branch of Medicine in which he is a candidate, and 
if the thesis be approved by the examiners the candidate 
may be exempted from the written examination in that 
subject. 

Master in Surgery .—The examination for the degree of 
Master in Surgery takes place twice in each year and com¬ 
mences on the first Monday in December and on the first- 
Monday in July. 

Pees .—Matriculation £2, which will be returned if the candi¬ 
date withdraws his name before the last day of entry. Shonld 
he fail to present himself an additional £1 will be charged on 
subsequent presentation within eight months. £2 will be 
charged on each subsequent entry. At provincial examina¬ 
tions an additional fee of £1 to £3 is charged by the local 
authorities at the time of examination. First M.B., BS. 
Examination: £5 for each entry to the entire examination, 
or £2 each subject if the examination is taken in parts. 
Second M B., B.S. Examination; Part I. £2, repeated on 
each subsequent entry ; Part II. £8 for the whole examina¬ 
tion. For re-examination in one subject £4. Third (Finals 
M.B., B.S. Examination ; £10 for each entry to the whole 
examination and £5 for examination or re-examination in 
each group. M.D. Examination: £20; for re-examination 
£10. M S. Examination : As for M.D. 

Full details of the prescribed curricula of study and the 
names of the recognised Internal and External Schools of the 
University, can be obtained free on application to the Academic 
Registrar, University of London, South Kensington, S.W. 


MEDICAL SCHOOLS OF THE UNIVERSITY 
OF LONDON . 1 

8t. Bartholomew's Hospital and College. —The 
hospital contains 757 beds, of which 687 are for patients 
in the hospital at Smithfield and 70 for convalescent patients 
at Swanley. It receives over 8000 in-patients annually ancl 
its out-patients and casualties amount to more than 78,000 
annually. Special departments have been organised for 
Diseases of Women and Children, the Eye, Ear, Larynx, 
and Skin, as well as for Orthopmdic and Dental Surgery, 
and for Electro-therapeutics and X Ray work. Surgical 
operations take place every day at 1.30 p.m. and Surgical 
Consultations are held on Thursdays at the same hour. 
Medical Consultations are held on Thursdays at 3.15 p.m. 
The physicians and surgeons deliver clinical lectures weekly 
during both the winter and the summer sessions. Clinical 
Lectures on all special subjects are also given. The visits 
of the physicians and surgeons are made at 1.30. 

Ten house physicians and ten house surgeons are 
appointed annually, and are provided with rooms by the 
hospital authorities and receive £80 a year as salary. 
A resident midwifery assistant, an ophthalmic house 
surgeon, and a house surgeon for diseases of the throat, 
nose, and ear are appointed every six months, and are 
provided with rooms and receive a salary of £80 a year. 
Three resident anesthetists are appointed annually, and 
receive salaries of £120, £100, and £100 respectively, with 
rooms. An extern midwifery assistant is appointed every 
three months, and receives a salary of £80 a year. The 
clinical clerks, the obstetric clerks, the clerks to the medical 
out-patients, the dressers to the surgical- in-patients and 
to the out-patients, and the dressers in the special depart¬ 
ments are chosen from the students. A residential college 
is attached to the hospital. 

1 For Ancillary Metropolitan Medical Schools see p. 379 
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Nem Buildings. —The new buildings comprise residential 
quarters for the resident staff, casualty, medical, surgical, 
and special out-patient departments, casualty wards, 
dispensary, and clinical lecture theatie. A new chemical 
laboratory has been added to the Medical School, and 
a laboratory devoted to instruction in Public Health. A 
second new block is devoted to Pathology, and contains 
the post-mortem room as well as extensive laboratories 
for bacteriology, clinical pathology, pathological histology, 
and pathological chemistry. The Medical School Buildings 
include three large lecture theatres, a large dissecting room, 
a spacious library (containing 13,000 volumes), a well- 
appointed museum of anatomy, physiology, comparative 
anatomy, materia medica, botany, and pathological anatomy. 
The pathological museum is the most complete in the 
kingdom. There are laboratories for chemistry, physiology, 
pharmacology, physics, public health, and biology, giving 
ample accommodation in every department. 

Special Classes for the Primary and Final F.R.C.S. are held 
twice yearly. Instruction in Preliminary Science is given 
to University of London students in chemistry, biology, 
and physics throughout the year. Laboratory Instruction for 
the. D.P.H. is provided during the winter and summer 
sessions. 

The reoreation ground of 10 acres is at Winchmore 
Hill for the use of the members of the Students' 
Union, which all students are expected to join. The 
Students’ Union contains a large reading and smokiDg 
room, a committee and writing room, luncheon and 
dining hall, and a miniature rifle range. 

Staff. —Consulting Physicians : Sir William Church, Dr. 
Hensley, Sir Lauder Brunton, F.R.S., Sir Dyce Duckworth, 
Dr. N. Moore, Dr. S. West, and Dr. Ormerod. Consulting 
Physician Accoucheur: Sir Francis Champneys. Consulting 
Surgeon : Mr. H. Cripps. Consulting Aural Surgeon : Mr. 
Cumberbatch. Physicians : Sir Wilmot Herringham, Dr. 
Tooth, Dr. Garrod, F.R.S., Dr. Calvert, and Dr. H. M. 
Fletcher. Surgeons : Sir Anthony Bowlby, Mr. D’Arcy 
Power, Mr. Waring, Mr. McA. Eccles, and Mr. Bailey. 
Physicians with charge of Out-patients: Dr. Drysdale and 
Dr. Hartley. Assistant Physicians: Dr. Horder, Dr. 
Langdon Brown, and Dr. Thursfield. Surgeons with charge 
of Out-patients: Mr. Rawling, Mr. Gask, and Mr. G. Watson. 
Assistant Surgeons : Mr H. W. Wilson, and Mr. W. G. Ball. 
Physician Accoucheur : Dr. Griffith. Physician Accoucheur 
with charge of Out-patients: Dr. Williamson. Assistant 
Physician Accoucheur : Dr. Barris. Ophthalmic Surgeons : 
Mr. Jessop and Mr. Holmes Spicer. Surgeon for Diseases 
of the Throat and Nose : Mr. Harmer. Assistant Surgeon 
for Diseases of the Throat and Nose : Mr. Rose. Aural 
Surgeon : Mr. C. E. West. Assistant Aural Surgeon : Mr. 
S. R. Scott. Dental Surgeons: Mr. Ackland and Dr. 
Austen. Assistant Dental Surgeons : Mr. F. Coleman and Mr. 
J. G. A. Fairbank. Orthopmdic Surgeon: Mr. Elmslie. 
Physicians for Diseases of Children : Dr. Fletcher and Dr. 
Thursfield. Physician for Diseases of the Skin: Dr. 
Adamson. Medical Officer in charge of Electrical Depart¬ 
ment : Dr. Cumberbatch. Medical Officer to the X Ray 
Department: Dr. Walsham. Pathologist : Dr. F. IV. 
Andrewes, F.R.S. Assistant Pathologist : Dr. Gordon. 
Administrators of Anaesthetics : Mr. Cross, Mr. Boyle, and 
Mr. Trewby. Medical Registrars : Dr. C, M. H. Howell and 
Dr. Gow. Surgical Registrars: Mr. Blakeway and Mr. 
Roberts. Casualty Physicians: Dr. Feiling and Dr. Trevan. 
The staff deliver the lectures and demonstrations in their 
subjects. 

Other lecturers and demonstrators are :—Practical Mid¬ 
wifery : Dr. M. Donaldson. Chemical Pathology: Mr. Wallis. 
Practical Pathology: Dr. Stansfeid, Mr. Vick, Dr. Canti, 
Mr. Davis, Dr. T. H. G. Shore, and Mr. Just. Mental 
Diseases: Dr. Armstrong-Jones. Forensic Medicine: Dr. 
R. A. Lyster. Surgical Anatomy : Dr. Macphail. Practical 
Anatomy : Mr. Stanley and Mr. Moreton. General Anatomy 
and Physiology : Dr. F. A. Bainbridge. Practical Physio¬ 
logy : Dr. Trevan. Materia Medica, Pharmacology, and 
Therapeutics : Dr. Hamill. Biology : Dr. Shore and Dr. 
Cunnington. Chemistry : Dr. Hurtley. Practical Chemistry : 
Dr. HurtleyandMr. Oahen. Physics: Mr. Womack. Practical 
Physics : Mr. Womack and Mr. Hopwood. Public Health : 
Dr. Lyster. Museum Curator: Dr. Andrewes. Junior 
Curator: Mr. Armstrong. Dean of the Medical School: 
Dr. Shore. Warden of the College : Mr. W. G. Ball. 


Scholarships given in aid of Medical Study. —At this school 
various Scholarships, prizes, kc. , are given. For five of 
the Scholarships and the Exhibition—namely, (a), (J), 
(c), three Entrance Scholarships of the respective values of 
£75, £75, and £150 ; (d) Entrance Scholarship in Arts, 
£100; (e) Jeaffreson Exhibition, £50; and (/) Shuter 

Scholarship, £50—a full or University course at St. 
Bartholomew’s Hospital is required. The awards of (a), (b), 
and («) are made after examination in selections from the 
subjects of Chemistry, Physics, Zoology, Botany, Physio¬ 
logy, and Anatomy ; (d) and (e) are awarded after exa¬ 
mination in Latin, Mathematics, and Greek or French 
or German ; (f) is awarded after competitive examination 
among Cambridge Graduates in Anatomy and Physio¬ 
logy. These remaining Scholarships and prizes are as 
follows ;—Four Junior Scholarships : (y) No. 1, £30, 
Anatomy and Physiology ; (h) No. 2, £20, Anatomy and 
Physiology ; (i) No. 3, £25, Chemistry, Physics, and 
Biology ; (J) No. 4, £15, Chemistry, Physics, and Biology ; 
(k) Senior Scholarship, £50, Anatomy, Physiology, and 
Chemistry; (1) Kirkes Scholarship, £30 and medal, Clinical 
Medicine ; (in) and (n) two Braekenbury Scholarships, £39 
each, one in Medicine and one in Surgery; ( 0 ) Sir G. 
Barrows Prize, £10, Pathology ; (p) Skynner Prize, 13 

guineas, Regional and Morbid Anatomy ; (y) Matthews 
Duncan Medal and Prize, £20, Midwifery and Gynecology ; 
(r) Luther Holden Research Scholarship in Surgery, awarded 
by election, £105 ; and (s') Lawrence Research Scholarship 
and gold medal in Pathology, awarded by election, £115. 


Charing Cross Hospital. —The Hospital, to which the 
School is attached, contains 300 beds. Over 3000 cases pass 
through its wards each year, and some 24,000 out-patients 
and casualties are treated. There are special departments 
for Mental Diseases, Midwifery, Diseases of Women, of 
Children, of the Skin, Eye, Ear, Throat, Nose, and Teeth, 
for Orthopaadic Cases, X Ray work, and for Electrical 
Examination and Treatment. 

Appointments. —In the Medical School Demonstratorships 
and Assistant Demonstratorships are open to students of the 
School. Medical, Surgical, and Obstetric Registrars to the 
Hospital are appointed annually. Six House Physicians, six 
House Surgeons, and two Resident Obstetric Officers are 
appointed each year after competitive examination. 

Primary and Intermediate Studies. —Tiiese are taken in the 
laboratories of the University of London (King’s College), 
situated within a few minutes' walk of the school and 
hospital. 

Final Studies. —These are taken in the school and hospital, 
where systematic lectures, demonstrations, and tutorial 
classes are arranged to cover all the subjects necessary for 
qualifying examinations. Departments are also available 
for other final subjects of Bacteriology, Clinical Pathology, 
Materia Medica, Toxicology, Public Health, and Operative 
Surgery, and also for Research Work and Post-graduate Work. 

Public Health Laboratories. —The fine laboratories of the 
School have been taken over by the University of London 
(King's College), to which a full professorial and teaching 
staff has been transferred. The course of instruction for the 
Diploma of Public Health is given in these laboratories. 

The Museum contains over 4000 specimens, including a 
notable collection of over 800 gynecological specimens, 
“The Cuthbert Lockyer Collection.” 

Students' Club. —The social comfort and convenience of 
students are met by library, reading, and smoking-rooms, 
refreshment-room, kc. The Club, which is under the control 
of a Committee of Students, provides needful athletic 
recreation, and includes the Medical Society. 

Women Students. —The Council of the Hospital has recently 
decided to throw open the Medical School and Hospital to 
women students. They are received upon the same terms 
and conditions as men. 

Fees. —An entrance fee of 10 guineas and 8 guineas is 
payable by full-course and final-course students respectively, 
and an annual fee of 26 guineas covers all other expenditure, 
with the exception of 7 guineas for vaccination, dispensing, 
and fever hospital attendance, which must be taken outside 
the hospital. Membership of the Students’ Club is included 
in these fees. 

Staff. —Consulting Physicians : Dr T. H. Green, Dr. 
J. Mitchell Bruce, and Dr. F. W. Mott. Physicians: Dr. 
J. Galloway, Dr. W. Hunter, and Dr. W. C. Bosanquet. 
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Assistant Physicians: Dr. W J. Fenton, Dr. D. Forsyth, 
Dr. R, C. Jewesbury, and Dr. G. Holmes. Consulting 
Obstetric Physicians: Dr. J. W. Black and Dr. A. Routh. 
Consulting Surgeons: Mr. R. Barwell, Mr. J. A. Bloxam, 
and Mr. J. H. Morgan. Surgeons : Mr. H. F. Waterhouse, 
Mr. C. Gibbs, and Mr. H. S. Clogg. Surgeons to Out-patients : 
Mr. P. L. Daniel and Mr. W. S. Fenwick. Consulting Dental 
Surgeon : Mr. J. Fairbank. Ophthalmic Surgeon : Mr. E. T. 
Collins. Obstetric Physician : Dr. T. W. Eden. Assistant 
Obstetric Physician : Dr. C. Lockyer. Physician for Diseases 
of the Skin : Dr. J. M. H. MacLeod. Consulting Physician 
for Mental Diseases : Dr. C. Mercier. Physician for Mental 
Diseases : Dr. E. D. Macnamara. Orthopaedic Surgeon : Mr. 
H. A. T. Fairbank. Nose and Throat and Ear Surgeons: Mr. 
E. B. Waggett and Mr. E. D. Davis. Medical Officer Roentgen 
and Electrical Department: Dr. W. Ironside Bruce. Surgeon 
Dentist: Mr. J. F. Colyer. Anaesthetists: Mr. C. C. Braine, 
Dr. V. A. L. E. Corbould, Dr. B. E. Potter, and Mr. G. R. 
Phillips. Curators and Pathologists : Dr. R C. Jewesbury 
and Dr. G. Holmes. Bacteriologist: Dr. W. W. C. Topley. 

The lectures and demonstrations are delivered by the Staff 
on their respective subjects. Other lecturers and demon¬ 
strators are Tropical Diseases : Sir Patrick Manson and 
Mr. J. Cantlie. Medical Jurisprudence : Dr. W. A. Brend. 
Toxicology: Dr. H. F. Morley. 

Further information may be obtained on application to 
the Dean, Dr. W. J. Fenton, Medical School, Charing Cross 
Hospital, London, W.G. _ 

St. George's Hospital.— This hospital has a service of 
436 beds, of which 180 are allotted to surgical, 150 to 
medical cases, and 100 are at the Convalescent Hospital at 
Wimbledon. One ward is set apart for Diseases Peculiar 
to Women. Children’s beds are placed in all the women's 
wards. Two wards are allotted to ophthalmic cases. 

Entrance Scholarships and Endowed Prizes of a total 
value of £482 are awarded annually; a detailed list is 
placed below. The entire teaching and laboratories are 
now devoted to purely clinical subjects, and arrangements 
have been made with the University of London for students 
who enter during the first, second, or third year of the 
curriculum as students of St. George's to carry out the 
necessary courses of instruction at either University College 
or KiDg’s College. Students then complete their course, 
without payment of any entrance fee, in a school entirely 
devoted to Clinical work. The school is admitting a strictly 
limited number of women students during the war. These 
women students will be allowed to continue their studies 
until qualification. 

Eight house physicians and eight house surgeons are 
appointed annually. All house appointments are open 
without fee to every perpetual student of the hospital and 
are made strictly in accordance with the merits of the 
candidates. Special attention is directed to the following 
paid appointments, among others, which are open to 
students after they have held house office:—Medical 
Registrarship at £200 per annum; Surgical Registrar- 
ship at £200 ; Assistant Curatorship of the Museum 
at £100 ; Obstetric Assistantship (Resident) at £50 ; 
the post of Resident Anesthetist at £100 ; the post 
of Senior Anesthetist at £50; the posts (3) of Junior 
Anesthetists, each at £30. Great attention is paid by 
members of the staff to individual teaching. A number of 
special courses are given in which the requirements of 
university and other examinations receive careful atten¬ 
tion. The following may be cited as examples :—(1) 
Elementary Bacteriology ; (2) Advanced Bacteriology ; (3) 
Clinical Pathology; (4) Systematic Pathology; (5) Histo¬ 
logical Pathology and Morbid Anatomy ; (6) Pharmacology; 
(7) Surgical Anatomy ; (8) Advanced Anatomy and Physio¬ 
logy ; (9) Operative Surgery ; (10) Public Health ; and (11) 
Tropical Diseases. Special classes are held by members of 
the staff for all examinations. The St. George's Hospital Club, 
with smoking- and luncheon-rooms on the hospital premises, 
and an athletic ground at Wimbledon, is an amalgamation 
of the Hunterian Society, the Gazette, and the chess, lawn 
tennis, boxing, hockey, rifle, and golf clubs. Students have 
the advantage of a library of medical and scientific books 
which is kept up-to-date. A register of accredited apart¬ 
ments and a list of medical men and others willing to receive 
St. George’s men as boarders may be seen on application to 
the Dean. Further information may be obtained from the 
Dean of the Medical School. 


Staff. —Consulting Physicians: Dr. T. T. Whipham, Sir 
Isambard Owen, and Dr. W. Ewart. Consulting Surgeons : 
Mr. Pick, Mr. Harvard, Sir W. Bennett, Mr. Marmaduke 
Sheild, and Mr. F. Jaffrey. Consulting Obstetric Physician : 
Dr. W. R. Dakin. Consulting Ophthalmic Surgeons ; Mr. 
Brudenell Carter and Mr. Adams Frost. Consulting Aural 
Surgeons: Sir William Dalby and Mr. W. C. Bull. Con¬ 
sulting Dental Surgeon: Mr. Winterbottom. Consulting 
Bacteriologist: Dr. Charles Slater. Physicians : Dr. H. D 
Rolleston, Dr. C. Ogle, Dr. A Latham, and Dr. J. S. Collier. 
Obstetric Physician : Dr. A. F. Stabb. Assistant Physicians : 
Dr. A. J. Jex-Blake, Dr. Golla, and Dr. Torrens. Assistant 
Obstetric Physician : Dr. Darwall Smith. Physician to the 
Skin Department: Dr. W. S. Fox. Surgeons: Mr. G. R. 
Turner, Mr. Pendlebury. Mr. T. Crisp English, and Mr. 
W. F. Fedden. Ophthalmic Surgeon : Mr. H. B. Grimsdale. 
Assistant Ophthalmic Surgeon : Mr. R. R. James. Assistant 
Surgeons : Mr. I. Back, Mr. C. H. Frankau, and Mr. G. A. 
Ewart. Surgeons to the Throat and Ear Department: Mr. 
H. S. Barwell and Mr. L. Colledge. Dental Surgeon : Mr. 
N. G. Bennett. Assistant Dental Surgeon: Mr. Morley. 
Bacteriologist: Dr. H Spitta, M.V.O 
The staff deliver the lectures in the respective subjects 
assisted by the following lecturers and demonstrators:— 
Tropical Medicine : Dr. C. W. Daniels. Vaccination : Mr. 
E. ClimsonGreenwood. Mental Diseases : Dr. Seymour Tuke. 
Public Health; Mr. C. M. Fegen. Hygiene : Dr. H. Spitta. 
Toxicological Chemistry: Mr. Gardner. Pathological 
Chemistry : Dr. Golla. Pathology : Dr. It. S. Trevor. Bac¬ 
teriology and Clinical Pathology . Dr. E. L. Hunt. Teacher 
of Anaesthetics: Dr. Blomfield. Assistant Teachers of 
Amesthetics: Dr. Powell, Dr. Longhurst, and Dr. Horne. 
Advanced Physiology and Histology: Dr. G. A. Buckmaster. 
Obstetric Tutor: Dr. D. W. Roy. Medical Tutor: Dr. H. G. 
Sparrow. Surgical Tutor: Mr. W. M. Oakden. Dean of 
the Medical School and Curator of the Museum : Dr. R. 
Salusbury Trevor. 

Scholarships arid Prizes. —At this school two entrance 
scholarships are given, the money value and the subjects 
of examination being as follows : (a) and (A) two Uni¬ 
versity Entrance Scholarships, 70 guineas and £50 
respectively. Anatomy and Physiology, The others are 
as follows: («) William Brown Exhibition, tenable for 
two years and open to perpetual pupils having registrable 
qualifications, £112 per annum. Practice of Medicine, 
Midwifery, and Surgery ; (d) William Brown Exhibition, 
tenable for three years and open to perpetual pupils 
qualified not more than three years previously, £42 
per annum, Essay and Original Work ; (e) Allingham 
Scholarship in Surgery for Students qualified not more 
than three years, £50, Competitive Essay ; (f) and (y) two 
Brackenbury Prizes, one in Medicine and cce in Surgery, 
£30 each, open to students of not more than five years' 
standing; (A) H. C. Johnson Memorial Prize, £15, Practical 
Anatomy ; (i) Pollock Prize. £17, Physiology, Physiological 
Chemistry, and Histology ; (J) Clarke Prize, £5; (A) 
Thompson Medal, £5, Clinical Reports; (l) Brodie Prize, 
£7, Clinical Reports; (in) Webb Prize, open to perpetual 
pupils, £30, Bacteriology. _ 

Guy's Hospital.—T his hospital, founded by Thomas Guy 
in 1721 for the reception of 400 patients, and enlarged 
through the aid of a large bequest from the late William 
Hunt, contains at the present time 644 beds. The school 
buildings have recently been rebuilt and now offer very 
complete accommodation. Within the grounds of the 
hospital are situated the residential college, with accommo¬ 
dation for 60 students, the students’ club, with reading^ 
smoking, luncheon, and dining-rooms, a fives court, and 
swimming bath. The athletic ground and club house is 
situated at Honor Oak Park, and can be reached in 20 
minutes from the hospital. 

House physicians, house surgeons, out-patient officers 
and assistant house surgeons, obstetric residents, oph¬ 
thalmic house surgeons, clinical assistants, clerks to 
anaesthetists, surgeons' and assistant surgeons' dressers, 
surgical and medical clinical clerks, post-mortem clerks, 
extern obstetric attendants, and dressers and clerks 
in the special departments are appointed from among 
the students upon the recommendation of the medical 
council according to merit. 

Medical and Surgical Staff and Lecturers.— Consulting 
Physicians : Dr. F. Taylor, Dr. Newton Pitt, and Sir Cooper 
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Perry. Consulting Surgeons : Mr. W. H. A. Jacobson, 
Mr. Golding-Bird, Mr. C. J. Symonds, and Sir W. Arbnthnot 
Lane, Bart. Consulting Physician for Mental Diseases: 
Sir George Savage. Consulting Aural Surgeon : Mr. W. 
Laidlaw Purves. Consulting Physician for Skin Diseases: 
Sir Cooper Perry. Consulting Anaesthetists : Mr. Tom Bird 
and Dr. H. F. Lancaster. Consulting Ophthalmic Surgeons: 
Mr. C. Higgens and Mr. W. A. Brailey. Consulting Dental 
Surgeons: Mr. Newland-Pedlev and Mr. W. A. Maggs. 
Physicians and Assistant Physicians : Dr, W. Hale White, 
Dr. L. E. Shaw, Dr. J. Fawcett, Dr. A. P. Beddard, Dr. 
H. S. French, Dr. A. F. Hertz, Dr. H. C. Cameron, Dr. 

G. H. Hunt, and Dr. E. P. Poulton. Surgeons and 
Assistant Surgeons : Mr. L. A. Dunn, Sir Alfred Fripp, 
C.B., K.C.Y.O., Mr. F. J. Steward, Mr. C. H. Fagge, 
Mr. R. P. Rowlands, Mr. Philip Turner, Mr. E. C. Hughes, 
Mr. R. Davies-Colley, and Mr. L. Bromley. Obstetric 
Physicians : Mr. G. Bellingham Smith and Mr. H. Chappie. 
Ophthalmio Surgeons: Mr. H. L. Eason and Mr. A. W. 
Ormond. Physician in Charge of Nervous Diseases: Dr. 
Hertz. Physician in Charge of Children : Dr. Cameron. 
Physician in Psychological Medicine : Dr. Manrice Craig. 
Surgeon in Charge of Genito-Urinary Department : Mr. A. R. 
Thompson. Surgeons in Charge of Throat and Ear De¬ 
partment : Mr. W. M. Mollison and Mr. T. B. Layton. 
Surgeon in Charge of the Orthopaedic Department: Mr. 
W. H. Trethowan. Surgeon in Charge of the Actino- 
Therapeutic Department: Dr. C. E. Iredell. Dental Sur¬ 
geons : Mr. R. Wynne Rouw, Mr. H. L. Pillin, Mr. M. F. 
Hopson, and Mr. J. B. Parfitt. Anaesthetists: Mr. G. 
Rowell, Mr. C. J. Ogle, Dr. F. E. Shipway, Mr. H. M. 
Page, Mr. A. J. McNair, and Mr. A. M. Zamoren. Medical 
Registrars and Tutors: Dr. N. Mutch, Mr. H. W. Barber, 
and Mr. Heaton. Surgical Registrars and Tutors: Mr. 
A. H. Todd, Mr. G. T. Mullally, Mr. R. C. Ozanne, and 
Mr. E. G. Schlesinger. Radiographers : Mr. E. W. H. 
Shenton and Dr. Lindsay Locke. Bacteriologist to the 
Hospital: Dr. J. W. H. Eyre. Resident Surgical Officer : 
Mr. W. E. Tanner. Hon. Librarian, Wills Library: Dr. 

H. S. French. Lying-in Charity : Mr. Bellingham Smith 
and Mr. Chappie. Dean of the Medical School: Mr. L. 
Bromley. Warden of the College : Mr. L. Bromley. 

Lecturers and Demonstrators in Special Subjects .—Anaes¬ 
thetics : Mr. Rowell. Hygiene and Public Health : Dr. R. 
King Brown. Pathology: Dr. P. P. Laidlaw. Gordon 
Lecturer on Experimental Pathology : Dr. P. P. Laidlaw. 
Morbid Anatomy: Dr. French, Dr. Cameron, and Dr. Hunt. 
Morbid Histology and Bacteriology: Dr. Eyre, Dr. Laidlaw, 
and Dr. Goodhart. Medical and Surgical Pathology Classes : 
Dr. Hunt and Mr. Davies-Colley. Bacteriology : Dr. Eyre. 
Practical Bacteriology : Dr. Eyre. Forensic Medicine: Mr. 
Ryffel. Anatomy : Mr. Rowlands and Mr. Turner. Practical 
Anatomy: Mr. Bromley and four Demonstrators. Physiology : 
Dr. Pembrey. Practical Physiology : Dr. Pembrey and two 
Demonstrators. Materia Medica and Therapeutics: Dr. 
A. F. Hertz. Pharmacology: Dr. A. J. Clark. Practical 
Pharmacy : the Hospital Pharmacist. Chemistry : Professor 
Martin Lowry, F.R.S. Practical Chemistry : Professor Lowry, 
Dr. Merriman, and Mr. Rogerson. Experimental Physics : Dr. 
Fison and Mr. Abram. Biology: Mr. Evans and Mr. Reed. 
Psychology: Dr. Craig. 

Scholarships. —Five entrance scholarships are awarded 
annually as follows:—(a) one scholarship of £100 for 
students under 21 years of age, Latin, English, Greek 
or French or German, Arithmetic, Euclid, and Algebra; 
( b ) one scholarship for students under 21 years, £120, 
Inorganic Chemistry, Physics, and Biology ; (o) a Scholarship 
of £50, open to candidates under 21 years of age, to be 
awarded either in Arts or in Science, according to the 
discretion of the Examiners, and to the percentage of the 
marks obtained ; (d) two scholarships, one of £75 and one 
of £35, for students under 25 years of age who have com¬ 
pleted the curriculum for, or passed the examination in. 
Anatomy and Physiology for a medical degree in any Uni¬ 
versity of the British Empire. Subjects: Any two of the 
following : Anatomy, Physiology, Pharmacology, General 
Pathology, Organic Chemistry. 


University of London : King’s College. —The medical 
department (Faculty of Science, Medical Division) at this 
College only deals with Preliminary and Intermediate sub¬ 
jects, and instruction in these subjects is given in the College 


laboratories by university professors and their assistants. 
The following four hospital schools prepare their students 
only for the final examinations—viz., King’s College Hos¬ 
pital, Westminster Hospital, St. George's Hospital, and 
Charing Cross Hospital—sending them to King’s College for 
the earlier part of the curriculum. The department is open 
to both men and women. The Anatomy Section will, from 
next session, admit women students up to 20 in number. 

The following are the teachers in the subjects concerned :— 
Anatomy: Dr. E. Barclay Smith (Professor), Dr. Gladstone, 
and Demonstrators. Physiology : Dr. W. D. Halliburton 
(Professor), Dr. Rosenheim and Dr. Locke (Readers), and Dr. 
de Souza (Lecturer). Psychology : Dr. W. Brown (Reader). 
Pharmacology: Dr. W. E. Dixon (Professor). Zoology: 
Dr. A. Dendy (Professor). Botany: Dr. W. B. Bottomley 
(Professor). Chemistry : Mr. H. Jackson (Daniell Professor), 
Dr. Crossley (Professor), Mr. P. H. Kirkaldy (Assistant 
Professor), with Lecturers and Demonstrators. Physics : 
Dr. O. IV. Richardson (Wheatstone Professor), with Lecturers 
and Demonstrators. 

Fees .—For London University course : For First examina¬ 
tion for medical degrees, 25 guineas; for the Second 
examination, 58 guineas, or two instalments of 30 guineas 
each. For Conjoint Board course : For First examination, 
20 guineas ; for Second examination, 58 guineas, or two 
instalments of 30 guineas each. For prospectus and further 
information application should be made to the Dean of the 
department (Professor Halliburton). 


King's College Hospital Medical School. —The 
advanced subjects in the curriculum are dealt with at the 
Medical School attached to King's College Hospital, which 
is situated at Denmark Hill, S.E. The new hospital stands 
in the midst of a South London population, from which 
an immense amount of clinical material is forthcoming, an 
average of 3500 out-patients being dealt with weekly. There 
are 350 beds available for in-patients, and provision will 
ultimately be made for 600 beds. The hospital contains 
special departments for diseases of women and children, 
and of the eye, ear, throat and nose, skin, and teeth. There 
is a special department of radiography, radio-therapy, and 
radium-therapy ; and recently a department of massage, 
medical gymnastics, and electro-therapeutics has been 
developed. There are special operation theatres for diseases 
of women, for eye, and for throat, nose, and ear cases. 
There is a clinical pathologist, and a laboratory in the hos¬ 
pital where histological, bacteriological, hscmatological, and 
chemical investigations are carried out. The appointments 
open to students are those of senior clinical assistant to the 
special departments ; medical, surgical, and obstetric tutor¬ 
ships ; resident casualty officer , resident anaesthetist; resi¬ 
dent assistant pathologist ; and medical, surgical, and 
obstetric registrarships. There are 16 resident medical 
and surgical officers appointed yearly, and the usual senior 
surgical dressers, medical and obstetric clinical clerks, 
surgical dressers, and clerks and dressers in all the special 
departments for in- and out-patients, and post-mortem 
clerks. 

Hospital StaJ). —Consulting Physicians : Dr. Greville 
Macdonald, Sir David Ferrier. and Sir Hugh Beevor. 
Consulting Surgeon : Mr. A. B. Barrow. Consulting Aural 
Surgeon : Dr. Urban Pritchard. Physicians: Sir Nestor 
Tirard, Dr. Norman Dalton, Dr. Raymond Crawfurd. Dr. 
Aldren Turner, Dr. F. W. Tnnnicliffe, and Dr. J. C. 
Briscoe. Assistant Physician : Dr. H. YV. Wiltshire. Sur¬ 
geons: Sir YV. Watson Cheyne, Bart., Mr. A. Carless, Mr. 
F. F. Burghard, and Mr. G. L. Cheatle. Assistant Surgeons : 
Mr. T. P. Legg and Mr. Arthur Edmunds. Obstetric and Gynae¬ 
cological Surgeon : Dr. Hugh Playfair. Assistant Obstetric 
and Gynaecological Surgeon : Dr. YY’. Gilliatt. Physician 
for the Diseases of Children: Dr. George F. Still. 
Assistant Physician for Diseases of Children : Dr. R. S. 
Frew. Surgeon for Diseases of the Throat: Sir StClair 
Thomson. Assistant Surgeon for Diseases of the Throat : 
Dr. C. W. M. Hope. Ophthalmic Surgeon : Mr. L. Y. Cargill. 
Assistant Ophthalmic Surgeon : Dr. H. YVilloughby Lyle. 
Aural Surgeon: Mr. Arthur H. Cheatle. Assistant Aural 
Surgeon: Mr. G. J. Jenkins. Physician for Diseases of the 
Skin : Dr. A. YVhitfield. Physician for Tropical Diseases : 
Sir Ronald Ross. Dental Surgeon : Mr. C. E. YVallis. 
Anaesthetists : Dr. J. F. YV. Silk and Dr. G. B. Flux. Assistant 
Anaesthetist: Mr. Cecil Hughes. Radiographer : Dr. Robert 
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Knox. Clinical Pathologist: Dr. d’Este Emery. Pathological 
Registrar : Dr. R. S. Frew. Medical Tutor: Dr. A. S. 
Woodwark. Surgical Tutor : Mr. E. G. Gauntlett. Obstetric 
Tutor : Dr. W. Gilliatt. Sambrooke Registrars : Dr. G. W. 
Shore and Mr. J. Everidge. Obstetric Registrar: Mr. A. C. 
McAllister. The staff deliver the lectures and demonstrations 
in their subjtcts. 

Other lecturers and demonstrators are :—Psychological 
Medicine : Dr. Steen. Forensic Medicine : Dr. W. R. Smith. 
Hygiene: Dr. W. J. R. Simpson. Surgical Applied Anatomy: 
Mr. G. J. Jenkins. 

Fees. —The composition fee for Hospital work and Final 
subjects of the curriculum is 70 guineas if paid in one sum, 
or 72 guineas if paid in two instalments. For information 
and prospectus application should be made to Dr. H. W. 
Lyle, Dean of the Hospital, or to Mr. S. C. Ranner, M.A., 
Secretary of the Medical School, Denmark Hill, S.E. 

Scholarships and Prizes. —For the first two scholar¬ 
ships in the list here shown a complete course at King's 
College is required. The money value and subjects of 
examination are as follows :— (a) Two Warneford Scholar¬ 
ships, tenable for four years, £25 each per annum ; (ft) Sam¬ 
brooke Scholarship, £50 ; (o) Rabbeth Scholarship, £20; 
(d) Medical Entrance Scholarships, £50, Anatomy and 
Physiology, and, £50, Pathology and Pharmacology, open 
to students who (1) propose to take a degree at any British 
University, and have passed their University examination in 
Biology, Chemistry, and Physics, and who (2) will become 
students at King’s College Hospital from date of entering 
upon Scholarship; (e) Two Medical Entrance Scholarships 
one in Arts and one in Science, £50 each, tenable for five 
years, successful candidates to study at King's College and 
King's College Hospital ; ( f) Three Medical Scholarships, 
£40 for fifth-year students, £20 for third-year students, 
and £20 for second-year students ; (p) Two Sambrooke 
Registrarships, open to matriculated students who have filled 
certain appointments in hospitals, £50 each; (A) Carter 
Prize, £15, Botany; (i) Tanner Prize, £10, Obstetrics and 
Diseases of Women ; (j) Todd Prize, £4 4s. and medal, 
Clinical Medicine ; (ft) Two Burney Yeo Entrance Scholar¬ 
ships, £80 each, open to students of Oxford and Cambridge. 

Athletios. —The King's College Hospital Clubs and 
Societies Union was formed in 1908, and consists of the 
Listerian and Musical Societies, the Hospital Common Room, 
and the various athletic and sports clubs. Admirable 
playing fields, over six acres in extent, have been provided 
for the use of the students on Dog Kennel Hill, Lordship- 
lane, S.E .about ten minutes’ walk from the hospital. There 
are also Tennis Courts in the grounds of the Hospital and of 
“The Platanes,” the hall of residence for students belonging 
to the hospital. _ 


London' Hospital. —The hospital has 922 beds in con¬ 
stant use and no beds are closed. It is the only geneial 
hospital for East London—i.e., for a million and a half 
people. In-patients last year, 18,933; out-patients, 149,507; 
accidents, 8578 ; major operations, 6480. From the beginning 
of the war to the close of 1915 3277 military patients were 
admitted, while naval patients (who were first admitted at 
the end of September) totalled 375. Wards containing 
16 beds have recently been provided for the treatment of 
syphilis, and it is estimated that 2000 patients will pass 
through in the course of a year. Owing to the enormous 
number of patients more appointments are open to students 
than at any other hospital. 141 qualified appointments are 
made annually and more than 150 dressers, clinical clerks, &c., 
appointed every three months. All are free to students of the 
College. Holders of resident appointments have free board. 
Special classes are held for the degrees of the University 
of London, the Fellowship of the Royal College of Surgeons, 
and other higher examinations. Special entries for medical 
and surgical practice can be made. The Students’ Hostel 
provides accommodation for 30 students. The Clubs Union 
Athletic Ground is within easy reach of the hospital. The 
Metropolitan and other railways have stations close to the 
hospital and the college. 

Staff .—Consulting Phvsician : Dr. Warner. Consulting 
Surgeons; Mr. Couper, Mr. McCarthy, Sir Frederick Treves, 
Bart., Mr. Tay, Mr. Mansell Moullin, Mr. Hurry Fenwick, 
Mr. Dean, and Sir Frederic Eve. Consulting Obstetric 
Physician : Dr. Lewers. Consulting Dental Surgeon ; Mr. 
Barrett. Consulting Aural Surgeon ; Mr. Mark Hovell. 


Physicians: Dr. Percy Kidd, Dr. Frederick J. Smith, Dr. 
W. J. Hadley, Sir Bertrand Dawson, Dr. Henry Head, Dr. 
Robert Hutchison, Dr. Lewis Smith, Dr. Cecil Wall, Dr. 
O. Leyton, and Dr. T. Thompson. Assistant Physician: 
Dr. C. H. Miller. Surgeons: Mr. J. Hutchinson, Mr. T. H. 
Openshaw, Mr. P. Furnivall, Mr. Rigby, Mr. Sherren, and 
Mr. Lett. Assistant Surgeons : Mr. Russell-Howard. Mr. 
R. Warren, Mr. Frank Kidd, Mr. R. Milne, Mr. A. J. 
Walton, and Mr. H. S. Souttar. Obstetric Physician: 
Dr, H. R. Andrews. Assistant Obstetric Physician: Dr. 
E. L. Holland. Physician to Cardiac Department: Sir 
James Mackenzie. Demonstrator: Dr. J. Parkinson. Phy¬ 
sician to the Skin and Light Department: Dr. J. H. Sequeira. 
Ophthalmic Surgeons : Mr. A. B. Roxburgh and Mr. W. T. 
Lister. Surgeon to the Throat Department: Dr. Lambert 
Lack. Demonstrator: Dr. N. Patterson. Aural Surgeon: 
Mr. Hunter Tod. Surgeon in charge of the Orthopiedic 
Department: Mr. T. H. Openshaw. Dental Surgeons : Mr. 
H. Chapman, Sir Francis Farmer, Mr. G. Northcroft. Mr. 
Paton Pollitt, Mr. Evelyn Sprawsou, and Mr. Wilton Thew. 
Medical Officer in charge of the Radiographic Department: 
Dr. Gilbert Scott. Medical Officer in charge of the Electro- 
and Physico-Therapeutical Departments : Dr. R. S. Woods. 
Analyst to the Hospital: Mr. Hugh Candy. Demonstrator 
in Chemistry: Mr. J. F\ Twort. Bacteriologist to the 
Hospital: Professor W. Bulloch. Assistant Bacteriologist: 
Dr. P. Fildes. Demonstrator : Dr. L. W. Rajchman. 

Inoculation Department: Dr. G. T. Western. Pathological 
Institute: Dr. H. M. Turnbull, Director; Dr. G. B. 

Bartlett, Assistant Director; Dr. W. W. Woods, Junior 
Assistant Director. Clinical Pathologist: Dr. P. N. Panton ; 
Assistant, Dr. H. L. Tidy. Amesthetists : Dr. Probyu- 
Williams, Mr. Clapham, and Mr. Daly. Assistant Anaes¬ 
thetists : Dr. Austin Cooper and Mr. J. D. Lyle. 

The staff deliver the lectures and demonstrations in their 
subjects. Other lecturers and demonstrators are : Anatomy : 
Professor W. Wright, Dr. N. C. Rutherford, and Mr. 

L. J. Austin. Physiology and Histology : Professor E. P. 
Cathcart and Mr, I. Feldman. Physics: Dr. A. H. 

Fison and Mr. W. A. M. Smart. Biology: Mr. G. P. 
Mudge and Mr. G. T. Cunningham. Mental Diseases: Dr. 
J. Kennedy Will. Materia Medica and Pharmacy: Dr. E. 
Mellanbyand Mr. F. A. Hocking. Aural Surgery : Dr. F. F. 
Muecke. Obstetric Tutor: Dr. S. G. Luker. Dean: Professor 
William Wright, M.B., D.Sc., F.R.C.S. Secretary of 
College : Mr. E. J. Burdon. 

Scholarships and Prizes. —At this school the successful 
candidates for the first items in the list here shown 
must enter as full students. The value and the sub¬ 
jects of examination are as follows:—Price Scholarship 
£100 ; and one Entrance Scholarship of £50, subjects of 
First Medical Examination at the University of London ; 
Epsom College Scholarship, free education, subjects of 
First Medical Examination as above; Price Scholarship, 
open to students of Oxford and Cambridge Universities, 
£52 10s., Human Anatomy and Physiology; Buxton 

Scholarship, £31 10s., subjects of Preliminary Examina¬ 
tion in Arts; three Scholarships for Clinical Work, 
£20 each. Medicine, Surgery, and Obstetrics; Sutton Prize, 
£20, Pathology; Duckworth Nelson Prize, biennial, £10, 
Pathology, Practical Medicine, aud Surgery ; Letheby Prizes 
(2). £25, Chemistry; £25 in Anatomy and Physiology ; 
eight Dressers’ Prizes, amounting to £40, zeal, efficiency, and 
knowledge of Elementary Clinical and Minor Surgery; 
Hutchinson Prize, triennial, £40, Clinical Surgery ; two 
Practical Anatomy Prizes, £6 and £4 respectively ; Andrew 
Clark Prize, biennial, £26. Clinical Medicine and Pathology ; 
James Anderson Prizes. £9, Elementary Clinical Medicine ; 
Wynne Baxter Prize, £5 5s., Forensic Medicine; and Liddle 
Prize, triennial £120, subject for 1917, the Etiology of 
Rheumatic Fever. 

Medical Researoh Funds .—Research Funds of £21,000, 
including the Eliza Ann Alston Endowment Fund for Medical 
Research, proride valuable scholarships for men wishing to 
undertake research or desirous of preparing Theses for 
University degrees. _ 

St. Mart’s Hospital.— 305 beds, 31 of which are situated 
in the Clarence Wing and are devoted to cases requiring 
treatment by therapeutic inoculation. The number of 
in-patients treated during 1915 was 3703. The number of 
out-patients was 17,569 with 20,715 casualty cases, a total 
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of 38,284. The situation of the hospital and Medical School 
in the centre of the residential districts of Paddington, 
Bayswater, and North Kensington renders it exceptionally 
convenient for students’ rooms, a register of which is kept 
by the authorities for the use of students. 

“Laboratories, ,?•<».—The Medical School provides for the 
entire curriculum. Special laboratories are in use for 
Biology, Chemistry, and Physics, a series of lecture theatres 
and laboratories for Anatomy and Physiology, and a spacious 
and well-lighted dissecting-room. The Pathological Depart¬ 
ment is under the direction of Dr. B. H. Spilsbury, and a 
block of consulting-rooms and laboratories in the New Wing 
of the Hospital has been equipped for the department of 
Therapeutic Inoculation to meet the increased amount of 
work in that department. A special laboratory is provided 
for the study of chemical pathology. 

Appointments .—All clinical appointments in the hospital 
are free to students of the Medical School and the resident 
medical officers are chosen by competitive examination. 
Six house physicians, six house surgeons, four obstetric 
officers, and two Resident Medical Officers for the Inoculation 
Wards are appointed in each year and receive board and 
lodging in the hospital. Two resident anaesthetists are 
appointed in each year and receive a salary at the rate of 
£100 per annum, with board and lodging. Four casualty 
house surgeons are appointed in each year upon the same 
conditions. Several assistants in the department of Thera¬ 
peutic Inoculation are appointed annually at salaries of 
£100 per annum and upwards, the total sum available for 
salaries of assistants in this department being £1600 per 
annum. In addition to the above, the senior appointments, 
medical, surgical, and obstetric registrar, casualty physician, 
demonstrator of anatomy, physiology, and biology are made 
annually. Two assistant pathologists are also appointed 
annually and are eligible for re-election. 

Clubs, J'c .—The amalgamated clubs include all the various 
athletic clubs, as well as the medical society, Sec. 
There is a students’ club on the Hospital premises, the 
membership of which is included in the amalgamated clubs. 
The athletic clubs’ ground is situated at Park Royal, Acton, 
and is easy of access from the Medical School. It consists 
of Rugby and Association football grounds, tennis courts, 
and a large cricket pitch, and has a large and well-equipped 
pavilion. At the present time the pavilion and the greater 
part of the ground have been commandeered by the War 
Office. 

Special Tuition .—In addition to systematic courses of 
lectures and demonstrations special tuition is provided for 
the Intermediate and Final Examinations of the Universities 
of Oxford, Cambridge, and London, and for the Primary and 
Final F.R.C.S. 

The composition fee for full students is £140 if paid in 
one sum, or £145 if paid in four instalments. University 
students who have completed their examinations in Anatomy 
and Physiology are admitted on payment of a composition 
fee of 65 guineas (£68 5s.) paid in one sum or by payment 
of two annual instalments of 40 guineas (£42) and 30 
guineas (£31 10s.) respectively. A system of annual fees 
is also in force as an alternative to composition fees. 
University students who have not completed their exa¬ 
mination in Anatomy and Physiology pay revision fees 
until they have passed these examinations, and then pay 
the composition fee. Separate courses of lectures, labora¬ 
tory work, or hospital practice may be taken. The School 
Calendar and full information can be obtained from 
the Secretary, St. Mary’s Hospital Medical School, 
Paddington, W. 

Stajf.— Consulting Physician : Dr. Luff. Consulting 
Surgeons: Mr. Herbert Page, Mr. A. J. Pepper, Sir 
G. Anderson Critchett, Bart., and Mr. H. E. Juler 
(Ophthalmic), Sir Malcolm Morris (Skin), Dr. Scanes 
Spicer (Throat), and Dr. M. Handfield Jones (Obstetric). 
Consulting Anaesthetist: Mr. Henry Davis. Physicians: 
Dr. Sidney Phillips, Dr. Wilfred Harris (and department 
for nervous diseases), and Sir John Broadbent, Bart. 
Surgeons: Mr. J. Ernest Lane, Mr. Warren Low, and 
Mr. W. H. Clayton Greene. Physicians in charge of Out- 
Patients : Dr. W. H. Willcox (lecturer in forensic medicine, 
hygiene and public health, &c.), Dr. R. H. Miller (lecturer 
in materia medica and therapeutics), and Dr. F. S. 
Langmead. Surgeons in charge of Out-Patients: Mr. 
Maynard Smith, Mr. Fitzwilliams, Mr. V. Z. Cope, and 


Mr. C. A. Pannett (supernumerary). Obstetric Surgeon : Mr. 
T. G. Stevens. Obstetric Surgeon in charge of Out- 
Patients : Mr. A. W. Bourne. Physician in charge of 
Children's Department: Dr. Sidney Phillips. Oph¬ 
thalmic Surgeon: Mr. Leslie Patou. Assistant Oph¬ 
thalmic Surgeon: Mr. F. A. Juler. Physician to the Skin 
Department: Dr. Graham Little. Physician to Department 
for Nervous Diseases : Dr. Wilfred Harris. Physician to 
Department for Mental Diseases : Dr. R. H. Cole. Dental 
Surgeon : Mr. W. H. Dolamore. Surgeons to the Ear, Nose, 
and Throat Department: Dr. G. William Hill and Mr. C. I. 
Graham (assistant). Administrators of Anaesthetics: Mr. 
Collum, Mr. Henry Chaldecott, and Mr. Phillips. Director 
in Medical Charge of Inoculation Department: Sir Almroth 
Wright, C.B. Assistant Director: Captain S. R. Douglas, 
I.M.S. Medical Officer in charge of X Ray Department: 
Dr. Harrison Orton. Dean : Sir John Broadbent. 

The staff deliver the lectures in the respective subjects, 
assisted by the following lecturers and demonstrators: — 
Pathology : Dr. Spilsbury and Dr. Kettle. Bacteriology : Dr. 
Freeman and Mr. Fleming. Demonstrator in Pathological 
Chemistry: Mr. J. Webster. Descriptive and Surgical 
Anatomy: Professor J. Ernest Frazer; Demonstrators: 
Dr. R. H. Robbins and Mr. Kenneth Lees. Physi¬ 
ology and Histology : Dr. H. E. Roaf and Dr. 
Ellison. Biology: Mr. W. Rushton. Chemistry: Dr. P. 
Haas : demonstrator, Mr. J. O'F. Fletcher. Physics: 
Mr. W. H. White. Mental Diseases : Dr. R. H. Cole. 
Diseases of the Eye: Mr. Leslie Paton and Mr. Juler. 
Medical Registrar: Dr. H. G. P. Castellain. Surgical 
Registrar : Mr. K. A. Lees. Practical Pharmacy: Mr. E. 
A. Andrews. School Secretary : Mr. B. E. Matthews. 

Scholarships and Prizes. —The money value and subjects of 
examination of these are as follows: (a) and (b) Entrance 
Scholarships in Natural Science, £100 and £50 respectively, 
awarded by competition in September ; ( 0 ) the Frederic 
John Palmer Scholarship in Natural Science, £25; (/) 
University Scholarship in Natural Science, open to members 
of Oxford or Cambridge University. £52 10s. ; (e) University 
Scholarship in Natural Science, open to members of any 
British University, £52 10». ;(/) Epsom Scholarship, awarded 
by nomination, £52 10s. ; (y) Gold Medal, £20. an Essay on 
Some Special Point in Clinical Medicine; (A) Dermato¬ 
logy Prize, awarded twice in each year, £5 5s. ; (») Meadows’ 
Prize, awarded in alternate years, £8, Obstetrics. 


Middlesex Hospital. —The Hospital and Medical Sohool 
are situated in Mortimer-street, at the top of Berners-street, 
and only a few minutes’ walk from Goodge-street Station 
(Hampstead and Charing Cross Tube), Oxford Circus 
Stations (Bakerloo and Central London Tubes), and Portland- 
road Station (Metropolitan Railway). 

The hospital contains 447 beds, including special wards 
for Cancer Cases, Maternity and Gynecological Cases, and 
for Diseases of Children and the Skin and Eye. 

The Cancer Charity, containing 92 beds and Special Investi¬ 
gation Laboratories, offers unrivalled opportunities for the 
study of Cancer, both in its clinical and pathological 
aspects. 

In the Electro-Therapeutical Department students obtain 
instruction in the Treatment of Lupus and Cancer by the 
X Ray method of treatment. An Electrocardiograph Depart¬ 
ment has recently been established. 

The Hospital and Medical School are fully equipped for 
the theoretical and practical teaching of all the subjects of 
the medical curriculum, and for the Diplomas in Public 
Health. Ample laboratory and class-room accommodation 
is provided. 

The Bland-Sutton Institute of Pathology contains a new 
lecture theatre and large pathological, bacteriological, and 
clinical laboratories where every facility is given for original 
research. The Anatomical and Pathological Museum is now 
part of the Institute. Special classes are held to prepare 
students for the Intermediate examinations of the Univer¬ 
sities, and for the Primary and Final examinations for the 
F.R.C.S. (England) Diploma. There is a Residential College 
in the hospital for students. 

Hospital Appointments .—All appointments are made with¬ 
out fee of any kind, and the following are appointed 
at intervals annually: six house physicians, eight house 
surgeons, two obstetric and gynecological house surgeons, 
two casualty medical officers, two casualty surgical officers, 
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and two resident officers to the special departments. The 
medical and surgical casualty officers are appointed twice a 
year. The medical, surgical, and obstetric and gyneco¬ 
logical registrars are appointed as vacancies arise. 

Non-resident qualified clinical assistants are appointed to 
assist in the various out-patient departments. Clinical clerks 
and surgical dressers are also appointed in every department.. 

Scholarships , Prizes, ,fo .—(a), (A), and (c) Three Entrance 
Scholarships, value £100, £50, and £25, and (d) a Uni¬ 
versity Scholarship, value £50 are awarded annually in 
September. The successful candidates are required to become 
general students of the school, fa) A Freer Lucas Scholarship 
for Students of Epsom College is awarded annually on the 
nomination of the Headmaster. There are also, (f) and (g), 
two Broderip Scholarships, value £60 and £40 respectively ; 
(A) the Lyell Gold Medal and Scholarship, value £55 5*. ; 
( i ) the John Murray Medal and Scholarship, value £25 
(awarded every third year); (A) the Freeman Scholarship, 
value £30 ; (l) the Hetley Clinical Prize, value £25 ; (m) the 
Leopold Hudson Prize, value 11 guineas ; and (») the Second 
Year's Exhibition, value 10 guineas. There are also numerous 
class prize examinations. 2 \ 

In connexion with the Cancer Investigation Department 
the following Scholarships are awarded :—Richard Hollins 
Research Scholarship, value £105 ; Salters’ Company Cancer 
Research Scholarship, value £100 ; and a Cancer Research 
Scholarship, value £60. 

Fees. —The Composition Fee for the curriculum for the 
diplomas of the Conjoint Board or Society of Apothecaries 
is 135 guineas ; for the curriculum for the degrees of the 
University of London 145 guineas ; for students who have 
passed the First Examination for Medical Degrees (Uni¬ 
versity of London), 120 guineas; and for those who have 
completed their Anatomical and Physiological studies, 70 
guineas. The fee for Dental students is 54 guineas. The 
fees may be paid by instalments. 

The Amalgamated Students' Club includes the following : 
the Medical Society, the Common Room Society, the 
cricket club, the football clubs, the athletic club, the 
rowing club, the musical society, the chess club, the 
lawn tennis club, and the hockey club. The athletic 
ground, which is eight acres in extent, is situated within 
easy access of the hospital—at Park Royal. There is a 
gymnasium within the precincts of the hospital. A sub¬ 
scription to the Amalgamated Students’ Club is payable by 
all General and Dental students. 

Medical and Surgical Staff. —Consulting Physicians: Dr. 
Cayley, Dr. Sidney Coupland, Sir Richard Douglas Powell, 
Bart., and Sir James Kingston Fowler, K.C.V.O. Consulting 
Surgeon : Sir Henry Morris, Bart. Consulting Obstetric 
Physician : Dr. W. Duncan Consulting Physician to the 
Skin Department: Dr. Liveing. Consulting Ophthalmic 
Surgeon : Mr. Lang. Consulting Surgeon to the Ear and 
Throat Department: Mr. Stephen Paget. Consulting Dental 
Surgeons : Mr. W. Hern and Mr. W. S. Nowell. 

Physicians : Dr. Pasteur, Dr. Wynter, Dr. Voelcker, and 
Dr. Wethered. Surgeons: Sir Alfred Pearce Gould, K.C.V.O., 
Sir John Bland-Sutton, Mr. Murray, and Mr. Kellock. 
Physician and Assistant Physician to the Department for 
Skin Diseases: Dr. Pringle and Dr. MacCormac. Physician 
to the Department for Nervous Diseases: Dr. Campbell 
Thomson (Dean of the Medical School), Obstetric and Gynae¬ 
cological Surgeon and Assistant Obstetric and Gynaecological 
Surgeon : Mr. Berkeley and Mr. Bonney. Physician to Out¬ 
patients : Dr. Young. Surgeons to Out-patients: Mr. Handley 
and Mr. Taylor. Assistant Physicians: Dr. Lakin, Dr. 
MacCormac, and Dr. Cockayne. Assistant Surgeon : Mr. 
Webb-Johnson. Ophthalmic Surgeon and Assistant Oph¬ 
thalmic Surgeon : Mr. Lawson and Mr. Greeves. Surgeon to 
the Ear, Nose, and Throat Department: Mr. Somerville 
Hastings. Dental Surgeon and Assistant Dental Surgeon: 
Mr. Turner and Mr. James. Anaesthetists : Mr. T. G. A. 
Bums, Mr. H. Charles, and Mr. R. E. Apperly. Assistant 
Anaesthetist (Resident): Mr. Warwick. Registrars: Dr. 
G. E. Beaumont, Mr. Rivett, Mr. Oliver, and Dr. Morson. 
Resident Medical Officer: Dr. D. R. C. Shepherd. 

The staff deliver the lectures and demonstrations in their 
respective subjects. Other lecturers are : Psychiatry : Dr. 
James Chambers. Bacteriology : under the supervision of 
the director of the Bland-Sutton Institute of Pathology. 

2 Certain of these scholarships have been moiilied for the period of 

the v ar. 


Dr. C. H Browning. Anatomy and Embryology : Dr. 
Yeates. Physiology and Biology : Dr. Strickland Goodall. 
Chemistry and Physics: Dr. A. M. Kellas. 


St. Thomas’s Hospital. —This hospital received its pre¬ 
sent charter from King Edward VI., but as a monastic insti¬ 
tution was in existence prior to the year 1207. The building 
occupies a unique position by the river, opposite the 
Houses of Parliament, and contains 983 beds, including 
530 for military patients. The in-patients last year 
numbered 9995, whilst the number of attendances as 
out-patients, including the casualty and light depart¬ 
ments, was 246,652. There are special departments for the 
treatment of women, children, the eye, ear, nose and throat, 
skin, and teeth. Departments for light treatment, X rays, 
and physical exercises are also special features. A speech 
clinic has recently been inaugurated in connexion with 
the Children’s Department. Exceptional facilities are offered 
in the hospital laboratories for the study of general patho¬ 
logy, clinical pathology, chemical pathology, cardiology, and 
of treatment by serums and vaccines. Surgical operations 
take place in the main theatres every day except Saturdays 
at 2 P.M. Clinical teaching in the wards, out-patients' and 
special departments, is available every day of the week. 
Clinical lectures are delivered every Wednesday during 
the sessions. All appointments in the hospital are 
open to students without extra fee. Clinical assistants 
to all the special departments are appointed every three 
months. A resident assistant physician and a resi¬ 
dent assistant surgeon, at a salary of £150 each, 
are appointed biennially; also four hospital registrars 
(medical, surgical, obstetric, and ophthalmic), the two 
former receive a salary of £150 and the two latter £50. 
An assistant in the clinical laboratory and an assistant 
pathologist are paid at the rate of £200 per annum. 
Appointments open to students before qualification: 
Clinical clerks and dressers for in- and out-patients 
are selected from students who have completed their 
third year's work. Every student acts as clerk in the post¬ 
mortem room and in one of the pathological laboratories, 
takes his turn on maternity duty under proper supervision 
in the maternity ward, thus obviating any necessity for 
seeking instruction elsewhere. Students are instructed in 
the administration of anesthetics by one of the hospital 
anesthetists. The Students’ Club comprises a spacious 
restaurant and smoking and reading room. There is no 
occasion for students to leave the hospital buildings 
during working hours. The curriculum is arranged to 
meet the requirements of all the Examining Bodies. 
Special classes are held for the examinations at the Uni¬ 
versity of London and for the First and Final Fellowship 
Examinations of the Royal College of Surgeons of England. 
Tutorial classes in all subjects precede the various exa¬ 
minations. The hospital is easily accessible from all parts. 

Fees. —The annual composition fee is 30 guineas, 
covering all tutorial classes—in addition to a fee on en¬ 
trance. Qualified practitioners are permitted to attend the 
hospital practice on terms which may be ascertained from 
the secretary. 

Staff. —Consulting Physicians: Dr. Harley, Sir Seymour J. 
Sharkey, and Dr. Acland. Consulting Obstetrical Physician : 
Dr. Gervis. Consulting Ophthalmic Surgeon : Mr. Liebreich. 
Consulting Anaesthetist: Mr. W. Tyrrell. Consulting Dentist: 
Mr. C. E. Truman. Physicians : Dr. Ilawkins, Dr. 
Mackenzie, Dr. Turney, Dr. Perkins, and Dr. Box. Sur¬ 
geons : Sir G. H. Makins, Mr. Battle, Mr. Ballance, 
Mr. Robinson, Mr. Cuthbert Wallace, Mr. E. M. Corner, 
and Mr. Percy Sargent. Physicians to Out-patients : Dr. 
Russell, Dr. Buzzard, and Dr. Cassidy. Surgeons to 
Out-patients : Mr. C. A. R. Nitch -and Mr. J. E. Adams. 
Obstetric Physicians: Dr. Fairbairn and Dr. Hedley. 
Ophthalmic Surgeons : Mr. Fisher and Mr. Hudson. Phy¬ 
sician for Diseases of Children: Dr. Box. Surgeon for 
Diseases of Children : Mr. J. E. Adams. Mental Diseases: 
Dr. R. Percy Smith. Surgeon for Diseases of the Throat: 
Mr. W. G. Howarth Physician for Diseases of the Skin: 
Dr. E. Stainer. Surgeon for Diseases of the Ear : Mr. 
Marriage. Dental Surgeon : Mr. R. McKay. Resident 
Assistant Physician : Dr. G. Hoffmann. Resident Assist¬ 
ant Surgeon : Mr. S. H. Rouquette. Anaesthetists : Dr. 
H. Low, Dr. Mennell, Dr. Hedley, and Dr. Dunkley. 
Pharmaceutist : Mr. J. A. Jennings. Curator of Museum : 
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Professor S. G. Shat took. Director of Laboratories: Mr. 
L. S. Dudgeon. Chemical Pathologist: Dr. Hugh Maclean. 
Superintendent cf X Kay Department: Mr. A. D. lleid. 
Physico-therapeutic Department: Mr. R. Timberg, Dr. J. B. 
Mennell, and Mr. W. R. Bristow. Tuberculosis Depart¬ 
ment : Dr. It. C. Wingfield. Cardiograph Department: 
Dr. M. A. Cassidy. 

The staff deliver the lectures in their respective subjects, 
assisted by the following lecturers and demonstrators : — 
Anatomy : Proffcssor F. G. Parsons. Chemistry: Dr. 
Le Sueur. Physiology : Dr. J. Mellanby. Biology: Dr. 
O'Donoghue and Mr. W. Rushton. Physics : Mr. Brink- 
worth. Midwifery and Diseases of Women : Dr. Fairbairn. 
Pharmacology and Therapeutics: Dr. Woolley. Forensic 
Medicine and Toxicology : Dr. E. Smith and Dr. J. C. 
Withers. Mental Diseases : Dr. W. H. B. Stoddart. Public 
Health : Dr. H. P. Newsholme. Tropical Medicine : Pro¬ 
fessor Sandsvith. Instruction in Vaccination by Dr. Cope. 

Dean of the School : Dr. E. Stainer. Sub-Dean : Dr. 
C. R. Box. Secretary: Mr. G. Q. Roberts, from whom any 
further information may be obtained. 

Scholarships and. Prizes. —At this school there are five 
Entrance Scholarships -namely, two in Arts, equivalent to 
the tuition fees for the first medical examination ; two in 
Natural Science, of the value of £150 and £60 respectively, 
to be taken out in tuition fees ; and the University Scholar¬ 
ship of £50 in Anatomy, Physiology, and Chemistry. The 
money value and subjects of examination of the 
remainder are as follows: (a) and (A) two College 
Prizes, one for second-year students and one for third-year 
students, £10 and £5 respectively; (c) William Tite 
Scholarship for second-year students, £25 ; (d) and (e) 
Musgrove Scholarship or (alternately) Peacock Scholar¬ 
ship, each for third-year students and tenable for two 
years, £35 each; (f) three College Prizes for fifth-year 
students of £10 each and three of £5 each ; (g) Cheselden 
Medal, Surgery and Anatomy; ( h) Mead Medal, Medicine, 
Pathology, and Hygiene; (i) Toller Prize, Medicine, 
Pathology, and Hygiene ; (j) Bristowe Medal, Pathology 
and Morbid Anatomy : ( k ) Solly Medal and Prize, biennially, 
Surgical Reports ; (l) Treasurer's Gold Medal for the most dis¬ 
tinguished fifth-yearstudent;(;«) Wainwright Prize, Medicine, 
Pathology, and Hygiene; («) Hadden Prize, Pathology; (o) 
Beaney Scholarship, £50 biennially, Surgery and Surgical 
Pathology ; (p) Sutton Sams Prize, biennially, reports of 
cases in Obstetric Medicine ; (?) Grainger Testimonial Prize, 
£31 10.1. Anatomy and Physiology ; (■;•) Salters’ Company 
Research Fellowship, tenable for three years, £100 annually. 
Pharmacology; (s) Louis Jenner Research Scholarship, 
tenable for two years, £60 annually. Pathology; and 
( t ) Research Scholarship, tenable for two years, £200 per 
annum. 


University ok London, University College. —Uni¬ 
versity College has been constituted a University centre 
for the teaching of medical sciences. The College Faculty 
of Medical Sciences comprises the Departments of Physics, 
Chemistry, Botany, and Zoology (the Preliminary Medical 
Sciences); also the Departments of Anatomy, Physiology, 
and Pharmacology (the Intermediate Medical Sciences), and 
the Departments of Hygiene and Public Health, and of Patho¬ 
logical Chemistry (Post-graduate Study). 

Faculty of Medical Sciences. — Composition fees .—For 
the courses required by the University of Loudon. 1. For 
the First Medical Course, 26 guineas, entitling to one 
attendance and to the privileges of the Union Society 
for one session. 2. For the Second Medical (Intermediate) 
Course, 58 guineas if paid in one sum; 60 guineas if paid 
in two instalments of 30 guineas each. This fee entitles 
to attendance at Anatomy and Physiology during three 
years and to one attendance at Organic and Applied 
Chemistry, Pharmacology, and Materia Medica, and to the 
privileges of the Union Society for two sessions. 

For the medical education required by the Examining 
Board in England and the Society of Apothecaries. First 
examination, Parts I., II., III.. 21 guineas, entitling to one 
attendance and to the privileges of the Union Society 
for one session. First Examination, Part IV., and second 
examination, 58 guineas if paid in one sum, and 60 guineas 
if paid in two instalments of 30 guineas each. This fee 
entitles to attendance during three years and to the privileges 
of the Union Society for two sessions. 


Professors and Lecturers. 1. First Medical Course.— 
Chemistry:—Professors: J. N. Collie, F.R.S., and F. G. 
Donnan, F.R.S. ; assistant professor : Samuel Smiles. D.Sc. ; 
teachers of chemistry to medical students : R. H. Plimmer, 
D.Sc., and W. B. Tuck, D.Sc. ; assistants : Irvine Masson, 
M.Sc., K. E. Slade, D.Sc., and H. Terrey, B.Sc. ; demon¬ 
strator: W. W. Reeve, B.Sc. Physics:—Professor: W. H. 
Bragg, F.R.S. ; reader in thermo-dynamics: A. W. Porter. 
F.R.S. ; assistants : N. Eumorfopoulos, B.Sc., A. O. 
Rankine, D.Sc., and D. O. Wood, M.Sc. Botany:—Pro¬ 
fessor: F. W. Oliver, F.R.S. ; reader in plant physiology : 
T. G. Hill, A.R.C.S.; assistant: E. M. Cutting, M.A. 
Zoology:—Professor: J. P. Hill, F.R.S. ; assistants: C. H. 
O’Donoghue, D.Sc., and F. J. Bridgman, A.R.C.S. 2. Second 
Medical (Intermediate) Course. —Anatomy :—Professor G. D. 
Thane, F.R.C.S. ; demonstrator and lecturer in surgical 
anatomy: H. T. Mant, F.R.C.S. ; demonstrator, lecturer in 
physical anthropology, and curator of the museum : D. E. 
Derry, M.B. ; demonstrator and lecturer in anatomy : T. B. 
Johnston, M.B. ; assistant demonstrators: G. V. Anderson 
and R. B. Green. Jodrell Professor of Physiology: E. H. 
Starling, F.R.S. Professor of General Physiology: W. M. 
Bayliss, F.R.S. Readers: G. A. Buckmaster, M.D., and 
R. H. Plimmer, D.Sc. Assistant and Sharpey Scholar: 
C. Lovatt, Evans, D.Sc. Pharmacology:—Professor: A. R. 
Cushny, F.R.S. Assistant : J. W. C. Gunn, M.B. 

Scholarships and Prizes. -The first three items on the 
present list require a complete intermediate course at 
University College. The money value and subjects at exami¬ 
nations are as follows : (a) The Bucknill Scholarship, 135 
guineas ; (A) and (e) two Entrance Exhibitions, 55 guineas 
each, Chemistry, Physics, Botany, and Zoology ; (d) Cluff 
Memorial Prize, £15 biennially. Anatomy, Physiology, and 
Chemistry ; (e) Schiifer Prize in Physiology. £18 triennially ; 
(J) Sharpey Physiological Scholarship, £105, Biological 
Sciences ; (;/) Morris Bursary for sons of deceased profes¬ 
sional men, by nomination, tenable for two years, £16 a 
year ; and (A) five Gold and five Silver Medals awarded 
annually in various departments. 

University College Hospital Medical School. 
Dean : J. Herbert Parsons, F.R.C.S. Vice-Dean : H. 
Morriston Davies, F.R.C.S. Secretary: L. R. Thomas. 
Fees for Preliminary and Intermediate Course : See 
under University College. For the Final M.B., B.S. 
(London) Course, 80 guineas if paid in one sum, 
82 guineas if paid in two instalments, as follows—first 
year, 50 guineas; second year, 32 guineas. This fee 
entitles to attendance on Lectures and Hospital Practice 
during three years and to one attendance on Practical Patho¬ 
logy and Practical Surgery. Vaccination and attend¬ 
ance at a Fever Hospital are not included. Students who 
obtain a medical qualification within three years of the 
time of commencing this course are not required to 
pay an additional fee for further attendance. This 
course of instruction is also suitable for the corresponding 
examinations at the Universities of Oxford, Cambridge, and 
Durham, and for the medical education required by the 
Examining Board in England and the Society of Apothecaries. 

There are over 300 beds in the hospital. 

Special Departments, Clinical and Laboratory Facilities .— 
Those who are desirous of carrying out original research in 
Pathology, including Morbid Anatomy, Bacteriology, Experi¬ 
mental Pathology, and Chemical Pathology, are admitted to 
work in the laboratories of the school by the Director of 
Pathological Studies and Research, and under certain 
conditions can receive grants from the Charles Graham 
Medical Research Fund. A special course of instruc¬ 
tion is given for preparation for the examinations for 
Diplomas in Public Health of the various universities and 
examining bodies; also special courses of Lectures and 
Demonstrations in Amesthetics, Diseases of the Eye, Ear, 
Nose, and Throat, Skin, and Diseases of the Teeth, in Elec¬ 
trical and Radioscopic Diagnosis and Treatment, in Clinical 
and Tropical Pathology, and in Cardiac Pathology. These 
courses are designed for senior students and graduates. 

Appointments tenable by Students. Clerkships and dresser- 
ships to the physicians, surgeons, ana'stlietist. and patho¬ 
logist are allotted amongst the students of the hospital. 
Maternity students are appointed each month and reside in 
the Students’ House connected with the Medical School and 
Hospital. Eight house physicians and house surgeons, four 
senior and four junior obstetric assistants are selected 
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annually by examination from among the senior students 
who have a medical qualification. The house physicians 
and house surgeons reside free in the hospital for six months, 
and the senior obstetric assistants for three months. In 
addition to these posts there are certain special appoint¬ 
ments which are vacant from time to time and are filled by 
senior students of the hospital: 1. The Resident Medical 
Officer. This officer is appointed for a period of two years 
and is chosen from amongst the more senior recent residents 
of the hospital. 2. The two Surgical Registrars are also chosen 
from among the more senior recent residents of the hospital. 
3. The Obstetric Registrar. 4. Two Casualty Medical Officers 
and a Casualty Surgical Officer are appointed, each for a 
period of six months. 5. Assistant in Ear and Throat 
Department, appointed for one year. 6. Assistant in Oph¬ 
thalmic Department, appointed for one year. 7. Registrar in 
A meat he tic Department, appointed for one year. 8. Deputy 
Anaesthetists. During the absence of one or another of the 
Amesthetists in the summer months a senior qualified student 
is appointed as a substitute and is granted a special 
certificate. 

Museum of Pathological Anatomy. —The Museum, a spacious, 
and well-lighted room, is open for study from 9 A.M. to 5 p.»!. 
Microscopic sections of most of the specimens in the Museum 
have been prepared and are available for the use of students 
on application to the Curator. The Museum contains 1100 
admirable paintings by Sir Robert Carswell and Sir Charles 
Bell and a collection of old surgical instruments formerly 
belonging to Robert Liston. 

The Anatomical Museum of the University of London, 
University College, is open to all students of University 
College Hospital and Medical School on the recommendation 
of the School Committee. 

The Medical Library is open daily for the purposes of study 
to every student of the Medical School from 9 a.m. to 5 p. M., 
Saturdays 9 a.m. to 1 P.M. It contains about 13.500 
works on medical subjects, including all the current 
text-books and works of reference required for study or 
research. 

The Medical Society of University College Hospital 
Medical School exists for the dual purpose (1) of pro¬ 
moting the study of Medical and Surgical Science, 
and (2) of promoting social intercourse among its 
members. All Students of the Medical School are eligible 
for membership. Meetings are held once a fortnight 
for the purpose of discussing subjects connected with 
the study of medicine. In its social aspect the society 
includes various athletic clubs and superintends the 
gymnasium and squash racquet court in the Medical 
School. The Athletic Ground, which is used in 
conjunction with the Union Society of the University of 
London University College, is situated near the Great 
Western Railway station at Perivale. 

Besidenee of Students - A register of boarding residences 
is kept in the office of the Medical School for the con¬ 
venience of students ; these residences are not under the 
control of the school authorities. University College Hall, 
Ealing, is recognised by the Medical .School authorities as a 
residential hostel. The Students' House in University- 
street contains large and comfortable rooms. The Maternity 
Students occupy them on payment of a moderate charge. 
Gentlemen who desire assistance in their studies should 
consult the Dean or Lecturers. 

Hospital Staff. —Consulting Physicians: Sir John Williams, 
Dr. F. T. Roberts, and Sir Thomas Barlow. Physicians: Sir 
John Rose Bradford, Dr. Sidney Martin, Dr. H. Batty Shaw, 
Dr. F. J. Poynton, and Dr. C. Bolton. Assistant Phy¬ 
sicians: Dr. T. R. Elliott, and Dr. T. Lewis. Obstetric 
Physicians: Dr. H. R. Spencer and Dr. G. F. Blacker. 
Physician to Skin Department: Dr. A. M. H. Gray. 
Physician in charge of Mental Diseases Department : Dr. B. 
Hart. Consulting Surgeons: Sir John Tweedy (Oph¬ 
thalmic), Sir Rickman Godlee and Mr. B. Pollard. 
Surgeons: Mr. R. Johnson, Mr. W. Trotter, and Mr. H. M. 
Davies. Assistant Surgeon: Mr. G. E. 0. Williams. Oph¬ 
thalmic Surgeons: Mr. P. Flemming and Mr. J. H. Parsons. 
Professor and Lecturer on Public Health : Dr. H. R. Kenwood. 
Dental Surgeons : Mr. P. S. Spokes and Mr. H. J. Relph. 
Anesthetists: Dr. D. W. Buxton and Dr. H. J. Shirley. 
Assistant Anaesthetist: Dr. A. B. Kingsford. Surgical 
Registrars : Mr. E. K. Martin and Dr. C. E Shattock. 
Resident Medical Officer: Dr. H. L. Tasker. Pathologist: 


Mr. T. W. P. Lawrence. Bacteriologist: Dr. F. H. Teale. 
Assistant Physician in Charge of Cardiographic Department: 
Dr. T. Lewis. Officer in Charge of Electro-Radiographic 
Department: Mr. K. H. Cooper. Pharmacist: Mr. C. H. 
Hampshire. The staff deliver the lectures and demonstra¬ 
tions in their snbjects. 

Other lecturers and demonstrators are : Surgical Anatomy : 
Mr. H. T. Mant. Diseases of Childhood : Mr. H. Tilley. 
General Pathology: Dr. A. E. Boycott. Practical Pathology : 
Mr. D. Embleton, Mr. S. H. Warren, and Mr. E. Bach. 
Diseases of the Ear and Throat: Mr. H. Tilley and 
Mr. G. S. Hett. In the Dental Department in Great 
Portland-street. formerly known as the National Dental 
Hospital, there is afforded the opportunity for attending 
lectures and practical instruction in diseases of the mouth 
and teeth. 

Scholarships and Prices. —At this School the first two 
Scholarships (a) and (6) require a complete course at 
University College and University College Hospital Medical 
School ; the second two (r) and (d) require a final course 
at the Medical School. The money value and subjects 
of examination are as follows:— (a) Entrance Scholar¬ 
ship, Bucknill, 135 guineas, Chemistry, Physics. Botany, 
and Zoology ; (A) Epsom Free Medical Scholarship, subjects 
of Preliminary Scientific Examination and Nomination by 
Epsom College ; (c) and (d) two Goldsmid Entrance Exhibi¬ 
tions, 80 guineas each. Anatomy and Physiology; (e) Graham 
Scholarship in Pathology, £200 per annum for two years, 
awarded by the Senate of the University of London ; 
(/) Atkinson Morley Scholarship, tenable for three years, 
£45 per annum, Surgery ; (y) Atchison Scholarship, tenable 
for two years, £55 per annum ; General Proficiency in 
Medical Studies: (A) Magrath Clinical Scholarship, about 
£100, Clinical Cases ; (j) Percival Alleyn Scholarship, about 
£60, Surgery; (j) Filliter Exhibition, £30, Pathology; 
(A) Erichsen Prize, £10 10s., Practical Surgery; (l) two 
Senior and two Junior Fellowes Clinical Medals for Clinical 
Medicine; (m) two Liston Gold Medals for Clinical Surgery ; 
(n) Alexander Bruce Gold Medal for Pathology and 
Surgery; and (o) Take Silver and Bronze Medals for 
Pathology. 


Westminster Hospital.— The hospital contains 215 
beds and affords relief to upwards of 2000 in-patients and 
30.000 out-patients annually. There are separate depart¬ 
ments for Diseases of the Eye, Ear, Skin, Teeth, and Throat, 
for Orthopedic, practice, for Diseases of Women, for Diseases 
of Children, for Radiography, and for the Light Treatment. 
The Anatomical, Pathological, and Materia Medica Museums 
are open to all students of the school. 

A medical and surgical registrar, each with a salary of 
£50, are appointed annually. Two house physicians, three 
house surgeons, and a resident obstetric assistant are 
appointed for six months after examination, and are pro¬ 
vided with rooms and commons; also one assistant house 
physician and one assistant house surgeon with commons 
only. Clinical assistants to the assistant physicians and 
assistant surgeons, and to the officers in charge of special 
departments, are appointed from among qualified students 
of the hospital. 

By a scheme for the concentration of the teaching of the 
preliminary and intermediate subjects of the curriculum, 
which has the support of the London University, an 
arrangement has been made by the Westminster School 
for the teaching of these subjects at King's College. 
Students, however, join the Westminster Medical School 
as formerly and may compete for Entrance Scholarships as 
heretofore. 

There is laboratory accommodation for practical work in 
Chemistry, Physics, Biology, Anatomy, Physiology, Histo¬ 
logy, Pathology, and Bacteriology, and a new" Clinical 
Laboratory has recently been erected. Facilities for re¬ 
search are afforded in all the laboratories. 

For membership of the Clubs Union students are not 
required to pay. the expense being covered by the entrance 
fee to the school. 

Staff .—Consulting Medical Staff: Sir Bryan Donkin, 
Dr. de Havilland Hall, and Dr. Hebb (lecturer on 
general pathology with Dr. Braxton Hicks). Consult¬ 
ing Surgical Staff : Mr. Richard Davy, Mr. G. Cowell, 
and Mr. N. C. Macnamara. Medical In-patient Staff ’: 
Dr. A. M. Gossage, Dr. Purves Stewart, and Dr. Carmalt 
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Jones. Obstetric Physician: Dr. G. H. Drummond 
Robinson. Surgical In-patient Staff: Mr. W. G. Spencer, Mr. 
A. H. Tubby, and Mr. William Turner. Medical Out-patient 
Staff : Dr. D. H. de Souza, Dr. Kinnier Wilson, and Dr. O. K. 
Williamson. Physician for Diseases of the Skin: Dr. 
S. E. Dore. Assistant Obstetric Physician: Dr. S. Dodd. 
Medical Officer in Charge of Electrical Department : Mr. 
E. S. Worrall. Surgical Out-patient Staff: Mr. Arthur 
Evans and Mr. Rock Carling. Surgeon in charge 
of the Throat Department: Mr. P. R. W. De Santi. 
Ophthalmic Surgeon : Mr. G. T. B. James. Surgeon 
in charge of the Orthopaedic Department: (Vacant.) 
Surgeon in charge of the Ear Department: Mr. P. R. W. 
De Santi. Dental Surgeons : Mr. C. W. Glassington 
and Mr. E. Gardner. Administrators of Anaesthetics: 
Dr. N. W. Bourns, Dr. V. B. Orr. and Mr. E. W. 
Gandy. Physician Pathologist: Dr. R. G. Hebb. Assistant 
Pathologist and Curator of Museum : Dr. J. A. Braxton Hicks. 
Resident Medical Officer : Dr. H. J. Johnson. Medical 
Registrar: (Vacant.) Acting Surgical Registrar: (Vacant). 
Pharmacist: Mr. A. E. Tanner. Secretary: Mr. S. M. 
Quennell. 

The staff deliver the lectures and give demonstrations in 
their respective subjects. Other lecturers and demonstrators 
are :—Medicine : Lieutenant-Colonel Pratt. Elementary 
Practical Medicine: Mr. Worrall. Insanity : Dr. Ralph 
Brown. Surgery : Mr. W. Turner. Materia Medica, 
Therapeutics, and Pharmacology : Dr. Dixon. Forensic 
Medicine and Bacteriology : Dr. Burn ford. Toxicology : 
Dr. H. Wilson Hake. Public Health : Dr. S. Monckton 
Copeman. Anatomy (Professor): Dr. Barclay-Smith, 
(Lecturer) Dr. R. J. Gladstone. Demonstrators of Practical 
Anatomy: Mr. Boyd and Mr. Fenwick. Physiology and 
Practical Physiology and Histology : Dr. Halliburton, Dr. 
Locke, and Dr. Rosenheim. Biology : Dr. Bottomley and 
Mr. Schwartz. Chemistry and Practical Chemistry: Dr. 
Crossley, Dr. Jackson, Mr. Kirkaldy, Mr. Collins, and 
Mr. Hinkel. Physics: Dr. Richardson, Dr. Allen, Dr. 
H. Moore, and Mr. Martyn. Secretary and Librarian : 
Dr. E. B. Hulbert. 

Scholarships and Prizes. —The following Entrance Scholar¬ 
ships are offered for competition : Winter Session : (a) Arts 
Scholarship, the “ Guthrie,” £60. ( b ) Science Scholarships : 

Natural Science Scholarship, £60 ; Chemistry and Physics 
Scholarship, £30; and Two Scholarships in Anatomy ana 
Physiology, £50 each. Summer Session : Two Scholar¬ 
ships in Anatomy and Physiology, £50 each. During 
the period of study the following prizes may be 
competed for: Sturges Prize in Clinical Medicine, 
about £6, Notes of Cases ; Clinical Surgery Prize, 
£5, Notes of Cases ; Chadwick Prize £21 in books 
or instruments, Medicine and Surgery, including Patho¬ 
logy and Applied Anatomy and Physiology; Frederic 
Bird Medal and Prize, open to Fourth-year Students, 
£14 in medal and books or instruments—Midwifery, 
Diseases of Women, Medicine, Pathology, Forensic 
Medicine and Bacteriology, and Public Health and Toxico¬ 
logy ; Abrahams Prize in Clinical Pathology, 5 guineas, a 
Paper and Tests in Practical Work ; Alfred Hughes Memorial 
Prize, open to Second-year Students, about £5 in books 
or instruments—Anatomy ; Huxley Memorial Prize, 3 
guineas in books or cash, open to Second-year Students— 
Physiology ; Carter Gold Medal and Prize for Botany, 
open to Students of not more than three years' attendance, 
gold medal and books of the joint value of £15; 
Jelf Medal awarded to Third-year Students; Second- 
year Scholarship, £20, Elementary Anatomy, Physiology, 
Histology, and Organic Chemistry; Daniell Scholarship, 
tenable for two years, £20, Chemistry ; Rabbeth Scholar¬ 
ship, open to First-year Students, £20, Class Examinations 
in the Preliminary Scientific Course ; and the Sambrooke 
King's College Scholarship in Science, value £25. 


London (Royal Free Hospital) School of Medicine 
FOR Women, 8, Hunter-street, Brunswick-square, W.C.— 
The fee for the medical coarse for the degrees of the 
University of London and for the diplomas of the Royal 
Colleges of England and for other qualifications is £i.69 
in one sum, or £179 in five instalments. These sums 
include library and laboratory fees. 

The Royal Free Hospital contains 184 beds, of which 78 are 
reserved for surgical, 64 for medical, 13 for gynaecological, 


six for ophthalmic, 11 for maternity, and four for isolation 
cases. A new block has recently been completed containing 
large and completely equipped departments for Out¬ 
patients, Massage, Dental, X Ray, and Electrical Work, 
Maternity (interne 11 beds, and externe), and Casualty. New 
and enlarged students’ quarters are also provided. Students 
can also attend the in-patient and out-patient practice of 
the New Hospital for Women. 

An agreement has also been made under which students 
of the school attend full clinical courses at St. Mary’s 
Hospital, Paddington (305 beds). 

Special courses are arranged for the Primary Fellowship 
Examination of the College of burgeons ; also for dental 
students in conjunction with the London Dental Hospital, 
Leicester-square, and the National Dental Hospital. 

Students after qualification can hold the posts of house 
physician, house surgeon, obstetric assistants, clinical assist¬ 
ants, anaesthetists and assistant anesthetist, medical and 
surgical registrars, pathologists, medical electrician, and 
museum curator; and at the Medical School the posts of 
demonstrators in the departments of Anatomy, Physiology, 
Chemistry, and Physics. They can also hold posts at the 
New Hospital for Women, South London Hospital for Women 
and Children, and at four other hospitals in London entirely 
officered by medical women. Many other resident posts in 
London and elsewhere are also open to them. 

The School buildings have been entirely rebuilt in recent 
years, and there are spacious, well-equipped laboratories, 
which afford every facility for efficiency of teaching and 
practical work in all departments. An extension of the 
School will be completed in September, and will be opened 
by Her Majesty the Queen on Oct. 2nd, 1916. The extension 
will enable 75 80 new students to be received at the School 
each year. 

There are residential chambers at 8, Hunter-street, and 
the Secretary can be consulted on the subject of other 
residences for students. The Students’ Union arranges the 
social, athletic, and other clubs and societies at the School. 

Staff. —Consulting Physicians : Dr. S. West and Dr. 
Sainsbury. Physicians : Dr. J. W. Carr, Dr. A. G. 
Phear, and Dr. W. P. S. Branson. Assistant Physicians : 
Dr. Saunders, and Dr. Firth. Consulting Surgeon : Mr. 
A. B. Barrow\ Surgeons: Mr. J. Berry, Mr. W. H. 
Evans, and Mr. Cunning. Consulting Neurologist : 
Dr. Farquhar Buzzard. Consulting Physician for 
Diseases of Women : Dr. Mary Scharlieb. Physician for 
Diseases of Women : Dr. Ethel Vaughan-Sawyer. Assistant 
Physician for Diseases of Women : Dr. Florence Barrett. 
Surgeon for Diseases of Throat, Nose, and Ear : Mr. J. Gay 
French. Surgeon for Diseases of the Eye: Mr. M. L. 
Hepburn. Assistant Surgeons : Mr. C. Pannett and Mr. C. A. 
Joll. Surgeon for Diseases of Skin : Mr. W. H. Evans. 
Dental Surgeons: Dr. Eva Handley Read, L.D.S.,and Mr. 
E. P. Hudson, L.D.S. Pathologist: Dr. Elizabeth Lepper. 
Registrars: Dr. Cuthbert and MiasE. Davies-Colley, F.R.C.S. 
Anesthetists : Dr. May Dickinson Berry, Dr. Jane Turnbull, 
Dr. Vivian Orr, and Dr. Anna Gilliatt. Secretary : Mr. 
Reginald Garratt. 

Lecturers. —At the School: Anatomy and Practical Ana¬ 
tomy : Professor F. Wood-Jones. Physiology and Practical 
Physiology : Dr. Winifred Cullis. Chemistry : Mr. J. A. 
Gardner, M.A., F.I.C., aud Miss Widdows, B.Sc. 

Physics: Miss M. Waller, B.Sc. Biology: Mr. Mudge, 
A.R.C.S. Pharmacology: Dr. F. Ransom. Practice of 
Medicine: Dr. J. W. Carr and Dr. Emily Flemming. Mid¬ 
wifery : Dr. Florence Barrett. Gynecology : Dr. Ethel 
Vaughan-Sawyer. Forensic Medicine : Dr. Hawthorne. 
Toxicology : Dr. Wilson Hake. Practice of Surgery: Miss 
Aldrich-Blake and Mr. W. H. Evans. Operative Surgery : 
Mr. Pannett. Pathology: Dr. W. d’Este Emery. Mental 
Pathology : Dr. J. G. Porter Phillips. Tropical Diseases : 
Dr. C. W. Daniels. Operative Midwifery: Dr. Florence 
Bairett. Demonstrators of Anatomy, Dr. Mary Keene ; 
of Physiology, Mrs. Tribe, B.Sc.. Mrs. Terry, B.Sc., Miss 
Stewart. B.Sc. ; of Chemistry, Miss Laycock, B.Sc., Mrs. 
Taylor, Miss Williams, B.Sc. ; of Physics, Miss Griffiths. B.Sc., 
Miss Smith, B.Sc. ; of Practical Pharmacy, Miss Buchanan, 
M.P.S. 

Dean of the School, Miss Aldrich-Blake, M.D., M.S. ; 
Honorary Secretary. I)r. May Thorne ; Secretary and 
Warden, Miss L. M. Brooks. 

Scholarships and Prizes.—{a) Isabel Thorne Scholarship, 
£30. ( h ) St. Dunstan’s Medical Exhibition, £60 a year, 
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fcenable for three or five years. ( o ) Bostock Scholarship, 
tenable for two or four years, and next to be awarded in 
June, 1919, £60. ( d) Mabel S barman-Craw ford Scholarship, 
tenable for four years, £20 a year. ( e) Mabel Webb Research 
Scholarship, tenable for one year and renewable, £30, 
Physiology, Chemistry, or Pathology. (/") Fanny Butler 
Scholarship, tenable for four years ; next award in 
September, 1918, £14 10*. (g) John Byron Bursary, tenable 

from two to four years, for students already in the School 
requiring assistance for the prosecution of their medical 
studies, application to the Secretary by March 31st ; next 
award in March, 1917, £20. (//) Ellen Walker Bursary tenable 
for two years, awarded to a student beginning fourth year of 
medical study, £25 a year, (j) Helen Prideaux Scholarship, 
awarded every second year to a student who has become 
qualified during the two years immediately preceding the 
award, and to be spent in assisting the holder to further 
study. £40. ( k ) Agnes Guthrie Bursary, value £60, is offered 
annually to students who desire to pursue a full course of 
study for the Licentiateship in Dental Surgery. (J) Dr. Edith 
Pechey Phipson Post-graduate Scholarship of the value of 
£40, awarded annually in June It is open to all medical 
women, preferably coming from India, or going to work in 
India, for assistance in Post-graduate study. (in') Sarah 
Holborn Scholarship, value £20 a year for three or five 
years, awarded every alternate year; next award in 
1917. Two Richardson-Kuhlmann Prizes are given each 
year, value £12 for proficiency in Clinical Obstetrics, 
value £8, for proficiency in senior subjects respectively. 
Three Evans Prizes of £3 3*., £2 2*., and £1 1*. are 
given in alternate years on the results of the class 
examination in Midwifery. The Evans Prize for Operative 
Midwifery, value £5 5*., is awarded yearly. The Edith Pechey 
Phipson Prize in Pharmacology, value £3 3s., is awarded 
annually. There is also a small fund from which assistance 
can occasionally be given to students and to graduates who 
specially require pecuniary help. Prizes and Certificates of 
Honour are awarded in each class at the end of the session 
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Two Diplomas, one Licence, and six degrees are conferred 
—viz., the Diploma in Public Health, Diploma in Psychiatry, 
the Licence in Dental Surgery, and the degrees of Bachelor 
of Medicine, Bachelor of Surgery, Master of Surgery, 
Doctor of Medicine, Bachelor of Hygiene, and Doctor of 
Hygiene. 

For the degree of Bachelor of Medicine there are 
four professional examinations. The subjects of the 
First Examination are—Elementary Anatomy, Elementary 
Biology, Chemistry, and Physics. The subjects of the 
Second Examination are Anatomy and Physiology. The 
subjects for the Third Examination are—Materia Medica 
and Pharmacy, Pathology, Medical Jurisprudence, Public 
Health, and Pathology and Elementary Bacteriology. The 
subjects of the Fourth Examination are—Medicine, Clinical 
Medicine and Psychological Medicine, Surgery and Clinical 
Surgery, Midwifery and Gynaecology, Therapeutics, and 
Diseases of the Skin, of the Throat, Nose, and Ear, and of 
Children. 

It is required that at least one of the five years of 
professional education shall be spent in attendance at 
the University College of Medicine, Newcastle-upon-Tyne. 
Candidates who have passed the First and Second Examina¬ 
tions of the University will be exempt from First and Second 
Examinations of the Conjoint Board. 

For the degree of Bachelor of Surgery every candidate 
must have passed the examination for the degree of 
Bachelor of Medicine of the University of Durham and must 
have attended one course of lectures on Operative Surgery 
and one course on Applied Anatomy. Candidates will be 
required to perform operations on the dead body and to 
give proof of practical knowledge of the use of surgical 
instruments and appliances. 

For the degrees of Doctor of Medicine and Master of 
Surgery a candidate must not be less than 24 years 
of age and must satisfy the University as to knowledge 
of Greek or German. If he has not already satisfied 
the Matriculation Examiners in either Greek or German 
he must pass in one of these subjects at one of the 
ordinary matriculation examinations of the Newcastle 
division of the University. He must also have obtained 
the degree of Bachelor of Surgery of the University of Durham 


and must have been engaged for at least two years sub¬ 
sequently to the date of acquirement of the degree of Bachelor 
of Surgery, in attendance on the practice of a recognised 
hospital, or in the naval or military services, or in medical 
or surgical practice. The candidate for the M.D. degree 
must present an essay. The subjects of examination for 
the M S. are:—Principles and Practice of Surgery, Surgical 
Pathology, Surgical Anatomy, Sdrgieal Operations, Clinical 
Surgery. 

Doctor of Medicine (without residence).—The Uni¬ 
versity of Durham has instituted a special examina¬ 
tion whereby the degree of Doctor of Medicine may be 
obtained without residence. Candidates shall not be under 
40 years of age and shall have been in active practice for 
15 years as registered medical practitioners. They shall 
produce certificates of moral character from three registered 
members of the medical profession. The fee will be 
50 guineas, of which 20 guineas will be retained if the 
candidate fails to satisfy the examiners. 

Candidates for any of the above degrees, diplomas or 
licence, must give at least 28 days’ notice to Professor 
Howden, Secretary, College of Medicine, Newcastle-upon- 
Tyne. In the case of the M.D. (essay) examination candi¬ 
dates must send in their essays six weeks before the date of 
the examination. 

Professors—Principles and Practice of Medicine: SirG. H. 
Philipson, M.D., Dr. David Drummond, and Sir T. Oliver, 
M.D. Psychological Medicine: Dr. T. W. Mc-Dowall. 
Surgery : Mr. James Rutherford Morison, Mr. Henry Brunton 
Angus, and Mr, G. Grey Turner. Ophthalmology: Mr. John 
Dobson Wardale. Midwifery and Diseases of Women and 
Children : Professor R. P. Ranken Lyle. Pathology : Pro¬ 
fessor Stuart McDonald. Medical Jurisprudence : Professor 
Robert A. Iiolam. Public Health : Professor Thomas 
Eustace Hill. Therapeutics: Professor Thomas Beattie. 
Anatomy: Professor Robert Howden ; demonstrators. Dr. 
James Dunlop Lickley and Dr. E. P. Stibbe. Applied 
Anatomy : Mr. John Clay. Physiology: Professor James 
Acworfch Menzies. Materia Medica and Pharmacology : Dr. 
W. E Hume. Comparative Pathology and Bacteriology: 
Professor H. J Hutchens ; lecturer, Mr. Percy Charles \V. 
Laws; demonstrator (vacant); assistant demonstrator. Dr. 
George Hall. 

Scholarships and l^rizes. —In connexion with this Uni¬ 
versity the following Scholarships and prizes are 
awarded:—(a), ( h ), ( 0 ), and ( d ). Four Scholarships 
of £25 a year each, tenable for four years ; the exa¬ 
mination will be the September Matriculation Examina¬ 
tion. Candidates must take English, Latin, Arithmetic, 
Euclid, Algebra, Geography, English History, with Greek or 
German, or both. (See College Calendar for special books.) 
Open to candidates desirous of being admitted as Medical 
Students. The successful candidates must take out their 
entire curriculum at the University of Durham College of 
Medicine, Newcastle-upon-Tyne. ( e ) Pears Scholarship of £50 
a year (when vacant), tenable for three years ; Matriculation 
Examination.—At the College of Medicine are : (O Dickinson 
Scholarship, interest on £400 and gold medal ; examination 
in Medicine, Surgery, Midwifery, and Pathology. Open to 
full students of the College of Medicine who have passed the 
third M B. Examination. ( g ) Tulloch Scholarship, interest 
on £400 ; examination in Elementary Anatomy, Biology, 
Chemistry, and Physics. ( h ) Charlton Memorial Scholar¬ 
ship, interest on £700 : examination in Medicine. Open 
to full students of the College entered for the class on the 
Principles and Practice of Medicine. ( i ) Gibb Scholarship, 
interest on £500 ; awarded annually as a Scholarship in 
Pathology to full student who passes the best examination 
in that subject. No student is eligible, after completion of 
his curriculum, (j) Luke Armstrong Memorial Scholarship, 
interest on £680 : Original Essay on some subject in Com¬ 
parative Pathology. (If no essay of sufficient merit be 
presented the scholarship may be awarded to the candidate 
who, in passing the first part of the Examination for the 
B.Hy. Degree, obtains the highest number of marks in 
Comparative Pathology during the year.) Open to all 
Graduates in Medicine or Hygiene and candidat-es for these 
degrees who have spent six months at the University and 
whose age does not exceed 30 years. ( k ) Stephen Scott 
Scholarship, interest on £1000; Original Essay on any 
Surgical subject. Open to any graduate in Medicine or 
Surgery of the University or any student of the College 
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of Medicine. Student's age must not exceed 30 years. 
(7) Heath Scholarship, interest on £4000. For 1916 : 
Original Essay on Genito-urinary Tuberculosis : Its Etiology, 
Pathology, Methods of Spread, Prognosis, and Treatment. 
All Graduates in Medicine or Surgery of the University are 
eligible, (m) Gibson Prize, interest on £250 stock ; examina¬ 
tion in subject of Midwifery and Diseases of Women and 
Children. Open to students who have attended one 
coarse of lectures on Midwifery and Gyntecology. 
(n) Outterson-Wood Prize, interest on £250, in Psycho¬ 
logical Medicine. (») Turnbull Prize and Medal; exa¬ 
mination in Surface Anatomy. Open to students at 
end of their second winter session.—At the Royal Infirmary 
is (p) Goyder Memorial Scholarship, interest on £325; 
awarded annually to student who most distinguishes 
himself in Clinical Medicine and Clinical Surgery at the 
Royal Infirmary. For further information apply to Pro¬ 
fessor Howden, Secretary of the College. 

Hygiene .—The regulations with regard to the degrees in 
Sanitary Science will be found under the section on Public 
Health. 


The College of Medicine, Newcastle-upon-Tyne.— 
Clinical instruction is given at the Royal Victoria Infirmary, 
containing 575 beds. In it adequate accommodation is 
provided for the study of the various special subjects, in 
addition to the ordinary clinical work. 

Newcastle-upon-Tyne Royal Victoria Infirmary.— 
The Infirmary was founded in 1751, but has been entirely 
rebuilt, the new hospital being opened by His late Majesty 
King Edward VII. in 1906. The number of beds is 575. The 
number of in-patients annually is 9200 and of out-patients 
69,000. The medical students of the University of Durham 
attend the practice of this hospital. Clinical Lectures are 
delivered by the Physicians and Surgeons weekly and ward 
demonstrations are given daily. Tutorial classes are held 
by the Assistant Physicians, Assistant Surgeons, and 
Surgical Registrars weekly, and demonstrations are given in 
the several out-patient departments daily. Pathological 
demonstrations are given by the Pathologist daily or as 
opportunity occurs, and in the new buildings nothing has 
been spared in perfecting scientific equipment. In addition 
to medical and surgical in-patient and out-patient depart¬ 
ments the following special departments are fully equipped 
for teaching students : Ophthalmic, Throat, Nose, and 
Ear, Skin, Gynecological, and Electrical. The hospital 
building contains the following laboratories: 1. Special 
Pathological Laboratory, attached to the post-mortem 
rooms. 2. Bacteriological Laboratory, in which all 
clinical bacteriological investigations are carried out— 
opsonic indices estimated with a view to treatment by 
vaccines and serums, &c. 3. There is in addition a 
Clinical Laboratory attached to each ward and to the out¬ 
patient department. There are five operating theatres in 
use in the hospital. The surgical piactice is especially 
good. The session opens on April 17th and Oct. 2nd of 
each year. Applications for detailed information should be 
made to the Acting Dean, Dr. D. Wells Patterson, at the 
hospital. 

Staff. —Physicians: Dr. T. Beattie, Dr. W. E. Hume, 
Dr. Horsley Drummond, and Dr. Alfred Parkin. Assistant 
Physicians : Dr. George Hall, Dr. T. M. Allison, Dr. D. W. 
Patterson, and Dr. T. C. Hunter. Surgeons : Mr. 

A. M. Martin, Mr. H. B. Angus, Mr. J. V. W. Rutherford, 
and Mr. W. G. Richardson. Assistant Surgeons : Mr. 
J. W. Leech, Mr. John Clay, Mr. G. G. Turner, and Mr. 
R. J. Willan. Ophthalmic Surgeon : Mr. J. D. Wardale. 
Assistant Surgeon : Mr. T. Gowans. Throat and Ear 
Department: Surgeon: Mr. S. S. Whillis. Assistant 
Surgeon : Mr. W. F. Wilson. Gynaecological Depart¬ 
ment : Dr. R. P. R. Lyle. Skin Department: Phy¬ 

sician : Dr. Robert A. Bolam. Electrical Depart¬ 
ment : Dr. VV. D. Arnison. Pathologist: Dr. Stuart 

McDonald. Bacteriologist: Dr. H. J. Slade. Anaesthetists : 
Dr. F. G. Armstrong, Dr. W. J. Phillips, Dr. H. H. Mark¬ 
ham. and Dr. W. Seymour. Medical Registrars: Miss H. 
Gurney, Dr. J. Leslie Wilson, and Dr. Glen Davison. Surgical 
Registrars: Mr. F. C. Pybus, Mr. Hamilton Drummond, 

Mr. Hodgson, and Mr. Saint. 

There are other institutions at which the student of 
medicine of the University of Durham can receive clinical 
instruction. Practical Midwifery can be studied at the 


Newcastle Lying-in Hospital. Instruction is given in Psycho¬ 
logical Medicine at the Northumberland County Asylum, 
Morpeth, by Professor T. W. McDowall, the Superintendent. 
A special course of instruction is given in the City 
Hospital for Infectious Diseases by the Superintendent, the 
City Officer of Health, Dr. Harold Kerr. 

Northumberland, Durham, and Newcastle Infirmary 
for Diseases of the Eye, St. Mary's-place, New- 
castle-on-Tyne. - Consulting Surgeon : Dr. F. Page. Staff 
Surgeons: Mr. A. S. Percival and Mr. H. P. Bennett. 
Honorary Anaesthetist: Dr. O. W. Ogden. Matron : Miss 
C. E. Balfour. Secretary: Mr. Richard Smith, 61, West- 
gate-road, Newcastle-on-Tyne. Out-patients, 11,526 ; in¬ 
patients, 358. 
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The University of Birmingham grants the degrees of M.B., 
Ch.B., M.D., Ch.M., and also a degree and a diploma in 
Public Health. The course for the Bachelors’ degrees ex¬ 
tends over five years from the date of commencement of 
professional study. As a rule the first four of these 
years must be spent in the University, but the Senate has 
power of recognising attendance at another University as 
part of the attendance qualifying for these degrees and of 
recognising examinations passed at such other Universities as 
exempting from the examinations in Chemistry, Physics, and 
Elementary Biology. In the case of such students at 
least three years must be spent in attendance upon classes 
at the University. The fifth year may be spent at any 
other school or schools of medicine recognised by the 
University. The students of the Medical Faculty can be 
members of the University Club, the University Athletic 
Club, and the University Officers' Training Corps, while they 
possess a guild—the Guild of Undergraduates—which is 
designed to be a recognised medium of communication 
between the teachers and the taught The University 
Medical Society and the Dental Students' Society also offer 
opportunities of cooperation for mutual benefit. 

Degrees vf Bachelor of Medicine and Bachelor of Surgery .— 
The student must have passed either the Matriculation 
Examination of the University or one of the following 
examinations. For the present the University will recognise 
any one of the following examinations, in lien of its own 
Matriculation, in the case of medical students, provided 
always that such examination shall have included the sub¬ 
jects of Chemistry or Experimental Mechanics, or some other 
branch of Experimental Physics; English; Mathematics; a 
foreign Language ; and either another language or an addi¬ 
tional science ; and that all the subjects have been passed at 
one examination: (<z) the previous examination of the 
University of Cambridge ; (b) Responsions of the University 
of Oxford ; (c) the Preliminary or Matriculation Examina¬ 
tion of a recognised University ; (d) the (Higher) Certi¬ 
ficate of the Oxford and Cambridge Examinations Board ; 
(«) the Oxford or Cambridge Senior Local Examina¬ 
tion ; (/) the Senior Certificate of the Central Welsh 

Board. A Matriculation Examination will commence on 
Sept. 13th, 1916. First Examination.—Chemistry and 

Physics and Elementary Biology. Second Examination.— 
Anatomy and Physiology. Third Examination.—General 
Pathology and Bacteriology. Materia Medica, and Practical 
Pharmacy. Fourth Examination (at the end of the 
fourth year).—Forensic Medicine. Toxicology, Public 
Health, Therapeutics, and Special Pathology. Two years’ 
hospital work must have been accomplished. Final 
Examination. — Medicine, Surgery, Midwifery, Diseases 
of Women, Mental Diseases, and Ophthalmology. Atten¬ 
dance at a general hospital for a year after the passing 
of the fourth examination will be required, also atten¬ 
dance at a fever hospital three months, maternity hospital 
one month, and lunatic asylum three months. Vaccination 
instruction must be taken out and courses of Ophthalmology, 
Medical and Surgical Anatomy, and Operative Surgery. 

Degrees of Doctor of Medicine and Master of Surgery .— 
At the end of one year from the date of having passed 
the final M.B., Ch.B. examination the candidate will be 
eligible to present himself for the higher degrees of either 
Doctor of Medicine or Master of Surgery or both. 

Candidates for either of these degrees have to present a 
thesis embodying observations in some subject embraced in 
one of the departments of the medical curriculum, and in 
addition pass a general examination in Principles and 
I 3 
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Practice of Medicine for the M.D., and general examination 
in Principles and Practice of Surgery, including operations 
on the cadaver for the M.Ch. It will be in the power of the 
Board of Examiners to exempt from the practical parts of 
the examination a candidate whose thesis is of exceptional 
merit from any part of these examinations. 

lees. —Matriculation, £2; First Examination, £2; Second 
Examination, £2 ; Third Examination, £2 ; Fourth Examina¬ 
tion, £2 ; Final Examination, £8 ; M.D. or Ch.M., £10. 

Professors—Physics: (Vacant). Chemistry: P. F. Frank- 
land, Ph.D., F.R.S. Elementary Biology: F. W. Gamble, 
D.Sc., F.R.S. Medicine: R. Saundby, M.D., F.R.C.P., and 
OttoJ. Kauffruann, M.D., F.R.C.P. Surgery : Win. F. Haslam, 
M.B., F.Jt.C.S., and Charles Leedham-Green, M.B., Ch.M., 
F.R.C.S. Anatomy: Peter Thompson, M.D. (Dean of the 
Medical Faculty). Physiology: E. W. Wace Carlier, M.D. 
Therapeutics: Douglas Stanley, M.D. Forensic Medicine: 
J. T. J. Morrison, F.R.C.S. Hygiene and Public Health: 
A. Bostock Hill, M.D. Midwifery and Diseases of Women: 
Thomas Wilson, Ch.M., M.D., F.R.C.S. Pathology: K. F. C. 
Leith, F.R.C.P. Edin. Lecturers—Lunacy and Mental 
Disease: P. T. Hughes. Ophthalmology: J. Jameson Evans, 
M.D., F.R.C.S. Operative Surgery : Geo. Heaton, F.R.C.S. 
Infant Hygiene and Children’s Diseases : L. G. Parsons, 
M.D., M.R C.P.' 

At the University of Birmingham the following Scholarships 
are awarded:— (a) Myers Travelling Studentship of £150, 
tenable for one year, awarded by vote of committee to M.B., 
Ch.B. Birm., B.Sc. candidates, tenable at some University or 
Hospital not in Great Britain or Ireland ; (Jj) Ingleby Scholar¬ 
ship of £10, awarded to the candidate at Final Examina¬ 
tion obtaining highest “ first-class ” marks in the subjects 
of Midwifery and Diseases of Women ; (c) Sydenham 
Scholarship of £42, tenable for three years, award of Council 
to orphan sons of medical practitioners; ( <1) Sands Cox 
Scholarship of £42, tenable for three years, awarded to the 
candidate, not being more than 19 years of age. taking the 
highest marks at the July Matriculation ; (<?) Dental Scholar¬ 
ship of £37 10*., Open Competitive Examination in subjects 
learned during apprenticeship ; (/*), (y), ( h ), and (i) Four 
Queen’s Scholarships of £10 10*. each. In the Second and 
Fourth Examinations the Scholarship is awarded respec¬ 
tively to the student taking the first place and obtaining 
“ first-class ” marks. In the third Examination the Scholar¬ 
ship is awarded to the student obtaining the highest first- 
class marks in Pathology and Bacteriology, provided that 
such student passes at the same examination in the subjects 
of Materia Medica and Practical Pharmacy. In the Final 
Examination the Scholarship is awarded to the candidate 
taking the first place in the examination—that is. obtaining 
the greatest aggregate number of marks—provided that in 
each of the subjects of Medicine, Surgery, and Midwifery 
he gains not less than 60 per cent, of the total 
available marks ; (j) George Henry Marshall Scholar¬ 

ship of £10, awarded annually, for the encouragement 
of Research Work in Ophthalmology; and (/<) Russell 
Memorial Prize, a prize of books, value about £2, awarded 
annually to the student who, not being of more than six 
years’ standing as a student of the School of Medicine of 
the University, shall pass the best examination in the subject 
of Nervous Diseases. 

Clinical Instruction. —The medical students of the Uni¬ 
versity receive their clinical instruction by attending the 
amalgamated practice of the General Hospital and the 
Queen's Hospital, details of which follow. 

The clinical instruction of the Birmingham medical 
students is carried on under the direction of the University 
Clinical Board. The hospitals present an excellent field 
for clinical work, possessing more than 500 beds, treating 
annually over 8000 in-patients and 100,000 out-patients. 
The students spend part of their curriculum in each 
hospital, and thus have every opportunity of acquiring a 
varied, full, and practical knowledge of their professional 
work. The curriculum is adapted in the first place to 
meet the needs of the students of the University of Bir¬ 
mingham, but it is also well adapted to the requirements 
of students preparing for the examinations of all other 
universities and licensing bodies. At the General Hospital 
there are open to the students the following appointments : 
A resident medical officer, elected annually (£100); a 
resident surgical officer, elected annually and eligible for 
re-election for three years (£100); a resident pathologist, 


elected for six months (£50) ; three surgical casualty 
officers, elected annually and eligible for re-election 
(£50); three house physicians and four house surgeons 
hold office for six months, receiving board, residence, 
and salaries at the rate of £50 a year; two house 
surgeons to the gynaecological, ophthalmic, and aural 
departments are elected every six months, receiving board, 
residence, and a salary of £50 a year ; two assistant house 
surgeons are elected every three months, receiving board, 
residence, and salaries at the rate of £40 a year ; a resident 
medical officer at the Jaffray Hospital, who is elected 
annually but is eligible for re-election, and who receives 
£150 a year; and a resident medical assistant at this hos¬ 
pital, who is not necessarily qualified, is provided with board 
and residence, and holds office for three months. At the 
Queen’s Hospital there are open to the student the following 
appointments : Three house physicians, three house surgeons, 
and one obstetiic and ophthalmic house surgeon, who hold 
office for six months and have salaries at the rate of £80 
a year. Thirty-eight other appointments of varying value 
are at the City Workhouse and Workhouse Infirmary, at 
the Birmingham General and Branch Dispensaries, at the 
Birmingham Lunatic Asylums, at the City Fever Hospitals, 
at the Children’s Hospital, at the Birmingham and Midland 
Eye Hospital, at the Orthopaedic and Spinal Hospital, at 
the Maternity Hospital, and at the Ear and Throat 
Hospital. 

The Birmingham General Hospital. —351 beds in 
daily use, 5500 in-patients per annum. Special wards for 
children, gynaecological, septic and infectious cases ; special 
beds for eye, ear, and skin cases. 50,879 out-patients per 
annum. Laboratories for bacteriology and morbid histology. 
Separate rooms adjoin the medical and surgical wards for 
clinical pathology. Five operating theatres (one for out¬ 
patients), all designed and fitted on the most modern lines. 
In addition to clinical teaching given in the wards and out¬ 
patient department by the honorary staff, medical and 
surgical tutorial classes are held for senior and junior 
students. Clinical instruction in all the special departments. 
The Jaffray Branch Hospital contains 54 beds. Consulting 
Surgeon : Mr. Gilbert Barling. 

Staff. —Consulting Physician : Dr. Robert Saundby. 
Consulting Obstetric Officer : Dr. Edward Malins. Phy¬ 
sicians : Dr. T. Stacey Wilson, Dr. T. Sydney Short, Dr. 
J. W. Russell, and Dr. A. Stanley Barnes. Surgeons : Mr. 
William F. Haslam, Mr. George Heaton, Mr. A. Lucas, and 
Mr. Leonard P. Gamgee. Obstetric Physician : Dr. Thomas 
Wilson. Aural Surgeon and Laryngologist: (Vacant). 
Physician in Charge of Skin Department: Dr. A. Douglas 
Heath. Ophthalmic Surgeon: Dr. It. Beatson Hird. 
Assistant Physicians : Dr. William H. Wynn, Dr. J. E. H. 
Sawyer, Dr. L. G. Parsons, and Dr. K. D. Wilkinson. 
Assistant Surgeons : Mr. Frank Barnes, Mr. Seymour 
Barling, Mr. E. Musgrave Woodman, Mr. H. II. Sampson, 
and Mr. G P. Mills. Assistant Obstetric Officer: Mr. 
H. B. Whitehouse. Anesthetists : Dr. Sydney Haynes, 
Dr. W. J. McCardie, and Mr. R. H. R. Whitaker. Surgical 
Photographers and Radiographers : Mr. J. Hall-Edwards and 
Mr. F. Emrys-Jones. Dental Surgeon : Mr. R. H. Astbury. 

The Queen’s Hospital. —Similar arrangements for clinical 
teaching are made here, and the material also is excellent. 
Ward and tutorial classes are regularly conducted by the 
staff, there are daily clinics in the out-patient department, 
while teaching duties are definitely assigned to the house 
physicians and house surgeons. There are also special 
departments for gynecology and ophthalmology. 

Staff .—Consulting Physicians : Sir James Sawyer, Dr. 
C. W. Suckling, and Dr. A. H. Carter. Consulting Surgeons : 
Mr. Frank Marsh and Mr. Bennett May. Consulting Oph¬ 
thalmic Surgeon: Mr. Priestley Smith. Physicians: Dr. 
O. J. Kauffmann, Dr. Douglas Stanley, and Dr. J. G. 
Emanuel. Surgeons: Mr. J. T. J. Morrison, Mr. C. A. 
Leedham-Green, and Mr. W. Billington. Obstetric Officer: 
l)r. C. E. Purslow. Ophthalmic Surgeon : Mr. Wilfrid 
Allport. Physicians for Out-patients: Dr. L. G. J. Mackey 
and Dr. L. Ball. Surgeons for Out-patients: Mr. A. W. 
Nuthall, Mr. B. J. Ward, and Mr. Bertram A. Lloyd. 
Pathologist: Dr. L. Ball. Radiographer: Dr. Harold Black. 
Anesthetist: Mr. L. lvirkby Thomas. 

Birmingham and Midland Eye Hospital, Church- 
street, Birmingham. — Honorary Consulting Physician : Dr. 
R. Saundby. Honorary Consulting General Surgeon : Mr. 
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George Heaton. Honorary Consulting Surgeon : Mr. I). C. 
I.loyd-Owen. Surgeons : .Mr. E. W. Wood-White, Mr. J. 
Jameson Evans, ami Mr. W. H. Fulford Eales. Assistant 
Surgeons : Mr. T. Harrison Butler, Mr. R. Eeatson-Hird, 
and Mr. D. Priestley Smith. Dental Surgeon : Mr. John 
Westwood. Anesthetist: Dr. S.W. Haynes. Radiographers: 
Mr. Hall-Edwards and Mr. Emrys-Jones. Pathologist: Dr. 
E. W. Assinder. This hospital possesses 108 beds, and there 
is an average daily attendance of out-patients of over 250. 
This institution is recognised by Universities and the Royal 
College of Surgeons, England, and Royal College of 
Physicians, London, as an ophthalmic hospital at which 
clinical instruction in ophthalmology may be received. 
Students attending for a period of three months will be 
granted certificates which will qualify for the University 
and Conjoint Board examinations. 


UNIVERSITY OF LIVERPOOL. 

The degrees in the Faculty of Medicine arc Bachelor of 
Medicine and Bachelor of Surgery (M.B. andCh.B.), Doctor 
of Medicine (M.D.), Master of Surgery (Ch.M,), and Master 
of Hygiene (M.H.). 

Degrees of Bachelor of Medicine and Bachelor of 
Surgery. — Candidates for the degrees of Bachelor of 
Medicine and of Surgery must have attained the age of 
21 years on the day of graduation. At least two of the 
five years of medical study must have been passed in the 
University, and one year at least must have been passed in 
the University subsequently to the date of passing the First 
Examination. The other three years may be passed at any 
college or medical school recognised for this purpose by the 
University. Candidates must passthree examinations entitled 
respectively: the First Examination, the Second Examina¬ 
tion, and the Final Examination. The fee is £5 for each 
examination. The subjects of the First Examination are : 
(1) Chemistry, Inorganic, Organic, and Physical; (2) Biology 
(Zoology and Botany) ; and (3) Physics. The examination is 
divided into two parts—namely, (1) Chemistry and Physics, 
and (2) Biology ; and candidates may present themselves 
in these parts separately. The subjects of the Second 
Examination are (a) Anatomy and Physiology (including 
Physiological Chemistry and Histology), and (A) Materia 
Medica, Pharmacy, and Pharmacology. Candidates may 
present themselves in (a) or (A) separately. The subjects 
for the Final Examination are : (1) General Pathology 
and Morbid Anatomy ; (2) Therapeutics ; (3) Forensic 
Medicine and Toxicology; (4) Public Health ; (5) Obstetrics 
and Diseases of Women ; (6) Surgery, Systematic, Clinical, 
Operative, and Practical, including Ophthalmology ; and 
(7) Medicine, Systematic and Clinical, including Mental 
Diseases and Diseases of Children. The Final Examination 
is divided into three parts, the first consisting of subject (1), 
the second of subjects (2), (3), and (4), the third of 
subjects (5), (6), and (7). Candidates may present them¬ 
selves in these parts separately. Candidates for the third 
part must have completed the fifth year of medical study. 

Degreen of Doctor of Medicine and Master of Surgery .— 
No candidate will be admitted to the degree of Doctor 
of Medicine or Master of Surgery unless he has previously 
received the Degrees of Bachelor of Medicine and Bachelor 
of Surgery, and at least one year has elapsed since he passed 
the examinations for those degrees. Candidates for the 
degree of Doctor of Medicine are required to present a 
dissertat'on embodying the results of personal observations 
or original research, either in some department of medicine 
or of some science directly relative to medicine : provided 
always that ori.inal work published in scientific journals 
or separately shall be admissible in lieu of, or in addition to, 
a dissertation specially written for the degree. 

Professors—Inorganic Chemistry : E. C. C. Baly, F.R.S. 
Physical Chemistry : W. C. McC. Lewis, M.A., D.Sc. 
Organic Chemistry: R. Robinson, D.Sc. Physiology : 
J. S. Macdonald, B.A. Physics : L. R. Wilberforce, 
M.A. Natural History: W. A. Iferdman, D.Sc., F.R.S. 
Botany : R. J. H. Gibson, M.A. Anatomy: A. Melville 
Paterson, M.D. Medicine: T. Robinson Glynn, M.D. 
Surgery: Rushton Parker, F.R.C.S. Regional Surgery: 
W. Thelwall Thomas, Ch.M., F.R.C.S. Pathology: Ernest 
Glynn, M.A., M.D. Midwifery and Gynmcology: II. 
Briggs, M.D. Therapeutics : J. H. Abram, M. D. Hygiene: 
E. W. Hope, D.Sc. Forensic Medicine: R. J. M. Buchanan 


M.D. Tropical Medicine: J. W. W. Stephens, B.A., 
M.D. Tropical Sanitation: Major Sir Ronald Ross, C.B., 
F.R.S. Bio-Chemistry: W. Ramsden, D.M. Entomology: 
R. Newstead, M.Sc., A.L.S., F.R.S. Bacteriology: J. M. 
Beattie, M.A., M.D. Parasitology: Warrington Yorke, 
M.D. 

At this University the following Scholarships and Fellow¬ 
ships and Prizes are awarded:—(a) and (A) Robert Gee 
Entrance Scholarships, two annually, of £25 each, tenable 
for two years, Joint Matriculation Board Examination held 
in July, open to First M.B. Course Students ; ( c ) Lyon Jones 
Scholarship, No. 1, of £21 per annum, tenable for two years. 
Competitive Examination among Junior Students in First 
M.B. Subjects, Perpetual Course at the University; (rf) Lyon 
Jones Scholarship, No. 2. of £21, Competitive Exa¬ 
mination among Senior Students in Anatomy, Physio¬ 
logy, Pharmacology, and Materia Medica; (e) Derby 
Exhibition of £15, Competitive Examination among Fourth- 
or Fifth-year Students in Clinical Subjects, and Clinical 
School Exhibition of £15 annually for Fourth-or Fifth-year 
students; (/") University Scholarship of £25 for one year, 
awarded on results of Second Examination for the degrees; ( g ) 
Holt Fellowships, Physiology and Pathology, of £100 each, for 
one year; (A) Gee Fellowship, Anatomy, of £100, for one 
year ; (i) Alexander Fellowship, Bacteriology and Pathology, 
of £100, for one year; (j) Johnston Colonial Fellowship, 
Bio-Chemistry, of £100, for one year; (A) John W. Garrett 
International Fellowship, Bacteriology, of £100, for one 
year ; (Z) Thelwall Thomas Fellowship, Surgical Pathology, 
of £100, for one year; (/«) Ethel Boyce Fellowship in 
Gynaecological Pathology, of £100, for one year ; numerous 
prizes and medals. 

Medical School Buildings. —Medical research has also 
been endowed with several new laboratories in which 
students can pursue research work after graduation. All the 
laboratories and class-rooms are situated close together, 
communicating with one another, and are made up of four 
large blocks of buildings which form one side of the College 
quadrangle. There are the Johnston Laboratories for 
Experimtntal Medicine, Bio-Chemistry, and Tropical 
Medicine; the Medical School for Anatomy, Surgery, Toxi¬ 
cology, and Ophthalmology; and the Thompson-Yah a 
Laboratories for Physiology and Pathology. 

Clinical Instruction. —The Clinical School of the University 
now consists of four general hospitals—the Royal Infirmary, 
the David Lewis Northern Hospital, the Royal Southern Hos¬ 
pital, and the Stanley Hospital ; and of five special hospitals 
—the Eye and Ear Infirmary, the Hospital for Women, 
the Infirmary for Children, St. Paul’s Eye Hospital, and 
St. George's Hospital for Skin Diseases. These hospitals 
contain in all a total of about 1134 beds. The organisation of 
these hospitals to form one teaching institution provides the 
medical student and the medical practitioner with a field for 
clinical education and study which is unrivalled in extent in 
the United Kingdom. All the hospitals are within easy 
access of the University. There are a large number of 
appointments to house phvsicianships and surgeonships both 
at the general and special hospitals which are open to 
qualified students of the school. 

School of Veterinary Science. —There is a school of 
Veterinary Science in connexion with the University which 
provides full courses of instruction for the M.R.C.V.S. 
Degrees of B.V.Sc., M.V.Sc., and D.V.Sc., together with a 
diploma in Veterinary Hygiene, are also granted by the 
University. 

Public Health Department.. —This is located in a separate 
building known as Ashton Hall, in which full courses of 
instruction are given to students for the Diplomas and 
Degrees of the University and of other Examining Boards. 

Special Diplomas. —The University has instituted diplomas 
in Anatomy, Bacteriology, Bio-chemistry, and Parasitology. 
A special course of study of three terms’ duration is required 
in the subject chosen for the diploma and allied subjects. 

Prospectuses and further information may be had on appli¬ 
cation to the Dean of the Faculty of Medicine, University of 
Liverpool. 

Staff of the Royal Infirmary. — Consulting Physicians: Dr. 
T. R. Glynn, Dr. R. Caton.and Sir James Barr. Physicians : 
Dr. T. R. Bradshaw, Dr. J. Hill Abram, and Dr. R. J. M. 
Buchanan. Assistant Physicians: Dr. John Hay and Dr. 
W. Barnett Warrington. Consulting Surgeons : Mr. Rushton 
Parker and Mr. F. T. Paul. Surgeons : Mr. R. A. Bickersteth, 
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Mr. W. Thelwall Thomas, and Mr. Litler Jones. Assistant 
Surgeons: Mr. I?. E. Kelly, Mr. F. A. G. Jeans, and Mr. 
H. F. Woolfenden. Consulting Gynecological Surgeon : 
Mr. T. B. Grimsdale. Gynecological Surgeon: Mr. W. 
Blair-Bcll. Ophthalmic Surgeon : Mr. T. H. Bickcrton. 
Surgeon to the Throat Department: Mr. Thomas Guthrie. 
Physician to the Skin Department: Dr. L. Roberts. Lock 
Department: Dr. F. P. Wilson. X liay and Radium Depart¬ 
ments : Dr. C. Thurston Holland. Dental Surgeon : Dr. 
S. Hallam Chemical Pathologist: Dr. Walter Ramsden. 
Pathologist: Dr. E. E. Glynn. Anaesthetists : Mr. W. 
Fingland, Mr. F. W. Bailey, Mr. H. Armstrong, Mr. A. J. 
O’Leary, Dr. Mona Roberts, Mr. Bennett Jones, and 
Mr. G. F. R. Smith. 

Staff of the David Lewis Northern Hospital. —Physician: 
Dr. John Owen. Assistant Physician : Dr. J. M. Bligh. 
Surgeons: Mr. K. W. Monsarrat and Mr. G. C. E. Simpson. 
Assistant Surgeons : Mr. J. H. Rawlinson and Mr. T. P. 
McMurray. Consulting Neurologist: Dr. W. B. Warrington. 
Consulting Ophthalmic Surgeon : Mr. A. Nimmo Walker. 
Consulting Gynaecological Surgeon : Mr. H. Leith Murray. 
Consulting Aural Surgeon and Laryngologist: Dr. Hugh 

E. Jones. Consulting Dental Surgeon : Mr. Leslie Councell. 
Surgeon in Charge of Orthopaedics and Massage : Dr. W. H. 
Broad. Anesthetists: Dr. Robert Stevenson, Dr. H. J. 
Knox, Dr. W. R. Pearce, and Mr. A. J. W. Cunningham. 
Pathologist : Dr. H. S. Pemberton. Medical Officer in 
Charge of Finsen Light and Roentgen Ray Department: Dr. 
W. C. Oram. Bacteriologist: Dr. L. S. Ashcroft. 

Women are now accepted for resident appointments. 

Staff of the Royal Southern Hospital. —Consulting 
Physician: Dr. W. Williams. Consulting Surgeon: Mr. 
W. Alexander. Consulting Bacteriologist: Professor J. M. 
Beattie. Honorary Physicians : Dr. C. J. Macalister and 
Dr. J. L. Roberts. Honorary Surgeons: Mr. R. Jones, 
Mr. G. P. Newbolt, and Mr. Douglas-Crawford. Honorary 
Assistant Surgeons : Mr. T. R. W. Armour and Mr. 0. H. 
Williams. Honorary Dermatologist: Dr. F. H. Barendt. 
Honorary Ophthalmic Surgeon : Mr. R. J. Hamilton. 
Honorary Laryngologist: Dr. W. Permewan. Honorary 
Assistant Laryngologist : Dr. W. Sanderson. Radiologist: 
Dr. D. Morgan. Honorary Dental Surgeon : Mr. L. Osborn. 
Anesthetists : Dr. F. M. Gardner-Medwin, Dr. W. J. Bennett 
Jones, Dr. G. F. R. Smith, and Dr. T. E. Jones. 

Stuff of the Stanley Hospital —Consulting Physicians: 
Dr. R. I. Richardson and Dr. W. Whitford. Physicians: Dr. 
A. G. Gullan and Dr. J. Murray Bligh. Surgeons : Mr. 

F. C. Larkin and Mr. A. J. Evans. Gynaecology: Miss F. 
Ivens, M.B., M.S. Ophthalmic Physician : Dr. J. Grimshaw. 
Laryngologist: Dr. J. E. McDougall. Dentist: Mr. J. 
Woodford Williams. 


THE VICTORIA UNIVERSITY OF MANCHESTER. 

Four degrees in Medicine and Surgery are conferred by the 
University -viz., Bachelor of Medicine and Bachelor of 
Surgery (M. B. and Ch B.), Doctor of Medicine (M D.), and 
Master of Surgery (Ch.M.). A Diploma in Psychological 
Medicine is awarded by examination to registered medical 
practitioners. 

Degrees of Bachelor of Medicine and Bachelor of Surgery .— 
Before admission to the degree of M.B. or Ch.B. candi¬ 
dates arc required to present certificates that they will 
have attained the age of 21 years on the day of 
graduation and that they have pursued the courses of 
study required by the University Regulations during a 
period of not less than five years subsequently to the 
date of their registration by the General Medical Council, 
two of such years having been passed in the University 
and one year at least having been passed in the University 
subsequently to the date of passing the first M.B. Examina¬ 
tion. All candidates for the degrees of Bachelor of Medi¬ 
cine and Bachelor of Surgery are required to satisfy the 
examiners in the several subjects of the following examina¬ 
tions : the First Examination, the Second Examination, the 
Third Examination, and the Final Examination. 

The First Examination .—The subjects of examination 
are as follows:—(1) Inorganic Chemistry and Physics; 
(2) Biology; and (3) Elementary Organic Chemistry and 
Bio-Chemistry. Candidates must have attended during at 
least one year courses both of lectures and of laboratory 
work in each of the above-named subjects. The Examina¬ 
tion is divided into three parts : Part 1, Inorganic Chemistry 


and Physics ; Part 2, Biology ; Part 3, Elementary Organic 
Chemistry and Bio-Chemistry ; and the candidates may pass 
in these parts separately under certain conditions. 

The Second Examination. —The subjects of examination 
are as follows:—(1) Anatomy; (2) Physiology, including 
Physiological Chemistry and Histology. Candidates may 
pass in (1) and (2) separately under certain conditions. 

The Third Examination. —(1) Pathology; (2) Pharma¬ 
cology and Therapeutics ; (3) Hygiene. These subjects may 
be taken separately under certain conditions. 

The Final Examination. —The subjects of examination are 
as follows:—(1) Medicine, Systematic and Clinical (in¬ 
cluding Mental Diseases and Diseases of Children) ; (2) Sur¬ 
gery, Systematic, Clinical, and Practical; (3) Obstetrics and 
Gynaecology (including Clinical and Practical) ; (4) Forensic 
Medicine (including an Oral Examination). These subjects 
may be taken separately under certain conditions. 

Candidates for the Final Examination must have com¬ 
pleted the fifth year of medical study. 

Degree of Doctor of Medicine. —Candidates are not eligible 
for the degree of Doctor of Medicine unless they have 
previously received the degrees of Bachelor of Medicine 
and Bachelor of Surgery and at least one year has elapsed 
since they passed the examination for those degrees. 
Candidates may elect either (1) to present an original dis¬ 
sertation ; or (2) to undergo an examination. The disserta¬ 
tion must embody the results of personal observation or 
original research, either in some department of medicine or 
of some science directly relative to medicine. The examina¬ 
tion, which will be partly written, partly practical, is 
in the Principles and Practice of Medicine, in Patho¬ 
logy, and in some other subject to be selected by the 
candidate. 

Degree of Master of Surgery. —Candidates are not eligible 
for the degree of Master of Surgery unless they have pre¬ 
viously received the degrees of Bachelor of Medicine and 
Bachelor of Surgery and at least one year has elapsed since 
they passed the examination for those degrees. The subjects 
of examination are as follows: (1) Surgical Anatomy; 
(2) Surgery; (3) Operative Surgery; (4) Clinical Surgery ; 
(5) Ophthalmology ; and (6) Pathology and Bacteriology. 

Professors—Physics : Sir E. Rutherford, D.Sc., LL.D., 

F. R.S. Chemistry: H. B. Dixon, M.A., F.R.S. Organic 
Chemistry: Arthur Lapworth, D.Sc., F.R.S. Zoology: 
S. J. Hickson, D.Sc., F.R.S. Botany: F. E. Weiss, D.Sc. 
Gryptogamic Botany : W. H. Lang, M.B., D.Sc., F.R.S. 
Physiology: W. Stirling, M.D., LL.D., D.Sc. Clinical 
Medicine: E. S. Reynolds, M.D., B.Sc., F.R.O.P. Anatomy: 

G. Elliot Smith, M.A., M.D., F.lt.C.P., F.R.S. Materia 

Medica : R. B. Wild, M.D. Public Health and Bacterio¬ 
logy : A. S. Delrpine. M.B., C M., M.Sc. Pathology: H. R. 
Dean, M.A., D.M., B.Ch., F.R C.P. Systematic Medicine : 
George R. Murray, M.A., M.D. Systematic Surgery : J. W. 
Smith, M.B., C.M., F.R.C.S. Clinical Surgery: William 
Thorburn. B.Sc., M.D., B.S., F.R.C.S. Obstetrics and 
Gynaecology: Archibald Donald, M.A., M.D., F.R.C.P. 

ForensicMedicine: William Sellers, M.D., M.R.C.S., D.P.H. 

Communications should be addressed to the Registrar, 
The University, Manchester. 

Scholarships , Fellowships, and Prizes. —At this Uni¬ 
versity there are 22 Foundation Scholarships, 12 Exhibi¬ 
tions, five being for subjects connected with medical 
study, a Surgical Prize, a Fellowship, Research Fellow¬ 
ships in Public Health, and Honorary Research Fellow¬ 
ships. 13 Scholarships are Entrance Scholarships, one is 
Medical, and there are one each for Surgery, Biology, 
Physiology, and Diseases of Children, and one General 
Medical and Surgical. Three of the Exhibitions are for 
Physiology, one for Anatomy, and one for French and 
German. The Surgical Prize, named “The Dumville,” is 
awarded on the results of the Final Examination in Surgery 
in the Summer Terra, £15. The Leech Fellowship (£100) 
is for the encouragement of study and research, and is 
open to persons who have graduated M.B., Ch.B. in the 
University not more than 18 months previously. The 
Honorary Research Fellowships, tenable for two years, 
conferring the right of free use of the laboratories, are 
awarded generally in October on application, with evidence 
of capacity for independent investigation. 

There are many entrance scholarships, the examinations 
for which are held in the month of May. Full particulars 
can be obtained from the Dean. 
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The Medical School. —This medical school is located in a 
large building, which forms a part of the University. It is 
provided with large dissectine-rooms, physiological labora¬ 
tories, private laboratories, and work-rooms, besides lecture- 
rooms, a museum, and a library. In order to give the 
fullest possible opportunities for teaching and investiga¬ 
tion in the departments of Anatomy, Physiology, Pathology, 
and Materia Medica, a large extension of the school buildings 
was made in 1895. A special laboratory, under the charge of 
Dr. T. Graham lirown, is equipped for experimental work on 
the central nervous system. In the pathological laboratories 
ample provision is made for the teaching of pathology and 
bacteriology and for the prosecution of original research. 
The Helen Swindells Laboratory, under the charge of Dr. 
Powell White, is specially equipped for cancer research and 
investigation in general pathology. In the public health 
department, which is lodged in a separate institute in York 
Place, near the Royal Infirmary, suitable laboratory accom¬ 
modation is provided for the study of sanitary chemistry, 
physics, and practical bacteriology in the departments of 
chemistry and physics and in that of pathology. 

Clinical Studies. —The clinical and practical depart¬ 
ments of medical study are taught partly in the Medical 
School and partly in the Royal Infirmary and St. Mary's 
Hospitals for Women and Children, as well as iD a fever 
hospital, a lunatic asylum, and a convalescent home. 
Medical and Surgical Clinical Classes are conducted in the 
Infirmary, which together with the associated hospitals at 
Cheadle contains 1158 beds, and separate instruction is 
afforded in the elements of Medical and Surgical Physical 
Diagnosis, in Obstetric Medicine, Ophthalmic Surgery, and 
Pathological Anatomy by the different members of the staff 
of the Medical School and Infirmary. 

Clinical Instruction. —The Manchester Royal In- 
tirmary. —The new Royal Infirmary has been built on the 
pavilion system, near the University, between the recently 
enlarged Eye Hospital and the new St. Mary’s Hospital 
for Women and Children, and has accommodation for 836 
including 422 temporary military beds). Excluding mili¬ 
tary beds, 46 are allotted to the Special and Emergency 
Departments; the 360 remaining beds are allocated as 
follows: 120 for medical practice and 240 for surgical 
practice (144 for men and 96 for women and children). 
The medical side consists of five units, each unit having 
a testing room for the scientific investigation of morbid 
products and a class-room. The surgical beds are also 
arranged in five units, each unit having its own operation 
theatre, with anaesthetising, recovery, sterilising, testing, 
and apparatus rooms, and its own class-room attached. 
Of these units all are occupied. The fine educational 
block provides very handsomely for the wants and comforts 
of the students, there being separate suites of rooms for 
the men and the women, and also a large common reading 
room, a lecture theatre, and a museum. The present 
annual average number of in-patients is 10,000, of out- 
and home-patients 32,000, and the list of casualties in 
the accident room has averaged 22,000 per annum. About 
8000 operations are performed annually in the operation 
theatres. Associated with the infirmary are: (1) the Con¬ 
valescent Hospital at Cheadle, containing 136 beds ; (2) the 
Royal Lunatic Hospital at Cheadle, accommodating with its 
branches 430 patients; and (3) the Central Branch in 
the city for casualty and out-patient work, and 60 temporary 
military beds. The Associated Hospitals thus contain 1402 
beds and are under the same management. Women students 
are admitted to the practice of the Infirmary on the same 
terms as men. 

Fees. —Medical Practice : Three months, 5 guineas ; six 
months, 8 guineas; 12 months, 12 guineas; full period 
required by the Examining Boards, 42 guineas. 

Two Entrance Scholarships in Medicine of the value of 
XI00 each are offered annually by the Council of the 
Manchester University and the Medical Board of the Man¬ 
chester Royal Infirmary for proficiency in Arts and Science 
subjects respectively. Other scholarships and prizes are in 
the College Syllabus. Numerous annual appointments and 
junior appointments may be held by those who have attended 
the practice of the Infirmary. 

Staff. Consulting Physicians: Dr. Graham Steel], Dr. 
Judson S. Bury, and Dr, A. T. Wilkinson. Physicians : Dr. 
E. S. Reynolds, Dr. G. R. Murray, Dr. R. T. Williamson, 


Dr. E. M. Brockbank, and Dr. E. N. Cunliffe. Assistant 
Physicians: Dr. F. Craven Moore, Dr. A. Ramsbottom, 
Dr. E. B. Leech, Dr. F. E. Tylecote, and Dr. 
C. E. Melland. Professor of Pathology: Dr. H. R. 
Dean. Pathologist : Dr. W. B. Anderton. Consulting 
Surgeons: Mr. F. A. Southam and Mr. G. A. Wright. 
Surgeons : Mr. W. Thorbum. Mr. J. W. Smith, Mr. A. H. 
Burgess, Mr. J. H. Ray, and Mr. E. D. Tellord. Assistant 
Surgeons: Mr. C. Roberts, Mr. P. R. Wrigley, Mr. H. H. 
Rayner, Mr. W. H. Hey, and Mr. J. P. Buckley. Anaes¬ 
thetist : Mr. Alexander Wilson. Consulting Obstetric Phy¬ 
sician : Dr. Lloyd Roberts. Gynaecological Surgeon : Dr. A. 
Donald. Assistant Gynecological Surgeon: Dr. W. E. 
Fothergill. Ophthalmic Surgeon : Dr. A. Hill Griffith. 
Aural Surgeon : Sir William Milligan. Assistant Aural 
Surgeon : Mr. F. H. Westmacott. Consulting Dental 
Surgeon : Mr. W. A. Hooton. Dental Surgeon : Mr. E. G. 
Long. Dean: Dr. E. M. Brockbank. Resident Medical 
Officer: Dr. W. J. Reid. Resident Surgical Officer: Mr. G. B. 
Warburton. Pathological Registrar: Dr. W. B. Anderton. 
Medical Registrar: Dr. D. T. Harris. Surgical Registrar: 
Mr. Howard Buck. Director of the Clinical Laboratory: 
Dr. G. E. Loveday. Assistant Director of the Clinical 
Laboratory: Miss Hilda K. Brade. Anaesthetists : Mr. S. R. 
Wilson, Mr. Edward Moir, Mr. E. Falkner Hill, Mr. T. 
Coogan, Mr. G. Benton, and Miss Mabel E. May. Assistant 
Medical Officers: Dr. Core, Dr. C. E. Lea, and Dr. J. F. 
Ward. Assistant Surgical Officers: Mr. W. R. Douglas, Mr. 
E. E. Hughes, and Mr. Howard Buck. Surgical Tutor : Mr. 
W. R. Douglas. Medical Officer for Home Patients: Dr. 
George Ashton. Medical Officer for Radiography and 
Electricity Department: Dr. A. E. Barclay. Resident 
Medical Officer of the Convalescent Hospital, Cheadle: 
Dr. T. A. Black. Resident Superintendent of the Royal 
Lunatic Hospital at Cheadle: Mr. W. Scowcroft. Medical 
Officer, Central Branch: Mr. J. S. Chorlton. General 
Superintendent and Secretary: Mr. F. G. Hazell. 

Manchester Children’s Hospital, Pendlebury, Gart 
side-street, Manchester, and St. Anne's-on-the-Sea.—The 
hospital contains 188 beds and 24 in the Convalescent Home, 
St. Anne’s-on-the-Sea. The medical staff visit the hospital 
daily at 10 a.m. Clinical instruction is given by the medical 
staff at the Hospital and Dispensary. Out-patients are 
seen daily at 9 A.M. at the new Out-patient Department, 
Gartside-street, Manchester. Consulting Physician : Dr. 
Hutton. Physicians : Dr. Heywood, Dr. Lapage, and Dr. 
Ashby. Surgeons: Mr. C. Roberts, Mr. H. H. Rayner, and 
Mr. John Morley. Honorary Consulting Surgeons: Mr. 
G. A. Wright and Mr. J. Howson Ray. Honorary Consulting 
Aural Surgeon : Mr. F. H. Westmacott. Surgeon for Throat, 
Nose, and Ear Diseases : Mr. Arnold Jones. Honorary 
Ophthalmic Surgeon : Mr. J. Gray Clegg. Pathologist: Mr. 
A. H. Miller. Ansesthetists: Mr. E. Moir and Mr. S. R. 
Wilson. Honorary Dental Surgeon : Mr. E. A. T. Green. 
Resident Medical Officers: Miss Nesta Perry and 
Miss D. Potts. Medical Officers at the Dispensary: 
Mr. S. N. Mitra, Mr. K. B. Pinson, and Mr. A. W. 
Walsh. Medical Officer, X Ray Department; Dr. W. J. S. 
Bythell. During 1915 there were 2719 in-patients, and 
25,101 new out-patients were under treatment at the Dis¬ 
pensary, and there were 96.275 attendances made by out¬ 
patients. Secretary: Mr. W. M. Humphry. 

The Manchester Northern Hospital for Women 
and Children, Park-place, Cheetham Hill-road, Man¬ 
chester.—The hospital contains 70 beds. Out-patients 
arc seen daily from 8.30 to 10 a.m. Honorary Con¬ 
sulting Physicians: Dr. W. N. Maccall, Dr, T. C. Ilailton, 
and Dr, J. J. Cox. Honorary Consulting Surgeons: Mr. 
Frederick A. Southam and Dr. A. W. W. Lea. Honorary 
Physician for Women: Dr. T. Arthur Helme. Honorary 
Surgeon for Women: Dr. G. W. Fitz-Gerald. Honorary 
Physicians for Children : Dr. A. A. Mumford, Dr. A. C. 
Sturrock, and Dr. C. Chisholm. Honorary Assistant Sur¬ 
geon for Women : Dr. D. Dougal. Honorary Surgeon for 
Children : Mr. R. Ollerenshaw. Honoiary Ophthalmic 
Surgeon: Dr. H. H. McNabb. Honorary Anaesthetists: 
Mr. G. A. Barrow, Dr. C. H. Lee, and Dr. D. H. 
Paul. Honorary Clinical Pathologist : Dr. J. Staveley- 
Dick. Pathologist: Dr. A. H. Miller. Assistant Medical 
Officers: Mr. It. W. Walsh and Dr. R. C. Holt. House 
Surgeon • CTemporari'y filled). 
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UNIVERSITY OF LEEDS. 

Four degrees in Medicine and Surgery are conferred—viz. : 
Bachelor of Medicine and Bachelor of Surgery (M.B. and 
Oh.B.), Doctor of Medicine (M.D.), Master of Surgery 
(Ch.M.), also Degrees and Diplomas in Dental Surgery and 
Diploma in Public Health. A Diploma in Psychological 
Medicine is also granted. 

Degrees of Bachelor of Medicine and Bachelor of Surgery. — 
Candidates for the degrees of Bachelor of Medicine and of 
Surgery are required to present certificates showing that 
they will have attained the age of 21 years on the day 
of graduation, and have attended courses of instruction 
approved by the University extending over not less than 
five years, two of such years at least having been passed in 
the University subsequently to the date of passing the First 
Examination. Candidates must also satisfy the examiners 
in the several subjects of the following examinations 
entitled respectively: the Matriculation Examination, or 
such other examination as may have been recognised 
by the Joint Matriculation Board in its stead ; the First 
Examination; the Second Examination; and the Final 
Examination. 

The First Examination. —The First Examination consists 
of: Part I., Physics and Chemistry; Part II., Biology. 
Candidates will be allowed to pass the two parts separately. 

The Second Examination. —The Second Examination con¬ 
sists of : Part I., Anatomy and Physiology ; Part II., Materia 
Medioa and Pharmacy. Candidates will be allowed to pass 
the two parts separately. 

The Fennl Examination. —The Final Examination consists 
of: Part I., Pathology and Bacteriology. Part II., Forensic 
Medicine and Public Health. Part III., Medicine: Sys¬ 
tematic and Clinical, including Mental Diseases and Diseases 
of Children ; Surgery: Systematic, Clinical, and Practical ; 
Obstetrics, and Gynaecology: Systematic, Clinical, and 
Practical ; Pharmacology and Therapeutics. Candidates 
will be allowed to pass Parts II. and III. separately or 
together, and they may present themselves for examination 
in Part I. at the end of the tenth term. 

Degree of Doctor of Medicine. —Candidates are not eligible 
for the degree of Doctor of Medicine or Master of Surgery 
unless they have previously received the degrees of Bachelor 
of Medicine and Bachelor of Surgery and at least one year 
has elapsed since they passed the examination for those 
degrees. Candidates for the degree of Doctor of Medicine are 
required to present a dissertation and, if the dissertation be 
accepted, to pass an examination. 

Professors—Physics: W. Bragg, M.A., F.R.S. Chemistry: 
A. Smithells, B.Sc., F.R.S. Organic Chemistry: J. B. 
Cohen. B.Sc., Ph.D., F.R.S. Zoology: IV. Garstang, M.A , 
D.Sc. Botany : J. H. Priestley. Anatomy : J. K. Jamieson, 
M.B., C.M. Physiology and Histology: De Burgh Birch, 
M.D., C.M., F.R.S E. Pathology: A. S. Leyton, M.A., 
M.D., Sc.D., F.R.O.P., D.P.H. Clinical Medicine: A. G, 
Barrs. M.D., F.R.C.P. Medicine: T. W. Griffith, M.D., 
F'.lt.C.P. Surgery : R. L Knaggs, M.A., M.D., M C., F.R.C.S. 
Clinical Surgery: Sir B. G. A. Moynihan, M.S., F.R.C.S. 
Obstetrics: J. B. Heilier, M.D. Public Health: W. Angus, 
M.D., D.P.H. (Acting Professor). Therapeutics: H. J. 
Campbell. M.D., F.R.C.P. Forensic Medicine: F. IV. 
Flurich, M.D., C.M. Mental Diseases: J. S. Bolton. M.D., 
D.Sc., F.R.C.P. 

Information concerning scholarships and prizes can be 
obtained from the Dean of the Medical School. 

Clinical Instruction. — The Leeds General Infirmary, 
in connexion with this medical faculty, has accommoda¬ 
tion for 520 in-patients, including 88 beds at branch 
hospitals in the country. During the last year 9319 
in-patients and 41,183 out-patients were treated. Clinical 
teaching takes place daily in the wards, and Clinical 
lectures are given in Medicine and Surgery by the Physicians 
and Surgeons. There are Medical, Surgical, Ophthalmic, 
Aural, Electro-therapeutic, and Radiographic Depart¬ 
ments, in each of which special instruction is im¬ 
parted to »t idents. A Gynecological and Extern Obstetric 
Department, in which there were 410 confinements, 
together with Laryngeal and Skin Clinics, are in operation. 
Several valuable prizes are given at the end of each session. 
Numerous appointments at the Infirmary are annually open 
to students after qualification. 

Staff of Leeds General Infirmary. —Consulting Physicians : 
Sir Thomas Clifford Allbutt, K.C.B., Dr. John E. Eddison, 


Dr. Charles M. Chadwick, and Dr. Alfred George Barrs. 
Consulting Surgeons : Mr. Thomas JYidgin Teale, Mr. A. W. 
Mayo Robson, Mr. Edward Ward, and Mr. Harry Littlewood. 
Physicians : Dr. Thomas Churton, Dr. T. Wardrop 
Griffith, and Dr. W. H. Maxwell Telling. Surgeons: Mr. 
R. Lawford Knaggs, Sir Berkeley Moynihan, Mr. Walter 
Thompson, and Mr. J. Faulkner Dobson. Ophthalmic 
Surgeons : Mr. H. Seeker Walker and Mr. A. L. Whitehead. 
Ear, Nose, and Throat Surgeons: Mr. G. Constable Hayes 
and Mr. E. W. Bain. Obstetric Physician : Dr. J. B. Heilier. 
Assistant Physicians: Dr. Geo. W. Watson, Dr. R. A. 
Vealc, and Dr. C. W. Vining. Assistant Surgeons : Mr. 
II. Collinson, Mr. L. R. Braithwaite, Mr. J. A. Coupiand, and 
Mr. S. W. Daw. Pathologist: Dr. A. S. Leyton. Dental 
Surgeon: Mr. J. B. Hordern. Director of the Electro- 
Therapeutic Department: Mr. L. A. Rowden. Clinical 
Pathologist: Mr. M. J. Stewart. Assistant Clinical 
Pathologist: (Vacant). Medical Tutor: Dr. J. Le F. C. 
Burrow. Surgical Tutor : Mr. A. Richardson. Anaesthetists : 
Dr. Douglas Seaton, Dr. S. T. Rowling, Dr. F. Whalley, 
Dr. Macvean, Dr. F. Marshall Greaves, Dr. A. K. Hutton, 
Dr. C. T. Matthews, Dr. W. Maxwell Munby. Dr. R. H. B. 
Adamson, and Dr. C. E. Dawson. General Manager: Mr. 
Fred. J. Bray. 


UNIVERSITY OF SHEFFIELD. 

The Degrees in the Faculty of Medicine are Bachelor 
of Medicine and Bachelor of Surgery (M.B., Ch.B.), Doctor 
of Medicine (M.D.), and Master of Surgery (Ch.M.). The 
courses and degrees in the Faculty of Medicine are open to 
men and women alike. 

Candidates for a medical degree shall have matriculated in 
the University or have passed such other examination as 
may be recognised for this purpose by the University and 
sanctioned by the Joint Matriculation Board. 

A candidate for the degrees of M.B., Ch.B., shall produce 
certificates that he will have attained the age of 21 years on 
the day of graduation ; that he has pursued the courses of 
study required by the University regulations during a period 
of not less than five years subsequently to the date of his 
matriculation, three of such years at least having been 
passed in the University, one at least being subsequent to 
the passing of the First Examination. 

Degrees of Bachelor of Medicine and Bachelor of Surgery. 

The First Examination. —The subjects of the examination 
are Chemistry, Physics, and Biology. The Intermediate 
B.Sc. Examination in these subjects will, on payment 
of the required additional fee, be accepted instead of 
this examination. Candidates must, after matriculation 
and registration as medical students, have attended courses 
of instruction (lectures and laboratory work) in chemistry, 
physics, and biology for one year each. 

The Second Examination. —The subjects of the examination 
are Anatomy and Physiology. 

The Third Examination. —The subjects of the examina¬ 
tion are Pathology and Pharmacology. A candidate entering 
for the first, second, or third examination, who shall pass 
creditably in one subject of either examination and obtain a 
certain minimum of marks in the other, may enter for such 
other subject separately iu a subsequent examination. Candi¬ 
dates must have completed the fourth year of professional 
study. 

The Final Examination. —The subjects of the examination 
are Medicine (including Forensic Medicine, Public Health, 
Mental Diseases, and Diseases of Children) ; Surgery; and 
Obstetrics (including Gymecology). Candidates must 
satisfy the examiners in all subjects at the same examina¬ 
tion. Candidates must have completed the fifth year of 
professional study. 

Degree of Doctor of Medicine. —Candidates for the degree 
of Doctor of Medicine must have passed the examination for 
the degrees of M.B., Ch.B. at least one year previously, must 
present a thesis embodying observations in some subject 
approved by the professor of medicine, and must pass an 
examination in the Principles and Practice of Medicine. 

Degree of Master of Surgery. Candidates for the degree of 
Ch.M. must have passed the examination for the degrees of 
M.Ii., Ch.B. at least one year previously, and must, since 
taking the degrees of M.B., Ch.B., have held for not less 
than six months a surgical appointment in a public hospital 
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or other public institution, affording full opportunity for the 
study of Practical Surgery. 

The subjects of examination are Systematic, Clinical, and 
Operative Surgery, Surgical Anatomy, Surgical Pathology, 
and Bacteriology. 

Professors—Physics : W. M. Hicks, Sc.D., F.R.S. 
Chemistry: W. Palmer Wynne, D.Sc., F.R.S. Biology: 
Alfred Denny, M.Sc., F.L.S. Anatomy: C. J. Patten, 
M.A., M.D., Sc.D. Physiology: J. B. Leathes, M.B., 
F.R.S. Medicine: A. J. Hall, M.A., M.D., F.R.C.P. 
Surgery: Sinclair White, M.D., M.Ch., F.R.C.S. Patho¬ 
logy: J. Sholto C. Douglas, M.A., M.D. Midwifery: 
P. E. Barber, B.A., M.R.C.S., L.R.C.P. Public Health: 
H. Scurfield, M.D., D.P. H. Dean of the Medical Faculty : 
J. B. Leathes, M.B., F.R.S. 

Scholarships, $ 0 .— At this University, in addition to four 
Edgar Allen scholarships of £100 a year for three years, 
holders of which can take the courses in the Faculty of 
Medicine, there are 8 scholarships and a Town Trust Fellow¬ 
ship. Full particulars as to curriculum, scholarships, &c., 
may be had on application to the Registrar or to the Dean 
of the Medical Faculty. 

The Medical School. —The new buildings of the University 
opened in 1905 are situated at the west end of the city, 
adjoining Weston Park, and the Medical Department occupies 
the entire north wing of the University quadrangle. The 
various athletic and other students’ societies are under the 
management of a Students’ Representative Council, elected 
annually. There are large and comfortable common rooms 
both for men and women students. A refectory is open daily 
at the University where students may obtain refreshments, 
lunch, dinner, &c., at extremely moderate prices. The 
University journal, Floreamus, edited by a committee of 
staff and students, is published each term. The University 
Hostel, Ashgate-road, is recognised by the Senate as a resi¬ 
dence for women students, full particulars of which may be 
obtained of the tutor for women students. 

Clinical Instruction. —The University is within easy reach 
of the various hospitals with which it is connected for 
clinical purposes. These are as follows : The Royal Infir¬ 
mary, containing 320 beds, with an annual average number 
of over 3800 in-patients, over 11,500 out-patients, and over 
23,000 casualties ; the Royal Hospital, with 191 beds, and an 
annual number of 3000 in-patients, over 20,000 out-patients, 
and nearly 20,000 casualties; and the Jessop Hospital for 
Diseases of Women, with 80 beds, about 750 in-patients, and 
over 3000 out-patients ; also a Maternity department, with 
about 450 in-patients per annum and about 700 out-patient 
cases attended. Special courses on Fevers are held at the 
City Fever Hospitals (570 beds) and on Mental Diseases at 
the South Yorkshire Asylum (1610 beds). For purposes of 
clinical practice the practices of the Royal Infirmary and 
Royal Hospital are amalgamated, giving a total of 511 beds 
for the treatment of medical, surgical, and special cases. 
There are special departments for the treatment of Diseases 
of the Eye at each institution, with wards assigned to them. 
In addition to these the Royal Infirmary has special depart¬ 
ments for the treatment of Diseases of the Skin and Ear, 
with beds assigned to them, whilst at the Royal Hospital 
there are special out-patient departments for Diseases of 
the Throat, Ear, Skin, Orthopedics, and Mental Diseases. 
During the last year over 6000 patients passed through the 
wards of the two institutions, while those attending as out¬ 
patients numbered over 45,000. The department of Path¬ 
ology and Bacteriology in the University is fitted with 
every requirement for the most advanced w r ork in these 
subjects. 

Fees. —The Composition Fees are as follows: A. for Uni¬ 
versity Lectures and Practical Classes, £80 ; B, for Clinical 
Hospital Practice, £49 17s. 6d. These two composition fees 
entitle the student to attendance on all the Lectures, 
Laboratory Classes, and Hospital practice (except Pharmacy) 
required for a Medical and Surgical Degree in the University 
or for the ordinary qualifying examinations of the various 
Examining Boards. The composition fees do not cover the 
cost of apparatus, instruments, parts for dissection in 
anatomy, &c., all of which must be provided by the student 
when and as required. The fees are payable in instalments 
oxtending over the five years of the curriculum. 

Staff of the Royal Infirmary , Sheffield. —Physicians: Dr. 
W. S. Porter, Dr. A. E. Barnes, and Dr. A. G. Yates. Sur¬ 
geons : Professor Sinclair White, Mr. Arthur Connell, and 


Mr. Archibald Cuff. Assistant Surgeons : Mr. Ernest Finch 
and Mr. T. B. Mouat. Dermatologist: Dr. Rupert Hallam. 
Honorary Pathologist: Professor J. Sholto C. Douglas. 
Medical Officer to the Ear and Throat Department : Mr. 
W. S. Kerr. Ophthalmic Surgeon: Mr. G. H. Pooley. 
Medical Registrar: Dr. W. W. King. Medical Officer in 
Charge of Electrical Department: Dr. Rupert Hallam. 
Anaesthetists: Dr. W. D. Mart, Dr. W. Sneddon, and Dr. 
T. Robertson. Clinical Pathologist: Dr. W. W. King. 
Honorary Secretary to the Medical and Surgical Staff : Mr. 
W. S. Kerr. Secretary to the Infirmary : Jno. W. Barnes. 

Staff of the Sheffield Royal Hospital. —Physicians : Pro¬ 
fessor Arthur Hall and Dr. A. E. Naish. Surgeons: Mr. 
Graham Simpson and Mr. Garrick Wilson. Assistant 
Physician : Dr. Herbert Henry. Assistant Surgeons: Mr. 
Ferguson Wilson and Mr. Vincent Townrow. Ophthalmic 
Surgeon : Dr. Percival J. Hay. Assistant Ophthalmic 
Surgeon: Mr. Herbert Emmerson. Aural Surgeon: Dr. 
George Wilkinson. Physician for Mental Diseases : Mr. 
Gilbert E. Mould. Medical Officer to the Electrical Depart¬ 
ment: Dr. W. Harwood Nutt. Physician for Skin Diseases: 
Dr. E. F. Skinner. Anaesthetists: Mr. Herbert Hallam, 
Dr. C. Graham Murray, Dr. R. G. Abercrombie, Dr. Vernon 
Favell, and Mr. J. B. H. Holroyd. Pathologist: Professor 
J. Sholto C. Douglas. Honorary Secretary to the Medical 
and Surgical Staff : Mr. Graham Simpson ( [pro tern.). Dental 
Surgeons : Mr. F. G. Mordaunt, Mr. H. J. Morris, Mr. P. S. 
Stokes, and Mr. H. J. Stoner. Assistant Dental Surgeons : 
Mr. R. Cecil Webster, Mr. F. W. Goodwin, Mr. J. H. 
Skerritt, Mr. W. Skerritt, and Mr. Frank C. Harrison. 
Honorary Secretary to the Dental Staff : (Vacant). 


UNIVERSITY OF BRISTOL. 

In the Faculty of Medicine there are the following 
degrees:—Bachelor of Medicine and Bachelor of Surgery 
(M.B. and Ch.B.), Doctor of Medicine (M.D.), Master of 
Surgery (Ch.M.), Bachelor of Dental Surgery (B.D.S.), and 
Master of Dental Surgery (M.D.S.). There are also the 
following diplomas: Diploma in Public Health (D.P.H.). 
Diploma in Dental Surgery (L.D.S.), and Diploma in 
Veterinary State Medicine. 

All candidates for degrees in Medicine, Surgery, and 
Dentistry are required to pass an examination called the 
Matriculation Examination, which must include Latin, or to 
pass such examination as may be regarded as equivalent by 
the Senate. All courses, degrees, and diplomas are open to 
men and women alike. 

Conjoined Degrees of Bachelor of Medicine and Bachelor of 
Surgery. —Candidates shall be not less than 21 years of age 
and shall have pursued the courses prescribed by University 
Regulations during not less than five and a half years, of 
which three shall have been passed in the University, and 
two of these three subsequent to pass in the second 
examination. All candidates for the degrees of M.B., Ch.B., 
are required to satisfy the examiners in the several subjects 
of three examinations : the First Examination, the Second 
Examination, and the Final Examination. 

The First Examination .—The subjects of examination are: 
Chemistry (Inorganic), Physics, and Biology, the courses 
pursued being those for the time being approved for the 
intermediate part of the B.Sc. curriculum. This part of the 
curriculum shall extend over one year. 

The Second Examination. —The subjects of examination are : 
Organic Chemistry ^nd Elementary Anatomy (Part I.) and 
Advanced Anatomy and Physiology (Part II.). Parts I. and 
II. may be passed separately or together. 

The Final Examination. —The subjects of examination are : 
Materia Medica and Pharmacy, Pharmacology and Thera¬ 
peutics, General Pathology, Morbid Anatomy, and Bacterio¬ 
logy (Part I.); Special Pathology, Forensic Medicine, 
Toxicology, and Public Health, Obstetrics (including 
Diseases of Women), Surgery (Systematic, Clinical, Prac¬ 
tical, and Operative), Medicine (Systematic, Clinical, and 
Practical, including Mental Diseases)(Part II.). Candidates 
may pass I. and II. together, or separately, and Forensic 
Medicine and Toxicology may, at the option of the candi¬ 
date, be taken either with Part I. or Part II. 

Deyree of Doctor of Medicine. —Candidates shall be 
Bachelors of the University of not less than two years’ 
standing as such and may elect either (1) to pass an exami¬ 
nation in General Medicine, or (2) to pass an examination in 
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State Medicine, or (3) to present a Dissertation. The candi¬ 
date who elects to pass the examination in State Medicine 
must hold a diploma in Public Health of some University or 
College, and the candidate who elects to present a 
Dissertation may be examined in the subject thereof. 

Degree of Master of Surgery. —Candidates shall bo Bachelors 
of not less than two years as such, during which period they 
shall have attended the Surgical Practice of an institution 
approved for the purpose. They shall pass an examination 
in Surgical Anatomy, Pathology, and Bacteriology, and 
Operative, Clinical, and General Surgery, and present to the 
University a Dissertation on some subject of Surgery. 

Professors—Chemistry: Francis Francis, D.Sc., Ph.D. 
Anatomy: Edward Fawcett, M.D., C.M. (Dean of the 
Faculty of Medicine). Physiology : A. F. Stanley Kent, 
M.A., D.Sc. Pathology: I. Walker Hall, M.D., C.M. 
Obstetrics : W C. Swayne, M.D., B.S. Surgery : C. A. 
Morton, F.R.O.S., and James Swain, M.D., F.R.C.S. 
Medicine: F. H. Edgeworth, M.D., B.C., D.Sc., and J. 
Michell Clarke, M.D., LL.D., F.R.C.P. 

Clinical Instruction. —The allied hospitals (Bristol Royal 
Infirmary and Bristol General Hospital) have between them 
about 600 beds and extensive out-patient departments, special 
clinics for Diseases of Women and Children and those of 
the Eye, Throat, and Ear, in addition to large and well- 
equipped departments for Dental work and large outdoor 
Maternity Departments. 

At each of these institutions there are well-arraDged 
pathological museums, post-mortem rooms, and laboratories 
for Morbid Anatomy. There are also laboratories for work 
in Clinical Pathology, Bacteriology, and Cytology, in which 
special instruction is given in these subjects. Departments 
are provided and well-equipped for X ray work, both for 
diagnosis and treatment, the various forms of Electrical 
treatment, including High Frequency Currents, Electric 
Baths, Finsen Light treatment, and Massage. 

The students of the school also attend the practice of 
the Royal Hospital for Sick Children and Women, con¬ 
taining 140 beds, and that of the Bristol Eye Hospital, 
with 40 beds. The total number of beds available for clinical 
instruction is therefore about 750. 

Staff of ths Bristol Royal Infirmary. —Honorary and Con¬ 
sulting Physicians: Dr. R. Shingleton Smith, Dr. H. Waldo, 
and Dr. J. E. Shaw. Honorary and Consulting Surgeons: 
Mr. E. C. Board, Mr. W. H. Harsant, Mr. A. \V. Prichard, 
Mr. G. Munro Smith, and Mr. J. Paul Bush. Honorary and 
Consulting Ophthalmic Surgeon: Mr. F. Richardson Cross. 
Honorary Physicians: Dr. A. B. Prowse, Dr. F. H. Edge- 
worth, Dr. J. A. Nixon (Dean of the Faculty of the Royal 
Infirmary), and Dr. J. R. Charles. Honorary Surgeons : Dr. 
J. Swain, Mr. T. Carwardine, Mr. H. F. Mole, and Mr. C. F. 
Walters. Honorary Ophthalmic Surgeon: Mr. E. H. E. 
Stack. Honorary Obstetric Physician : Dr. Walter Swayne. 
Honorary Dental Surgeon : Mr. W. R. Ackland. Honorary 
Physician to the Nose and Throat Department: Dr. 
P. Watson Williams. Honorary Assistant Physicians : Dr. 
J. M. Fortescuc-Brickdale and Dr. Richard Clarke. Honorary 
Assistant Surgeons: Mr. A. Rendle Short and Mr. H. 
Chitty. Honorary Assistant Dental Surgeon : Mr. F. C. 
Nichols. Pathologist : Dr. I. Walker Hall. Honorary 
Demonstrator of Morbid Anatomy : Dr. J. J. S. Lucas. 
Assistant Pathologist : Dr. J. R. Kay-Mouatt. Honorary 
Anaesthetist: Mr. A. L. Flemming. Honorary Assistant 
Anaesthetists : Mr. S. V. Stock, Mr. Leonard .Moore, and 
Mr. B. C. Eskell. Honorary Skiagraphist: Mr. James Taylor. 

Staff of the Bristol General Hospital. —Honorary and 
Consulting Physicians: Dr. A. J. Harrison and Dr. 
J. Barclay Baron. Honorary and Consulting Surgeons : Mr. 
George F. Atchley, Mr. Nelson C. Dobson, Mr. F. Poole 
Lansdown, Mr. Chas. F. Pickering, and Mr. H. Greville 
Kyle. Physicians : Dr. J. Michell Clarke (Dean of the 
Faculty of the Bristol General Hospital), Dr. George 
Parker, and Dr. J. 0. Symes. Surgeons: Mr. C. A. 
Morton, Mr. R. G. Poole Lansdown, Mr. J. Lacy Firth, 
and Mr. E. W. Hey Groves. Physician Accoucheur: Dr. 
W. H. C. Newnham. Physician to Department for Diseases 
of the Skin : Dr. W. Kenneth Wills. Physician in Charge 
of Out-patients: Dr. N. Neild. Surgeon to the Throat 
and Nose: Mr. A. J. Wright. Surgeon to the Ear : Mr. J. 
Lacy Firth. Ophthalmic Surgeon : Mr. Cyril H. Walker. 
Assistant Physicians i Dr. Newman Neild and Dr. Carey 
F. Coombs. Assistant Surgeon : Mr. C. A. Moore. Assistant 


Physician Accoucheur, with charge of Out-patients : Mr. 
D. C. Rayner. Anesthetists: Dr. J. Freeman and Dr. 
Hedley Hill. Dental Surgeon: Mr. E. A. G. Dowling. 
Assistant Dental Surgeon : Mr. H. J. Wyatt. Pathologist: 
Mr. G. Scott Williamson. Assistant Anaesthetist,: Dr. C. 
Corfield. Curator of Museum : Mr. G. Scott Williamson. 
Electrical Department: Dr. George Parker, Dr. J. Ellington 
Jones. Skiagraphist: Dr. F. G. Bergin. 

Further information as to scholarships, curricula, and fees 
can be obtained from the Dean of the Faculty of Medicine 
or the Registrar of the University. 


UNIVERSITY OF WALES. 

This University has the privilege of granting degrees 
in Medicine and Diplomas in Public Health. At the three 
constituent Colleges of Aberystwyth, Bangor, and Cardiff 
there are Professors of Chemistry, Botany, Zoology, and 
Physics, so that the students of the University can obtain 
proper instruction in the ancillary subjects. The founda¬ 
tion of a Medical Faculty has been laid at University 
College, Cardiff, where there is a recognised school of 
medicine. 

University College , Cardiff : Sckool of Medicine. —All 
classes are open to both men and women students who may 
spend three or four out of their five years of medical study 
at Cardiff. The courses of instruction given at Cardiff are 
recognised as qualifying for the examinations of the 
Universities, Royal Colleges, and other licensing bodiek of 
Great Britain and Ireland, and they are specially adapted to 
meet the needs of those University students studying 
for Cambridge and London degrees. Students who are 
preparing for these examinations may compound for 
their courses by paying a fee of £63, while a com¬ 
position fee of £41 10s. includes all the necessary 
courses for the first and second examinations for the 
Diploma of the Conjoint Board. In all cases the com¬ 
position fees may be paid by instalments. Hospital 
instruction is given at the King Edward VII.'s Hospital, 
Cardiff. The attention of students about to matriculate is 
drawn to the numerous entrance scholarships offered for 
competition at University College, Cardiff, in April next, 
most of which may be held by medical students. Full 
particulars of the examination for these may be obtained by 
application to the Registrar. In the department of Public 
Health established in 1899 instruction is given qualifying 
for the D.P.H. examinations. Further information maybe 
obtained from the Dean of the Faculty of Medicine. 

Lecturers. —Physics: Professor A. L. Selby. Chemistry: 
Professor C. M. Thompson. Zoology : Professor W. N. Parker. 
Botany : Professor A. II. Trow. Anatomy : Professor David 
Hepburn. Physiology : Professor J. B. Haycraft. Materia 
Medica and Therapeutics: Dr. W. Mitchell Stevens. 
Pathology and Bacteriology: Professor Emrys-Roberts. 
Hygienic Chemistry : Mr. J. H. Sugden. Public Health and 
Hygiene : Dr. E. Walford and Dr. D. J. Morgan. Midwifery 
(for Midwives) : Dr. E, J. Maclean. Vaccination : Professor 
Emrys-Roberts. 

Clinical Instruction. — King Edward VII. ’s Hospital, 
Cardiff. —Students can attend the practice of this 

Hospital, which contains 311 beds, 104 beds for military 
patients. Founded 1837. In-patients, 2260 ; out-patients, 
13.604. 

Staff. —Consulting Physician : Dr. Herbert Yachell. 
Consulting Surgeon: Dr. T. Wallace. Consulting Dental 
Surgeon : Mr. John C. Oliver. Physicians : Dr. 
Mitchell Stevens and Dr. Cyril Lewis. Surgeons: Mr. 
P. Rhys Griffiths, Mr. William Sheen, and Mr. J. 

Lynn Thomas. Assistant Physicians: Dr. Alfred Howell, 
Dr. Ivor Davies, and Dr. Herbert Evans. Assistant Surgeons : 
Dr. H. G. Cook, Mr. Cornelius A. Griffiths, and Mr. 
William Martin. Ophthalmic Surgeons : Mr. F. P. S. 
Cresswell and Mr. R. Russell Thomas. Assistant Oph¬ 
thalmic Surgeon : Dr. D. Leighton Davies. Gynaeco¬ 
logists : Dr. Ewen J. Maclean and Mr. E. Tenison Collins. 
Ear, Throat, and Nose Surgeon: Dr. D. R. Paterson. 

Pathologists : Mr. H. A. Scholberg and Professor Emrys- 

Roberts. Sanitary Adviser: Dr. E. Walford. Anaesthetists: 
Mr. Frederick W. S. Davies. Assistant Anaesthetists : Mr. 
A. C. Devereux, and Dr. J. Sydney Rowlands. Dental 
Surgeons: Mr. W. Kittow and Mr. Thomas Quinlan. 
Electrical Department : Dr. Owen L. Rhys. Resident 
Medical Officer : Dr. I. A. Razzak. 
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Swansea General anu Eye Hospital and Swansea 
Hospital Convalescent Home. — Hospital, 72 beds ; Con¬ 
valescent Home, 20 beds. Consulting Physicians : Dr. D. A. 
Davies, Dr. John A. Rawlings, and Dr. J. S. H. Roberts. 
Consulting Surgeons: Mr. J. Thomas, Mr. H. A. Latimer, 
and Mr. W. F. Brook. Honorary Consulting Gynaeco¬ 
logist: Dr. It. Nelson Jones. Physicians: Dr. E. Le C. 
Lancaster and Dr. D. E. Evans. Surgeons: Mr. R. C. 
Elsworth, Mr. C. L. Isaac, and Dr. W. L. Griffiths. 
Physician Accoucheur: Dr. F. Knight. Gynaecologist: 
Dr. Edgar Reid. Ophthalmic Surgeons: Dr. Frank G. 
Thomas and Dr. E. Quick. Surgeon to the Throat, Nose, 
and Ear Department : Mr. Alban Evans. Assistant 
Physicians : Dr. A. Clarke Begg and Dr. Urban Marks. 
Assistant Surgeons: Dr. A. W. Cameron and Dr. Trevor 
Evans. Vaccine Therapist: Dr. A. Clarke Begg. Medical 
Officers for Out-door Patients : Dr. A. W. Cameron, Dr. 
Trevor Evans, and Dr. Urban Marks. Surgeon-Dentist: 
Mr. H. J. Thomas. Electro-Therapeutic Officer : Dr. 
D. R. Edwards. Anaesthetists: Dr. H. W. Gabe, Dr. C. 
Evans, and Dr. T. L. Jones. Secretary-Superintendent: 
W. D. Hughes. In-patients, 2130; out-patients, 9839. 


ENGLISH MEDICAL CORPORATIONS 
GRANTING DIPLOMAS. 


EXAMINING BOARD IN ENGLAND BY THE ROYAL 

COLLEGE OF PHYSICIANS OF LONDON AND THE 
ROYAL COLLEGE OF SURGEONS OF ENGLAND. 

Under this heading we give the regulations for the exa¬ 
minations enjoined by the Conjoint Examining Board of the 
Royal Colleges of Physicians of London and Surgeons of 
England and of the Society of Apothecaries upon students 
desiring their respective diplomas of qualification. We do 
not give any list of schools recognised by these bodies as 
eligible to prepare students for their examinations beyond 
mentioning that all the schools which we have already 
described (under the heading of the Universities to which 
they are attached) are recognised as suitable places of 
instruction by the corporations granting medical diplomas. 
The courses of study at the principal colonial medical 
schools are also recognised as qualifying for the examina¬ 
tions of these corporations. 

Any candidate who desires to obtain both the Licence of 
the Royal College of Physicians of London and the diploma 
of Member of the Royal College of Surgeons of England is 
required to complete five years of professional study at 
recognised Medical Schools and Hospitals and to comply 
with the following regulations and to pass the examinations 
hereinafter set forth. Six months of the curriculum may 
be spent in an Institution recognised by the Board for in¬ 
struction in Chemistry, Physics, Practical Chemistry, and 
Biology. 

Professional Examinations.—There are three Examina¬ 
tions, called herein the First Examination, the Second 
Examination, and the Third or Final Examination, 
each being partly written, partly oral, and partly 
practical. These examinations will be held in the 
months of January, April, July, and September or October, 
unless otherwise appointed. Every candidate intending 
to present himself for examination is required to give 
notice in writing to Mr. F. G. Hallett, secretary of the Exa¬ 
mining Board, Examination Hall, Queen-square, Bloomsbury, 
W.C., 14 clear days before the day on which the examination 
commences, transmitting at the same time the required 
certificates. 

The subjects of the First Examination are—Chemistry, 
Physics, Elementary Biology, and Practical Pharmacy. A 
candidate may take this examination in three parts at 
different times (Chemistry and Physics must be taken 
together until the required standard is reached in both or in 
one of these subjects, but a candidate will not be allowed to 
pass in one without obtaining at the same time at least 
half the number of marks required to pass in the 
other). A candidate will be admitted to examina¬ 
tion in Chemistry and Physics, in. Practical Pharmacy, 
and Elementary Biology on producing evidence of having 
passed the required Preliminary Examination and of 
having received instruction in these subjects at a recognised 
institution, but he may take Pharmacy at any time during 


the curriculum. A candidate rejected in one part or 
more of the First Examination will not be admitted 
to re-examination until after the lapse of a period of 
not less than three months from the date of rejection, 
and he will be re-examined in the subject or subjects 
in which he has been rejected. If referred in Chemistry, 
Physics, or Biology he must produce evidence of further 
instruction at a recognised institution. Any candi¬ 
date who shall produce satisfactory evidence of having 
passed an examination for a degree in Medicine on any 
of the subjects of this examination conducted at a university 
in the United Kingdom, in India, or in a British colony will 
be exempt from examination in those subjects in which he 
has passed. 

The fees for admission to the First Examination are as 
follows: For the whole examination, £10 10*. ; for re¬ 
examination after rejection in Parts I. and II., £3 3«. ; and 
for re-examination in each of the other parts, £2 2 s. 

The subjects of the Seoond Examination are Anatomy 
and Physiology. Candidates will be required to pass in 
both subjects at one and the same time. Candidates will 
be admissible to the Second Examination on production of 
the required certificates of professional study. The study of 
Anatomy and Physiology before passing in two of first three 
parts of the First Professional Examination is not recognised. 

A candidate referred on the Second Examination will be 
required, before being admitted to re-examination, to pro¬ 
duce a certificate that he has pursued, to the satisfaction of 
his teachers, in a recognised place of study, his Anatomical 
and Physiological studies during a period of not less 
than three months subsequently to the date of his 
reference. 

The fees for admission to the Second Examination are: 
£10 10s. for the whole examination and £6 6s. for re¬ 
examination after rejection. 

The subjects of the Third or Final Examination are: 
Part I. Medicine, including Medical Anatomy, Pathology, 
Practical Pharmacy, Therapeutics, Forensic Medicine, 
and Public Health. Candidates who have passed in 
Practical Pharmacy at the First Examination will not be 
re-examined in that subiect at the Third Examination. 
Part II. Surgery, including Pathology, Surgical Anatomy, 
and the use of Surgical Appliances. Part III. Midwifery 
and Diseases Peculiar to Women. Candidates may present 
themselves for Parts I., II., and III. of the examination 
separately or together at the expiration of not less than 
two years (24 months) from the date of passing the 
Second Examination, on production of the certificates of 
study required for the respective parts, provided that the 
examination is not completed before the expiration of five 
years from the date of passing the Preliminary Examination. 

The fees for admission to the Third or Final Examination 
are as follows : For the whole examination, £21. Part I. 
For re-examination in Medicine, including Medical Anatomy, 
Pathology, Therapeutics, Forensic Medicine, and Public 
Health, £5 5s. ; for re-examination in Practical Pharmacy 
(if taken at this examination), £2 2s. Part II. For re-exami- 
nation in Surgery, including Pathology, Surgical Anatomy, 
and the use of Surgical Appliances, £5 5s. Part III., For re¬ 
examination in Midwifery and Diseases Peculiar to Women, 
£3 3s. 

A candidate referred on the Third or Final Examina¬ 
tion will not be admitted to re-examination until after 
the lapse of a period of not less than three months 
from the date of rejection and will he required, 
before being admitted to re-examination, to produce a 
certificate, in regard to Medicine and Surgery, of haviDg 
attended the Medical and Surgical Practice, or the Medical 
or Surgical Practice, as the case may be, during the 
period of his reference; and in regard to Midwifery and 
Diseases Peculiar to Women a certificate of having received, 
subsequently to the date of his reference, not less than three 
months' instruction in that subject by a recognised teacher. 

Students of recognised universities in England, Scotland, 
and Ireland, who have passed examinations for a degree in 
Medicine at their universities in the subjects of the First and 
Second Examinations of the Examining Board, may enter 
for the Final Examination at the expiration of two years 
from the date of passing in Anatomy and Physiology, on 
production of the required certificates. 

Members of certain recognised Indian, Colonial, and 
Foreign universities who have passed examinations for the 
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Degree of Doctor or Bachelor of Medicine or Surgery in the 
subjects of the First and Second Examinations of the 
Examining Board may present themselves for the Final 
Examination under special conditions which can be ascer¬ 
tained on application to the Secretary. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON : 

THE MEMBERSHIP ANI) FELLOWSHIP. 

In addition to the diplomas granted by the English Con¬ 
joint Board, the Royal College of Physicians of London and 
the Royal College of Surgeons of England grant honour 
diplomas, which no longer give the right to practise pro¬ 
fessionally if held separately. The Royal College of Phy¬ 
sicians of London has two such diplomas, the Fellowship 
which is a purely honorary distinction and the Membership 
which is obtained by examination. 

Membership .—Every candidate for the Membership of 
the College must furnish proof of having attained the 
age of 25 years. Candidates must not be engaged in trade, 
dispense medicine, make any arrangement with a chemist 
or any other person for the supply of medicine, or 
practise medicine or surgery in partnership, by deed or 
otherwise. Any candidate being already registered or having 
passed a qualifying examination in accordance with the 
Medical Act of 1886, who has obtained the degree of Doctor 
or Bachelor of Medicine at a University in the United 
Kingdom, in India, or a British colony, or who has obtained a 
foreign qualification entitling him or her to practise medicine 
or surgery in the country where such qualification has been 
conferred, wherein the courses of study and the examinations 
to be undergone previously to graduation have been adjudged 
by the Censors' Board to be satisfactory, will (if the Censors 
think fit) be admitted to the Pass Examination. The nature 
and extent of this examination will, in the case of each 
candidate, be determined by the Censors’ Board. All other 
candidates must produce proof of having passed the examina¬ 
tions required for the Licence of the College. The examina¬ 
tion is directed partly to pathology and partly to the practice 
of medicine and may Ire modified in circumstances to be 
ascertained by application to the Registrar. For example, 
candidates under 40 years of age are examined in an ancient 
and a modern language, a test from which their seniors are 
exempt. The fee for admission as a Member of the College 
is 40 guineas, except when the candidate for Membership is 
a Licentiate of the College, in which case the fee already 
paid for the Licence shall be deducted from the 40 guineas. 
The fee for the examination is £6 6s. 

Fellowship .—The Fellows are selected annually from the 
ranks of the Members by the Comitia of the College. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND: 

THE FELLOWSHIP. 

The Royal College of Surgeons of England confers its 
diploma of Fellow upon a few distinguished persons in an 
honorary capacity. Two Members of long standing may 
also be elected to the Fellowship annually. But the 
bulk of the Fellows obtain the diploma as the result of 
examination. 

Fellowship .—The examination for the Fellowship is 
divided into two parts—viz., the First Examination and 
the Second Examination. The subjects of the First 
Examination are Anatomy and Physiology, and the ques¬ 
tions on these subjects may require an elementary 
acquaintance u T ith Comparative Anatomy and Physiology. 
The examination is partly written and partly viva voce. The 
subjects of the Second Examination are Surgerv, including 
Surgical Anatomy and Pathology. The examination is partly 
written and partly riv.a voce and includes the examination 
of patients and the performance of operations on the dead 
body. The examinations are held during the months of 
May and November of each year. 

The fees for examination are:—First Examination, each 
admission, 5 guineas. Second Examination, each admission, 
12 guineas. Of such examination fees 17 guineas will be 
reckoned as part of the fee payable upon admission to the 
Fellowship. The fee to be paid upon admission to the 
Fellowship is 30 guineas, except when the candidate is a 
Member of the College, in which case the fee is 20 guineas. 

A Member of the College is admissible to the First Exa¬ 
mination at any time after receiving his Diploma of Member¬ 
ship. A candidate who is not a member of the College is 


admissible to the first Professional Examination for the 
Fellowship on the production of evidence of having passed 
the First and Second Examinations of the Examining Board 
in England by the Royal College of Physicians of London 
and the Royal College of Surgeons of England (or, if a 
member of a University recognised by the College for the 
purpose, of having passed the Examinations in his Uni¬ 
versity equivalent to the First and Seoond Examinations of 
the Board) and on the production of certificates of attend¬ 
ance upon certain courses of study described in the 
Regulations. 

A Member of the College is admissible to the Second 
Examination at any time after having passed the First 
Examination, on producing satisfactory evidence of having 
been engaged not less than six years in the study (or study 
and practice) of the profession. 

A candidate who is not a Member of the College must 
possess the registrable surgical and medical degrees of 
universities recognised by the Council and must have been 
engaged in the study (or study and practice) of the profes¬ 
sion for not less than four years subsequent to the date of 
obtaining the recognised qualification, one year of which 
shall have been spent in attendance on the Surgical Practice 
of a recognised hospital. The diploma of Fellow is not con¬ 
ferred upon successful candidates until they have attained 
the age of 25 years. 

The Regulations may be obtained on application to the 
Director of Examinations, Examination Hall, Queen-square, 
Bloomsbury, London, W.C. 

SOCIETY OF APOTHECARIES OF LONDON. 

There are two examinations—Primary and Final. The 
Final examination is divided into Section I. and Section II. 
The Primary examination is held quatterly. Final examina¬ 
tions are held monthly. No examinations are held in the 
month of September. 

The Primary examination consists of two parts. Part I. 
Elementary Biology ; Chemistry. Chemical 1’hysics, including 
the Elementary Mechanics of Solids and Fluids, Heat, Light, 
and Electricity ; Practical Chemistry; and Materia Medica 
and Pharmacy. Part II. includes Anatomy, Physiology, and 
Histology. This examination cannot be passed before the 
completion of twelve months’ Practical Anatomy with 
Demonstrations, and these subjects cannot be taken separately 
except in the event of the candidate having previously- 
passed in one. A schedule for the Primary examination, 
to be obtained of the Secretary, must be signed by 
the Dean of the Medical School or other authority. 
Section I. of the Final examination consists of three parts. 
Part I. includes the Principles and Practice of Surgery, 
Surgical Pathology, and Surgical Anatomy, Operative 
Manipulation, Instruments, and Appliances. Part II. 
includes the Principles and Practice of Medicine. Phar¬ 
macology, Pathology, and Morbid Histology ; Forensic 
Medicine, Hygiene, Theory and Practice of Vaccination ; 
and Mental Diseases. Part III. includes Midwifery, 
Gym-ecology, and Diseases of New-born Children and the 
Use of Obstetric Instruments and Appliances. Section I. 
of the Final examination cannot be passed before the 
expiration of 45 months from the date of commencement of 
medical study, during which time not less than three winter 
sessions and two summer sessions must have been passed 
at one or more o£ the medical schools connected with a 
general hospital recognised by the Society. Section II. 
of the Final examination consists of two Parts. Part I. 
Clinical Surgery ; Part II. Clinical Medicine and Medical 
Anatomy. Section II. cannot be passed before the end of 
the fifth year. 

The course of study for the Primary examination is 
as follows :—Elementary Biology, not less than three 
months; Chemistry and Chemical Phvsics, six months; 
Practical Chemistry, three months ; Pharmacy and Dis¬ 
pensing, three months ; Anatomy, six months ; Practical 
Anatomy with Demonstrations, 12 months ; Physiology, 
six months; Histology with Demonstrations, three months. 
The study of these subjects must be pursued at a Medical 
School recognised by the Society. Instruction in Pharmacy 
and Dispensing must be given by a registered medical prac¬ 
titioner or by a member of the Pharmaceutical Society by 
examination, or in a public hospital, infirmary, or 
dispensary. 
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The course of study for the Final examination , Stlotion I ., 
includes attendance on the Surgical and Medical Practice 
(with Post-mortem Examinations) at a hospital connected with 
a medical school for a period of one winter and one summer 
session; lectures on the Principles and Practice of Surgery, 
six months; Practical Surgery, three months; Clinical 
Surgical Lectures, nine months; Dressership, six months; 
Performance of Surgical Operations on the Dead Body ; 
lectures on Principles and Practice of Medicine, six months; 
Pathology, three months ; Clinical Medical Lectures, nine 
months; Clinical Clerkship, six months; Forensic Medi¬ 
cine, Hygiene, and Insanity, three months ; Midwifery and 
Gymecology, three months; Clinical Instruction in the 
same, three months; a course of Practical Midwifery; 
attendance on 20 Midwifery cases. The course of medical 
study must extend over the above-mentioned period of 
45 months, and the offices of dresser or clinical clerk 
must be held at a hospital or other institution recognised 
by the Society. 

The course of study for the Final examination, Section II., 
includes either attendance on the Practice of Medicine 
and Surgery at a hospital or other institution recognised 
by the Society for a further period of 12 months, 

or six months as above and six months as a pupil 

of a registered practitioner holding a public medical 

or surgical appointment, or attendance at two special 

hospitals for six months (three months at each hos¬ 
pital), and for six months at a general hospital, all such 
hospitals to be recognised by the Society. Evidence shall 
also be given of practical instruction in Infectious Diseases 
and in Mental Diseases (at a lunatic asylum or in the wards 
of an institution containing a special ward set apart for 
the treatment of mental diseases), and in any two of 
the following subjects : Ophthalmic Surgery, Laryngology 
with Rhinology and Otology, Dermatology, and Diseases 
of Children. No candidate is eligible for the Final 
examination who has not completed the curriculum pre¬ 
scribed by the Society, in evidence of which a schedule, 
to be obtained of the Secretary, must be produced, signed by 
the Dean of the Medical School or other authority. Prior to 
Section II. of the Final examination the candidate must 
produce certificates : (1) of being 21 years of age; (2) 
of moral character ; (3) of the course of medical study ; 
(4) of proficiency in vaccination signed by a teacher 
authorised by the Local Government Board; and (5) of 
instruction in the administration of anesthetics. Candidates 
intending to present themselves for examination are required 
to give 14 days’ notice. A form for this purpose will be sent 
on application. 

Licentiates are eligible for the Membership of the Society 
of Apothecaries. Particulars may be obtained on application 
to the clerk. 

The fee for the Licence is 20 guineas. Female candidates 
are admitted to examinations. The examination offices are 
open from 10 a.m. to 4 p.m. : on Saturdays from 10 a.m. to 
1 p.m. All letters should be addressed to the Secretary, 
Court of Examiners, Society of Apothecaries of London, 
Blackfriars, E.C. 


METROPOLITAN ANCILLARY SCHOOLS AND 
HOSPITALS AFFORDING FACILITIES FOR 
CLINICAL OBSERVATION. 

The institutions which follow provide to the medical 
student and medical graduate facilities for different forms 
of instruction and clinical observation. In each case further 
information can be obtained from the secretary of the 
hospital. 

The Seamen's Hospital Society possesses two hospitals 
—the Dreadnought Hospital at Greenwich, 250 beds, and the 
Branch Hospital in the Royal Victoria and Albert Docks, E., 
50 beds. It has also two Dispensaries—one in the East 
India Dock-road and the other at Gravesend—from which 
the patients are transferred to the hospitals. The London 
School of Clinical Medicine is attached to the Dreadnought 
Hospital and the medical staff is as follows:—Physicians : 
Sir Dyce Duckworth, Bart., Dr. F. Taylor, Sir J. Rose 
Bradford, K.C.M.G., Dr. Guthrie Rankin, and Dr. S. Russell 
Wells. Surgeons: Mr. \V. Turner, Mr. L. H. McGavin, 
Mr. E, Rock Carling, and Mr. C. C. Ckoyce. Ophthalmic 
Surgeon : Mr. L. V. Cargill. Surgeon for Diseases of the Skin ; 
Sir Malcolm Morris, K.C.V.O. Surgeon for Diseases of the 
Throat, Nose, and Ear: Mr. Richard Lake. Neurologist: 


Dr. Gordon Holmes. Physician in Charge of the Electrical 
Department: Colonel Collis Barry. Assistant Physicians: 
Dr. C. E. Sundell, Dr. H, B. Carlill, and Dr. H, R. Prentice. 
Assistant Surgeons: Mr. P. Cole, Mr. C. Rnwntree, and Mr. 
E. G. Stanley. Assistant Physician for Diseases of the Skin : 
Dr. H. MacCormac. Assistant Ophthalmic Surgeon: Mr. II. 
Bickerton. Assistant Surgeon for Diseases of the Throat, 
Nose, and Ear : Mr. G. N. Biggs. Director of Pathology : 
Professor R. Tanner Hewlett. Anaesthetists: Dr. E. W. 
Gandy and Dr. W. E. Robinson. Dean: Mr. C. C. Choyce. 
Medical Superintendent: Dr. R. S. Lawson. The London 
School of Tropical Medicine is attached to the Albert Dock 
Hospital of the Society and the medical staff is as follows: 
Physicians : Sir Patrick Manson, G.C.M.G., Professor F. M. 
Sandwith, Dr. C. W. Daniels, and Dr. G. C. Low. Surgeon: 
Mr. J. Cantlie and Colonel J. J. Pratt. Ophthalmic Surgeon : 
Mr. L. V. Cargill. Dental Surgeon: Mr. T. II. Vaughan. 
Director : Mr. H. B. Newham. Medical Officer East India 
Dock-road Dispensary: Mr. W. H F. Oxley. Surgeon 
Gravesend Dispensarv : Mr. C. E. Robbs. Secretary : Mr. 
P. J. Michelli, C.M.G'. 

West London Hospital, Hammersmith, W. — This 
hospital has 160 beds, all of which are constantly in 
use. 2714 in-patients and 34,754 out-patients, whose 
attendances numbered 147,687, were treated last year. 
Attached to the hospital is the West London Post- 
Graduate College. The practice of the hospital is re¬ 
served exclusively for qualified men, no junior students 
being admitted. Instruction is given in the medical and 
surgical out-patient rooms and demonstrations are given in 
the wards every morning and afternoon. Lectures and 
demonstrations are in abeyance during the war. Special 
Classes are held in Diseases of the Throat and Nose, 
Skin, and Eye, and in Gymecology, Medical Electricity, 
Operative Surgery, Bacteriology, Anesthetics, Intestinal 
Surgery, Medical and Surgical Diseases of Children, 
Blood and Urine, Clinical Microscopy, Tropical Medicine, 
Cystoscopy, Venereal Diseases, and Operative Ophthalmo¬ 
logy. The accommodation for post-graduates consists of a 
large lecture room, together with reading, writing, and class 
rooms, &c. The hospital has a fully equipped pathological 
laboratory at which instruction is given in elementary 
bacteriology, a class being held every month. The fees for 
hospital practice, including lectures, are £6 6s. for three 
months or £15 15s. for one year. The certificate of the hos¬ 
pital is accepted by the Admiralty, War Office, Colonial Office, 
and India Office in cases of study leave. Further information 
can be obtained on application to the Dean, Mr. Donald 
Armour, or Vice-Dean, Mr. Bishop Harman, at the hospital. 
Physicians: Dr. A. P. Beddard, Dr. E. A. Saunders, and 
Dr. H. Pritchard. Physician for Diseases of Women: Dr. 
Drummond Robinson. Assistant Physician for Diseases of 
Women : Dr. H. J. F. Simson. Surgeons : Mr. A. Baldwin, 
Mr. Donald Armour, and Mr. J. l’ardoe. Surgeon for 
Diseases of the Eye: Mr. Bishop Harman. Assistant 
Surgeon for Diseases of the Eye: Mr. II. P. Gibb. 
Assistant Physicians: Dr. Grainger Stewart, Dr. J. M. 
Burnford, and Dr. Sydney A. Owen. Assistant Sur¬ 
geons : Mr. O. L. Addison, Mr. II. Tyrrell Gray, and 
Mr. H. S. Souttar. Surgeon-Dentist: Mr. H. Lloyd 
Williams. Physician in charge of Throat and Nose and 
Aural Department: Dr. H. J. Banks Davis. Physician in 
charge of Children’s Department: Dr. E. A. Saunders. 
Surgeon in charge of Orthopsedie Department: Mr. A. 
Baldwin. Pathologist: Dr. R. R. Elworthy. Dermatologist: 
Dr. G. Pernet. Administrators of Anaesthetics: Dr. G. P. 
Shuter. Dr. H. M. Page, and Dr. W. E. Robinson. Assistant 
Anaesthetists : Mr. G. R. Phillips, Mr. J. H. Newmarch, 
and Mr. R. W. Ironside. Electrical Department: Mr. E. D. 
MacDongal. X Ray Department : Dr. R. Morton. Medical 
Registrar: Dr. A. J. Scott Pinchin. Surgical Registrar: 
Mr. S. G. MacDonald. Secretary of the Hospital : Mr. A. 
Betteridge. 

Great Northern Central Hospital, Holloway-road, N. 
—This hospital is recognised by the Examining Board 
in England of the Royal Colleges of Physicians and 
Surgeons as a place of study during the fifth year 
of the medical curriculum. Besides the Honorary Stall 
there are six Anaesthetists, Pathologist, Resident Medical 
Officer, two resident House Physicians, and three resi¬ 
dent House Surgeons. The hospital contains 325 beds 
(including emergency beds), which are fully occupied. 
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There is also a ward for children under five years 
of age. The large rectangular and circular wards, each 
of which contains 24 beds, the observation wards, the 
two operation theatres, general and special out-patient 
and pathological departments, are specially designed with 
a view of offering the greatest facilities for clinical 
work; There is also a well-appointed electrical department 
The Pathological Department has been extended and is under 
the control of a Director of Clinical Pathology. The Reckitt 
Convalescent Home at Clacton-on-Sea belongs to the 
hospital. It contains 40 beds. Medical practitioners 
are cordially invited to see the general and special 
practice of the hospital. Demonstrations are given daily 
in the wards and out-patient departments. Clinical 
assistants (qualified), clinical clerks, and pathological 
clerks are appointed in the general and special depart¬ 
ments and may receive certiScates at the end of their 
terms of office. Further particulars from the Secretary 
of the Medical Committee at the Hospital. Consulting 
Physicians : Sir H. W. Burnet and Dr. E. C. Beale. Con¬ 
sulting Surgeon: Mr. Peyton T. B. Beale. Consulting 
Ophthalmic Surgeon : Mr. A. Stanford Morton. Con¬ 
sulting Radiologist: Dr. Robert Knox. Physicians : Dr. A. 
Morrison, Dr. Symes Thompson, Dr. Hinds Howell, Dr. 
F. W. Price, Dr. H. L. Tidy, and Dr. E. Bellingham 
Smith. Obstetric Physicians : Dr. G. F. Blacker and Dr. 
Cuthbert Lockyer. Physician for Skin: Dr. Henry C. 
Semon. Surgeons: Mr. G. B. M. White, Mr. Arthur 
Edmunds, Mr. C. C. Choyce, Mr. Gwynne Williams, and 
Mr. Barrington Ward. Ophthalmic Surgeon: Mr. A. H. 
Payan Ilawnay. Throat and Ear Surgeons : Mr. J. Gay 
French and Mr. H. T. Mant. Dental Surgeon : Mr. C. F. 
Peyton Baly. Medical Officers in charge of Electrical 
Department: Dr. Robert Knox and Dr. John Morison. 
Director of Clinical Pathology: Dr. Ernest H. Shaw. 

Prince op Wales's General Hospital, Tottenham, N.— 
This general hospital is in the midst of a densely populated 
neighbourhood of more than half a million inhabitants. It 
contains medical, surgical, gynaecological, and children’s 
wards, having in all 125 beds. There are special depart¬ 
ments for gynaecological cases, diseases of the eye, ear, 
throat, and nose, skin diseases, medical electricity, radio¬ 
graphy, and dentistry. Operations are performed every 
afternoon of the week (except Saturday) at 2.30 p.m. 
Clinical instruction, laboratory classes, and lectures are 
given in the wards and out-patient departments, labora¬ 
tories, and lecture hall in connexion with the North-East 
London Post-Graduate College attached. There are four 
Resident Medical Officers, and Clinical Assistants are 
appointed under certain conditions. Further particulars 
in regard to the hospital may be obtained from Mr. H. W. 
Carson. Secretary to the Medical Committee, 111, Harley- 
street, W. ; or from Dr. A. J. Whiting, Dean of the North- 
East London Post Graduate College, 19 a, Cavendish-square, 
W. Consulting Physicians : Sir James Reid, Bart., and Dr. 
Percy Kidd. Consulting Surgeon : Mr. Walter Edmunds. 
Physicians: Dr. R. Murray Leslie, Dr. G. P. Chappel, and 
Dr. A. J. Whiting. Assistant Physicians : Dr. A. G. Auld 
and Dr. T. R. Whipham. Surgeons : Mr. H. W. Carson 
and Mr. J. Howell Evans. Assistant Surgeon: Mr. E. 
Gillespie. Gynecologist: Dr. A. E. Giles. Assistant 
Gynecologist: Dr. J. Bright Banister. Surgeon to Ear, 
Nose, and Throat Department: Sir. H. D. Gillies. Oph¬ 
thalmic Surgeon : Mr. R. P. Brooks. Assistant Oph¬ 
thalmic Surgeon : Mr. E. A. Dorrell. Physician for Skin 
Diseases: Dr. H. W. Barber. Physician to Electrical 
Department: Dr. Metcalfe. Anaesthetists : Dr. C. F. Hadfield, 
Dr. W. E. Hills, and Dr. Shannon. Bacteriologist: Mr. 
Benians. Secretary: Mr. F. W. Drewett. 

London Temperance Hospital, Hampstead-road, N.W. 
(Established 1873).—Consulting Physician: Dr. Fenwick. 
Physicians: Dr. Parkinson, Dr. Addinsell, and Dr. Kevin 
Byrne. Consulting Surgeon : Sir William Collins. Surgeons : 
Mr. Arthur Evans and Mr. H. J. Paterson. Assistant 
Surgeons : Mr. James McClure and Mr. Chad Woodward. 
Ophthalmic Surgeon: Mr. J. Stroud Hosford. Physician 
for Diseases of the Skin : Dr. Sommerville. Ear, Nose, 
and Throat Surgeon : Mr. Harold L. Whale. Medical Officer 
in charge of Electrical Department: Dr. Herbert Rhodes. 
Dental Surgeon : Mr. A. Alexander. The hospital con¬ 
tains 116 beds. The in-patients in 1915 were 1233, 
and the out-patients and casualties numbered 19,546 


new cases. The medical and surgical practice of the 
hospital is open to students and practitioners. Opera¬ 
tions: Mondays at 2 P.M., Tuesdays, Wednesdays, and 
Fridays at 9 A.M. 

Hampstead General and North-West London Hos¬ 
pital. —The Hampstead General Hospital (Haverstock Hill) 
and the North-West London Hospital (formerly at Kentish 
Town) have been amalgamated since 1907. The Hampstead 
General Hospital (137 beds—viz., 118 free, 6 isolation, Ac., 
and 13 paying or contributory ; out of these, 53 beds 
are reserved for soldiers) accommodates the in-patients 
from the districts hitherto served by both hospitals. 
The out-patients, with the exception of Hampstead 
casualty and emergency cases, attend exclusively at 
the Out-patients Department. Bayham-street, Camden 
Town, where there are usually two Resident Medical 
Officers as well as resident nurses. Physicians to In¬ 
patients : Dr. G. A. Sutherland and Dr. C. O. Hawthorne. 
Surgeons to In-patients : Mr. J. Jackson Clarke and 
Mr. J. W. Thomson Walker. Physicians to Out-patients : 
Dr. A. Manuel, Dr. F. G. Crookshank, and Dr. A. J. 
Scott Pinchin. Surgeons to Out-patients : Mr. G. E. 
Waugh, Mr. Sidney A. Boyd, and Mr. Chad Woodward. 
Physician for Diseases of the Skin : Dr. S. E. Dore. Gynae¬ 
cologist : Mr. Bryden Glendining. Ophthalmic Surgeon to 
In-pitients : Sir William J. Collins. Ophthalmic Surgeon to 
Out-patients: Mr. T. W. Letchworth. Throat and Ear: 
Mr. H. L. Whale. Dental Surgeon : Mr. C. H. J. Acret. 
Anesthetists : Dr. G. A. H. Barton, Mr. Hedley C. Visick, 
and Dr. Fraser. Pathologist: Dr. Herbert W. Perkins. 
Further particulars from the secretary at the hospital 
(Haverstock Hill, N.W.). 

New Hospital for Women, 144, Euston-road, N.W.— 
Physicians for In-patients : Miss Macdonald, M.B., and Mrs. 
Flemming, M.D. Surgeons for In-patients: Miss Aldrich- 
Blake, M.D., M.S., and Miss Chadburn, M.D., B.S. 
Physicians and Surgeons for Out-patients: Miss Anderson, 
M.D., B.S., Miss Woodcock, M.D., B.S., Miss Bolton, M.D., 
B.S., and Miss Hamilton, M.D., B.S. Children’s Department: 
Miss Hamilton, M.D., B.S. Ophthalmic Surgeon: Miss 
Sheppard, M.B. Senior Assistants for Onb-patients : 
Miss Mildred Burgess, M.D., Mrs. Sinclair, M.D., and 
Miss M. Paine, M.D. Obstetricians: Miss Chadburn, M.D., 
B.S., Miss Turnbull, M.D., and Miss Davies-Colley, M.D., 
F.R.C.S. Anaesthetists: Miss Browne, L.S.A., and Miss 
Payne, M.D. A considerable number of the students work 
in the New Hospital under the visiting staff, and in return 
for much valued clinical teaching they perform the duties 
assigned to students in the wards of a general hospital. 
Secretary : Miss Imogen H. Murphy. 

The South London Hospital for Women, 103, South 
Side, Clapham Common, S.W. ; Out-patient Department : 
88 90, Newington Causeway, S.E.—This hospital, officered 
entirely by medical women, is a general hospital for women, 
girls, and small children of both sexes, and provides accom¬ 
modation for 80 patients. All diseases are treated with the 
exception of acute infectious fevers and mental disease. 
There are Ophthalmic, X Ray, and Pathological Depart¬ 
ments. The provision of additional facilities for post¬ 
graduate training for medical women is one of the special 
objects of the hospital. At the Out-patient Department in 
Newington Causeway 5765 new cases were treated during 
the past year, the total number of out-patient attendances 
amounting to 21,371. Clinical assistants (qualified women 
only) are from time to time appointed in the Out-patient 
Department. Consulting Surgeon : Mrs. Scharlieb. Phy¬ 
sicians : Dr. Fraser and Dr. Pnlteney. Assistant Physicians : 
Dr. Thackrah and Dr. Pickard. Surgeons: Miss Chadburn 
and Miss Turnbull. Assistant Surgeons: Miss Davies- 
Colley, Miss Huxley, and Miss MacKenzie. Ophthalmic 
Surgeon: Miss Roberts. Radiographer: Miss Bernard. 
Secretary : Miss M. E. Ridler. 

French Hospital and Dispensary, Shaftesbnry-avenue, 
IV.C.—This hospital, which was founded in 1867 to afford 
medical treatment for poor foreigners who speak the 
French language, has 74 beds, of which 30 are now occupied 
by British wounded soldiers. Physicians: Dr. G. Ogilvie 
and Dr. L. Williams. Physicians to the Out-patients: 
Dr. H. Dardenne, Dr. Alex. Manuel, and Dr. J. Campbell 
McClure. Surgeons: Mr. W. H. Clayton-Greene and Mr. 
H. de M6ric. Obstetric Physician: Dr. S. Sunderland. 
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Ophthalmic Surgeons: Mr. C. Higgens and Mr. G. W. 
Thompson. Dental Surgeon : Mr. Wesley Barritt. Honorary 
Anaesthetist: Mr. Walter Tyrrell. Anresthetists : Dr. J. M. 
Barlet and Dr. Harvey Hilliard. 

The French (Convalescent Home and Retreat for Aged 
French People at Brighton) contains 81 beds, of which 
50 are now occupied by British wounded soldiers. Secretary : 
Mr. G. Pondepeyre. 

Italian Hospital. —This institution was established in 
1884 for the maintenance and medical treatment of Italian 
and Italian-speaking people, irrespective of their religious 
and political opinions, who may be suffering from sickness 
or bodily infirmity, but the sick poor of any nationality are 
also admitted for treatment. The institution also provides 
surgical and medical relief to Italians and others not being 
inmates of the hospital. It has 50 beds normally, now 
increased to 85, of which 60 are devoted to British wounded. 
Honorary Consulting Physician : Sir Dyce Duckworth, Bart. 
Honorary Consulting Surgeons: Sir Frederick Treves, Bart., 
and Mr. George Lenthal Cheatle, C.B. Physicians : Commre. 
Dr. F. Melandri, and Cav. Dr. Vincent Dickinson. Assistant 
Physicians: Dr. G. Tallarico and Dr. Andrew S. Currie. 
Surgeons : Mr. T. P. Legg and Mr. Sydney G. Macdonald. 
Assistant Surgeon: Mr. D. Giordani. Throat, Nose, and 
Ear Department : Cav. J. Donelan. Ophthalmic Surgeon: 
Mr. Stanford Morton. Consulting Dental Surgeon : Cav. J. 
FitzGerald. Assistant Dental Surgeon: Mr. E. Whishaw 
Wallis. Anresthetists : Dr. Hugh Richard Phillips and Dr. 
R. H. Lee. X Ray Department: Dr. Stanley Melville. 

German Hospital, Dalston, N.E. —This hospital was 
founded in 1845 with the object of supplying medical aid 
to poor people speaking the German language and for 
cases of emergency and of accident. It has 184 beds, 
including a sanatorium with nine beds and a convalescent 
home at Hitchin with 40 beds. Consulting Physician : 
Sir H. Weber. Consulting Surgeon : (Vacant). Physicians: 
Dr. F. P. Weber, Dr. K. Rupp, and Dr. G. Leopold. 
Surgeons: Mr. E. Michels, Mr. G. J. Jenkins, and Mr. A. 
Compton. Ophthalmic Surgeons : Mr. R. Gruber and Mr. 
C. Markus. Resident Medical Officers : Mr. H. Schmidt and 
Mr. M. Schroeter. 

National Hospital for the Paralysed and Epileptic 
(Albany Memorial), Queen-square, Bloomsbury, W.C.—The 
hospital, with the Finchley branch, contains 200 beds 
and cots. The physicians attend every Monday, Tuesday, 
Thursday, and Friday at 2 p.M. In- and out-patient 
practice at that hour. Consulting Physicians : Dr. Buzzard, 
Sir D. Ferrier, and Dr. Ormerod. Physicians : Dr. Tooth, Dr. 
James Taylor, Dr. J. S. Risien Russell, and Dr. Aldren Turner. 
Physicians for Out-patients: Dr. F. E. Batten, Dr. J. S. 
Collier, Dr. E. F. Buzzard, and Dr. Grainger Stewart. 
Assistant Physicians : Dr. Gordon Holmes, Dr. Hinds Howell, 
Dr. S. A. K. Wilson, and Dr. P. W. Saunders. Surgeons : 
Mr. Donald J. Armour and Mr. Percy W. G. Sargent. 
Ophthalmic Surgeon: Mr. Leslie Paton. Laryngologist 
and Otologist: Mr. Sydney Scott. Gynecologist: (Vacant). 
Anesthetists: Dr. Llewelyn Powell and Dr. Z. Mennell. 
Clinical Clerks are appointed under the in patient and 
out-patient physicians. Lectures are given on Tuesdays 
and Fridays at 3.30. The hospital has been recognised by 
the Conjoint Board for England as a place where part of 
the fifth year may be devoted to clinical work. All 
communications concerning clinical appointments, lectures, 
hospital practice, and fees should be addressed to the 
Secretary at the hospital. 

Hospital for Epilepsy, Maida Vale, W. (85 beds)—Both 
in-patient and out-patient departments of this hospital are 
open free to students and medical graduates. 

Staff .—Consulting Surgeons: Sir A. Pearce Gould, 
K.C.V.O., and Mr. G. Lenthal Cheatle. Consulting Oph¬ 
thalmic Surgeon: Mr. W. Laidlaw Purves. Physicians: 
Dr. George Ogilvie, Dr. Leonard Guthrie, Dr. G. F. Johnston, 
Dr. H. Campbell Thomson, and Dr. Wilfred Harris. 
Assistant Physicians : Dr. F. L. Golla, Dr. E. G. Fearnsides, 
and Dr. Anthony Feiling. Surgeon : Mr. A. S. Blundell 
Bankhart. Gynaecological Surgeon : Dr. Victor Bonney. 
Ophthalmic Surgeon : Mr. George W. Thompson. Surgeon 
for Diseases of the Ear, Nose, and Throat: Mr. Francis F. 
Muecke. Dental Surgeon : Mr. Herbert Smale. Pathologist: 
Mr. Herbert W. Perkins. Anaesthetist: Mr. A. Beresford 
Kingsford. 


West-End Hospital for Diseases of the Nervous 
System, Paralysis, and Epilepsy, 73, Welbeck-street, 
W.—Graduates in medicine and senior students may attend 
demonstrations in the Out-patient Department. No fees 
are charged. The physicians treating out-patients are: 
Dr. Harry Campbell, Dr. Frederick S. Palmer, Dr. Eric D. 
Macnamara, Dr. Purves Stewart, Dr. Frederick Golla, Dr. 
H. Ridley Prentice, and Dr. Hildred Carlill. Dr. Dundas 
Grant demonstrates on throat and ear cases. 

The Savill Prize and Medal is awarded to the student who 
makes the best viva-voce examination and presents the best 
thesis after attending at least 25 demonstrations. 

Owing to the war, demonstrations by the staff have been 
discontinued for the present. 

Bethlem Royal Hospital. —This hospital is open for 
the admission of two Resident House Physicians who have 
recently obtained their diplomas to practise Medicine and 
Surgery. They are permitted to reside in the hospital for 
a term generally not exceeding six months, commencing 
May 1st and Nov. 1st, and are provided with apartments, 
complete board, attendance, laundry, and a salary at the 
rate of £100 per annum. They are under the direction of 
the Medical Superintendent and are elected by the Committee 
from candidates whose testimonials appear to be most 
satisfactory. The students of certain specified London 
Medical Schools receive Clinical Instruction in the wards of 
the hospital and qualified .practitioners and other students 
may attend for a period of three months on payment of a 
fee. Medical Superintendent: Dr. Porter Phillips. Senior 
Assistant Physician : Dr. Ralph Brown. Junior Assistant 
Physician : Dr. H. L. McCarthy. 

Hospital for Consumption and Diseases of the 
Chest, Brompton (333 beds).—The hospital contains 333 
beds. The Sanatorium at Frimley contains 100 beds and 
50 beds for paying patients. Six House Physicians reside 
in the hospital for a term of six months ; their duties 
include attendance in the out-patient department. Pupils 
are admitted to the practice of the hospital : terms, £1 li. 
for one month ; three months, £2 2s. ; perpetual, £5 5*. 
Clinical Demonstrations are given throughout the year by 
members of the medical staff. Lectures have been suspended 
for the duration of the war. Clinical Assistants are ap¬ 
pointed to the Assistant Physicians in the out-patient depart¬ 
ment and Clinical Clerks to the Physicians in the wards. 
The hospital lias been recognised by the Conjoint Board 
for England as a place where six months of the fifth year 
may be spent in clinical work. The medical practice of the 
hospital is also recognised by the University of London, 
the Apothecaries' Society, and the Army and Navy and 
Indian Medical Boards. Consulting Physicians : Sir Richard 
Douglas Powell. Dr. F. T. Roberts, Dr. J. M. Bruce, Dr. 
T. H. Green. Dr. T. D. Acland, Sir J. K. Fowler, Dr. P. 
Kidd, and Dr H. W. G. Mackenzie. Physicians : Dr. 
F. J. Wethered, Dr. P. Horton-Sraith Hartley, Dr. 
J. J. Perkins, Dr. H. Batty Shaw, Dr. W. C. Bosanquet, 
and Dr. R. A. Young. Assistant Physicians: Dr. C. Wall, 
Dr. W. J. Fenton, Dr. A. J. Jex-BIake, Dr. Burrell, 
and Dr. Gosse. Consulting Surgeon: Sir R. J. Godlee. 
Surgeon : Vacancy. Dental Surgeon: Mr. A. E. Ironside. 
Surgeon to Throat and Ear Department: Dr. Dundas Grant. 
Superintendent of Laboratories : Dr. A. C. Inman. X Ray 
Department: Dr. S. Melville. Resident Medical Officer : Dr. 
Jones. Dean of the Medical School: Dr. Cecil Wall. 

City of Loniion Hospital for Diseases of the Chest, 
Victoria Park, E.—During the past year 947 in-patients 
have been treated in the wards, and the large number of 
47,389 cases since the opening of the wards in 1855 The 
number of out-patients treated during 1915 was 7928 and 
820.009 since the commencement of the institution in 
1848. Information as to medical instruction can be 
obtained on application to the Secretary of the Medical 
Committee at the hospital. Consulting Physicians : 
Dr. Vincent D. Harris, Sir William S. Church, Bart., 
Dr. K. Clifford Beale, Dr. Harrington Sain- bury, and Sir 
Hugh Beevor, Bart. Physicians: Dr. W. J. Hadley, Dr. 
E. H. Colbeck, Dr. Arnold Chaplin, Dr. Hugh Walsham, Dr. 
O. K. Williamson, and Dr. Clive Riviere. Surgeon : Mr. H. 
Morriston Davies. Physicians to Out-patients: Dr. Eric 
Pritchard, Dr. Sydney A. Owen, Dr. Goodman Levy, Dr. 
H. B. Carlill, and Dr. A. J. Scott Pinchin. Laryngologist: 
Mr. W. G. Howarth. Radiographer: Mr. D. M. Stone. 
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Surgeon-Dentist : Mr. Evelyn C. Sprawson. Secretary: 
Mr. George Watts. Secretary of the Medical Committee: 
Dr. Sydney A. Owen. 

Royal Hospital for Diseases of the Chest, City- 
road. (80 beds.)—This hospital provides accommodation for 
80 in-patients. Expenditure for 1915 £8100; income 

£7000. The attendance of out-patients averages 19,000 
annually. Consulting Physicians : Dr. Horace Dobell, Dr. 
P. J. Hensley, Professor D. IV. Finlay, Sir Wm. Oder, 
Put., am 1 Dr. W. H. White. Physicians: Dr. A. Davies, 
Dr. J. Calvert, Dr. M. Leslie, Dr. J. H. Drvsdale, Dr. A. G. 
I’hear, and Dr. H. E. Symes-Thompson. Assistant Phy¬ 
sicians : Dr. Barty King and Dr. Stott. Consulting Sur¬ 
geons: Sir A. Pearce Gould and Mr. W. Turner. Sur¬ 
geon : Mr. Arthur Evans. Anresthetist: Mr. H. Drink- 
water. Clinical Pathologist: Dr. Carnegie-Dickson. Dental 
Surgeon: Mr. G. Thomson. Radiographers: Dr. A. C. 
Jordan and Dr. Mowat. Cardiologist: Dr. A. W. Stott. 
Laryngologist : Dr. Mant. Medical Registrar : Dr. Comyn. 
Resident Medical Superintendent: Colonel Murray, I.M S. 
Secretary : Mr. A. T. Mays. 

The Mount Vernon Hospital for Consumption and 
Diseases of the Chest, Northwood, Central Out¬ 
patient Department, Fitzroy-square, W.—The hospital 
contains 110 beds. Number of in-patients, 498 ; out¬ 
patients, 2159. Resident Medical^Staff. Clinical Demon¬ 
strations are given by the Visiting Medical Staff at the 
hospital at Northwood. Clinical assistants arc appointed 
to physicians in the wards and in the out-patient depart¬ 
ment. Physicians: Dr. George Johnston, Dr. T. N. 
Kelynack. Dr. T. D. Lister, Dr. Alexander Morison, Dr. 
Halls-Dally, Dr. Basil Price, and Dr. Reeve. Surgeon : 
Mr. D. C. L. Fitzwilliams. Surgeon Laryngologist: Mr. J. C. 
Porter. Radiographer: Mr. J. S. Part. Secretary : Mr. 
W. J. Morton. Offices : 7, Fitzroy-square, W. 

Queen Charlotte's Lying-in Hospital and Mid¬ 
wifery Training School, Marylebone-road, N.W.—This 
hospital receives about 1800 patients annually, besides 
having a large out-patient department. Medical pupils are 
received at all times of the year. Pupils have unusual 
opportunities of seeing obstetric complications and operative 
midwifery, on account of the very large number of primi- 
parous cases—nearly one-half of the total admissions. 
Clinical instruction is given on the more important cases 
which present themselves. Certificates of attendance at 
this hospital are recognised by all the Universities, Colleges, 
and licensing bodies. Pupil midwives and monthly nurses 
are received and specially trained. A Residential College 
p.-ovides accommodation for five men at a time, students and 
qualified practitioners, and is opposite the hospital, with 
which it is in telephonic communication. Arrangements 
have been made for Medical Students to receive the pre¬ 
liminary instruction in Practical Midwifery recommended by 
the General Medical Council. For further particulars 
application should be made to Mr. Arthur Watts, Secre¬ 
tary, at the hospital. Consulting Physicians: Dr. George B. 
Brodie, Dr. W. S. A. Griffith, Dr. W. J. Gow, and Dr. T. W. 
Eden, rhysicians to In-patients: Dr. A. F. Stabb, Dr. C. 
Hubert-Roberts, Dr. Thomas G. Stevens, and Dr. C. White. 
Physicians to Out-patients : Dr. J. B. Banister and Dr. Wm 
Gilliatt. Women students are received, and the Resident 
Medical Officers are women at present. 

The Hospital for Women, Soho-squarc, W.— In con¬ 
nexion with the out-patient department there has been 
for some years a well-organised Clinical Department. 
Gentlemen are appointed to act as clinical assistants to the 
•gynaecologists to out-patients. The appointments are open to 
qualified medical men and women. Every facility is afforded 
them by the gynaecologists in the out-patient department 
of obtaining experience in diagnosis and treatment and 
the practical use of instruments. Fee for one month 
£2 2s. ; for each subsequent month the same. The 
hospital contains 67 beds. In the out-patient depart¬ 
ment there were over 4000 new cases during the past 
year, the total number of out-patient attendances being 
14,500. This large number affords exceptional opportunities 
for examining and studying most of the varieties of the 
diseases of women. Applications should be made to the 
Secretary. Gynecologists : Dr. Bedford Fenwick, Dr. James 
Oliver, Dr. T. G. Stevens, Dr. H. J. F. Simson, and Dr. Trevor 
B. Davies. Surgeons: Mr. D. Drew and Mr. L. II. McGavin. 


Surgeon Dentist: Mr. W. J. May. Anmthetists: Mr. C. J. 
Ogle, Dr. M. Horne, Dr. Pinto-Leite, and Dr. J. B 
Mackenzie. Pathologist and Registrar: Dr. Trevor B. 
Davies. Secretary : Alfred Hayward. 

Samaritan Free Hospital for Women, Marylebone- 
road, N.W.—Qualified practitioners are admitted as clinical 
assistants to both the in- and out-patient departments. 
Demonstrations are given daily in both departments. The 
fees, payable in advance, are £3 3s. for three months. Full 
particulars may be obtained on application to the Secretary 
at the hospital. There are 67 beds. Consulting Staff : Dr. 
A. Routh, Dr. W. A. Meredith, Dr. A. H. G. Doran, and Dr. 
A. C. Butler-Smythe. Physician : Dr. H. W. G. Mackenzie. 
Surgeons to In-patients: Mr. J. D. Malcolm, Dr. C. H. 
Roberts, Mr. F. J. McCann, Mr. C. Keep, and Mr. C. Lockyer. 
Surgeons to Out-patients : Mr. J. A. Willett, Mr. G. F. D. 
Smith, Mr. C. White, Mr. D. W. Roy, and Mr. W. Gilliatt. 
Registrar: Mr. A. W. Bourne. Anaesthetists: Mr. G. A. 
Jones, Mr. H. Robinson, Mr. R. W. Ironside, Mr. K. H. 
Drinkwater, and Mrs. M. Brady. Resident Medical Officer : 
Miss A. Doherty. Secretary : Mr. G. H. Hawkins. 

East London Hospital for Children and Dis¬ 
pensary for Women, Glamis-road, Shadwell, E.— The 
hospital maintains 126 cots, and on an average 245 
out-patients are seen daily. Clinical instruction is given 
by the physicians and surgeons to the hospital, which 
is recognised by the Conjoint Board for England as 
a school of medical teaching for students in the fifth 
year of the curriculum. All particulars may be obtained 
on application to the Secretary. Two clinical clerkships 
for qualified or unqualified students are open every three 
months subject to reappointment if desired. Clinical 
assistants (qualified men only) are from time to time 
appointed in the out-patient department. Any additional 
information may be obtained on applying to Mr. W. M. 
Wilcox, the Secretary, at the hospital. Physicians: Dr. 

E. Graham Little, Dr. A. M. Gossage, Dr. Clive Riviere, 
and Dr. T. Fisher. Surgeons: Mr. R. Warren and Mr. 
J. E. Adams. Assistant Physicians: Dr. O. K. Williamson, 
Dr. R, S. Frew, and Dr. G. Graham. Assistant Surgeons: 
Mr. J. E. H. Roberts and Mr. C. M. Kennedy. Ophthalmic 
Surgeon : Mr. F. Juler. Pathologist : Dr. E. A. Rosa 
Dental Surgeon : Mr. E. S. Pierrepont. Medical Officer for 
the Electrical Department : Dr. Collis Barry. Medical 
Officer for the Casualty Department: Dr. T. B. Jones. 
Resident Medical Officer : Mr. H. L. Cronk. House Phy¬ 
sician : Mr. K. B. Bhat. Secretary : Mr. W. M. Wilcox. 

The Hospital for Sick Children, Great Ormond- 
street, W.C., contains 240 beds, besides 30 beds at the 
convalescent branch, Highgate. The hospital having been 
recognised by the Conjoint Board for England as a place 
where, under the new curriculum, six months of the fifth 
year may be spent in clinical work, the practice is arranged 
to meet this need and is open to students of both sexes who 
have completed four years of medical study and also to 
qualified medical men and women. The medical staff are 
recognised by the University of London as teachers in 
Diseases of Children. Appointments are made every three 
months to six medical clerkships, which are open to students 
of the hospital. Clinical instruction is given daily by 
members of the visiting staff. Fees for hospital prac¬ 
tice, one month, £2 2 s. ; three months, 5 guineas ; perpetual 
ticket, 10 guineas. Clinical Clerks, 1 guinea for three 
months. Ophthalmological Clerkships.—Clinical Clerks are 
appointed once a month. Fees £1 Is. for one month’s 
attendance. Pathological Clerkships.—Facilities are afforded 
for obtaining theoretical and practical instruction in Clinioal 
Pathology and Bacteriology in the Pathological Laboratories. 
Clerks attend for about four hours daily. Fees : For one 
month, £3 3s. ; for two months, £5 5s. ; for three months, 
£6 6s. A reduction is made in the case of those already 
holding tickets for general attendance at the hospital. 
Special Post-graduate Classes are held throughout the year, 
particulars of which may be obtained from the Dean or 
Secretary. Consulting Physicians: Sir Thomas Barlow. 
Bart., Dr. F. G. Penrose, and Dr. A. E. Garrod. Phy¬ 
sicians : Dr. A. F. Voelcker, Dr. W. S. Colman, Dr. F. E. 
Batten, and Dr. G. F. Still. Physicians to Out-patients : Dr. 

F. J. Poynton, Dr. Robert Hutchison, Dr. H. Thursfield, Dr. 
T. Thompson, and Dr. F. Langmead. Consulting Surgeons : 
Mr. John H. Morgan, C. V.O. Surgeons : Emeritus Surgeon Sir 
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LEWIS'S PUBLICATIONS. 


JUST PUBLISHED. A NEW (SEVENTH) EDITION. Revised and Enlarged. With 1597 Illustrations 

Royal 8vo. 32s. net. 

MANUAL OF OPERATIVE SURGERY. 

By J. FAIRBAIRN BINNIE, A.M., C.M.Aberd., F.A.C.S., 

Surgeon to the Christian Church, the German and the General Hospitals, Kansas City ; Fellow of the 

American Surgical Association, &c. 

*** This Edition contains an Appendix on War Surgery. 


JUST PUBLISHED. Demy 8vo. With 126 Illustrations (3 in Colours) trom Original Drawings and Photographs. 

10s. 6d, net ; post free, 10*. lid., abroad, 11s. 2d. 

THE PATHOLOGY OF TUMOURS. 

By E. H. KETTLE, M.D., B.S., Assistant Pathologist, St. Mary’s Hospital, and Assistant Lecturer on Pathology, 

St. Mary’s Hospital Medical School, London. 

“ Dr. B. H. Kettle la to be congratulated on having produced a very useful volume. A very special word of praise must be given to the 

illustrations.They are admirably chosen and beautifully reproduced.”—B ritish Medical Journal. 

“We have every confidence In recommending Dr. Kettle's work as a convenient and useful handbook.”— The Lancet. 

JUST PUBLISHED. THIRD Edition. Revised and Enlarged. Demy 8vo. 7s. 6d. net ; 

post free, 7s. lid., abroad, 8s. 2d. 

STUDIES IN BLOOD PRESSURE. Physiological and Clinical. 

By the late GEORGE OLIVER, M.D. Lond., F.R.C.P. Lond. 

Third Edition, Edited by Professor W. D. HALLIBURTON, M.D. 

"Thl. third edition of the late Dr. Oliver’s work will be welcomed by all exact clinicians.”— The Lasckt. 


JUST PUBLISHED. FOURTH Edition. Revised and Enlarged, with Plates and Illustrations. Drown 8vo. 

7s. 6d. net ; post free, 7s. lid., abroad, 8s. 2d. 

MENTALLY DEFICIENT CHILDREN: their Treatment and Training. 

By Or. E. SHUTTLEWORTH, B.A., M.D., Hon. Consulting Physician (formerly Medical Superintendent). Royal Albert 
Institution, Lancaster ; “Special Schools” Medical Officer to the Willesden Education Committee, and formerly to the 
School Board for London, <$cc. ; and W. A. POTTS, M.A., M.D., Medical Officer to the Birmingham Committee for 
the Care of the Mentally Defective; late Medical Investigator, Royal Commission on Care and Control of 
Feeble-minded, &c. 

“ Thin is fche most concise and up-to-date book on the subject which we have read, and we would recommend everyone who Is Interested to 
procure it and read it.”— British Medical Journal. 


ELEVENTH Edition. Thoioughly Revised. With 9 Coloured Plates and 261 Illustrations. Demy 8vo. 

12s. 6d. net ; post free, 13s., abroad, 13s. 6d. 

SWANZY’S HANDBOOK OF DISEASES ^ EYE 

AND THEIR TREATMENT. 

Revised and Edited by LOUIS WERNER, M.B., F.R.C.S.I., Sen. Mod. Univ. Dub.; Surgeon to the Royal Victoria 
Eye and Ear Hospital ; Ophthalmic Surgeon to the Mater Hospital, Dublin ; Professor of Ophthalmology, 

Univ. College, Dublin; and Examiner in Ophthalmology, Dublin University. 

" It will doubtless retain its well-earned reputation as a reliable and convenient manual.”— Thb Lahckt. 


JUST PUBLISHED. With 35 Stereoscopic Illustrations on Special Plates and other Figures in the Text. 
Royal 8vo. 7s. 6d. net; post free, 7s. lid., abroad, 8s. Id. 


LOCALIZATION BY X-RAYS AND STEREOSCOPY 

By Sir JAMES MACKENZIE DAVIDSON, M.B., C.M.Aberd., 

Consulting Medical Officer, Roentgen Ray Department, Royal London Ophthalmic Hospital, and N-Ray Department, 
Charing Cross Hospital ; President, Radiology Section, Seventeenth International Congress of Medicine. 

“Whilst the expert in radiography can learn much that is of value from this publication, it Is nevertheless of even more value to the 
surgeon.”— British Medical Journal 


Crown 8vo. With Illustrations. 5s. net; post free, 5s. 4d. 

WAR SURGERY. 

By EDMOND DELORME, Mcdecin Inspecteur General de l’Armce; 
Ancien President du Comite Consultative de Sante de TArmee. 
Translated by H. DE MERIC, 8urgeon, In-patients, French 
Hospital and Dispensary, London, &c. 

“ Might well be added to the kit of every young surgeon attached to 
our forces.”— British Medical Journal. 

“ We cannot imagiue a more serviceable guide to the military 
urgeon.”—E dinburgh Medical Journal. 


SECOND Edition. With Coloured Frontispiece. Crown 8vo. 

5s. net; post free, 5s. 4d. 

IONIC MEDICATION. 

The Principles of the Method and an Account of the 
Clinical Results obtained. 

By H. LEWIS JONES, M.A., M.D., F.R.C.P., late Consulting Modfca 
Officer to the Electrical Department in St. Bartholomew’s Hospital; 
Honorary Fellow of the American Electrotherapcutlc Association. 

" The book so distinctly fills a vacant place that we Bre not surprised 
to hear that It has already reached a second edition.” —Brit. Mkd. Jour. 


*** Complete CATALOGUE post free an application. 

London: H. K. LEWIS & CO. LTD., 136 Gower Street & 24 Gower Place, W.C. 

Telegrams: “FVBLICAVXT, EOSROAD, LOMBOK.” Telephone: MUSEUM 1072. 
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THE 

TREATMENT OF 

DIABETES 

Diabetifuge treatment is constituted on 
sound, practical, scientific lines, and yields 
most satisfactory results in the gradual dimi¬ 
nution of the sugar percentage, which is in most 
cases of a permanent character. 

It has been well proven that PEROXIDE 
OF MANGANESE is one of the best pro¬ 
ducers of glycolysis, being a true oxygen carrier 
that readily yields some of its oxygen after 
absorption into the organism, and has the power 
of replenishing itself immediately after. 

BICARBONATE OF SODA is also a good 
oxygen carrier which has a high reputation in 
the treatment of Diabetes. CHLOR-H YDRO- 
METHYL-ARSENATE OF LITHIA in 

small doses favours glycolysis both as an oxygen 
carrier and as an aid to assimilation. 

ANTIPYRINE, URANIUM 
NITRATE, and SANTONIN also enter 
into the composition of DIABETIFUGE. 
These three substances are the most powerful 
restrainers and regulators of the glycogenic 
function known, and each is looked upon as a 
well-tried drug for the special purpose of pre¬ 
venting the formation of sugar. 

By the combination of these substances in 
DIABETIFUGE, a preparation is placed 
at the disposal of the Medical Profession which 
invariably effects a marked improvement in the 
condition of the diabetic patient and frequently 
a permanent cure. 

Price per box of 30 Cachets 
(for one month’s treatment), 7/6. 

NOT ADVERTISED TO THE PUBLIC. 


URASEPTINE 

ROGIER 

1907-1916. 

The Most Powerful of 
Urinary Antiseptics. 

Uraseptine is a granulated product entirely 
soluble in water, its bases being Piperazine, 
Urotropine, Helmitol, Benzoates of 
sodium and lithium, and containing 60 centi¬ 
grams (10 grs.) of active matter to each tea¬ 
spoonful. Dose: 2 to 6 teaspoonfuls daily. 
It purifies the urines, and this action is dne to 
its three principal properties : 

1. IT IS A URINARY ANTISEPTIC. 

2. A SOLVENT OF URIC ACID AND 

OF PHOSPHATES. 

3. A MILD NON-TOXIC DIURETIC. 

Note the Following Points:— 

1. The Benzoic acid and the Benzoates 
are transformed in the system into hippuric 
acid and consequently make the urine acid, 
which is necessary when the latter is alkaline 
and ammoniacal. 

2. Moreover, this acid medium is indispensable 
for the cleavage of the Urotropine (Hexa- 

I inethylenetetramine), which thus furnishes a 
certain quantity of Formol, the bacteria-destroy- 
ing properties of which are well known. 

3. Helmitol (anhydro-methylene, citrate of 
Hexamethylenetetramine) possesses not only 
the property of disinfecting nrinary apparatus 
to a greater extent than Urotropine, but it also 
possesses sedative anaesthetic properties of 
utmost value in painful affections. 

4. Lastly, the Piperazine (diethylene 
diamine) will cause the rapid elimination of 
uric acid and urates in the form of solnble 
compounds. 

Uraseptine is put up in bottles 
containing 8j oz., 4/6; 12 oz., 10/6. 

NOT ADVERTISED TO THE PUBLIC. 


Further Literature an application to — 

THE ANGLO-FRENCH DRUG CO., Ltd. (late M. Bresillon & Co.), 
Gamage Building, Holborn, London, E.C. 

Telegrams : "Ampsalyaa. Loudon." ’Phone -. IIolborn 1311. 
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W. A. Lane, Mr. Thomas H. Kellock, Mr. Kdred M. Corner, 
Mr. G. E. Waugh, and Mr. H. A. T. Kairbank. Surgeons to 
Out-patients : Mr. O. L. Addison, Mr. H. T. Gray, and Mr. 
L. E. Barrington-Ward. Ophthalmic Surgeon: Mr. W. H. 
McMullen. Surgeon to Aural Department : Mr. G. E. 
Waugh. Dental Surgeon: Mr. A. T. Pitts. Radiographer: 
Dr. Ironside Bruce. Local Medical Officer for Cromwell 
House: Dr. A. M. Henderson. Medical Registrar: Dr. 

H. Paterson. Clinical Pathologist and Bacteriologist: Dr. 
D. Nabarro. Anaesthetists: Mr. Graham Scott, Dr. H. S. 
Sington, Mr. C. J. Loosely, and Mr. H. B. Wilson. 
Resident Medical Superintendents : Mr. T. T. Higgins and 
Dr. G. Pirie. Secretary : Mr. Stewart Johnson. 

Evelina Hospital for Sick Children, Southwark 
Bridge-road, S.E.—This hospital contains 76 cots and a 
very extensive Out-patient Department. About ten clinical 
assistants (either sex), to work with the Honorary Medical 
Staff for Out-patients, are appointed quarterly for a period 
of three months; there is no salary attached to these 
posts; but, on the other hand, no fees are charged. 
Consulting Physicians : Dr. Frederick Taylor and Sir Nestor 
Tirard. Consulting Skin Physician: Dr. S. Ernest Dore. 
Physicians : Dr. J. Charlton Briscoe, Dr. T. R. Whipham, 
and Dr. D. Forsyth. Physicians in charge of Out-patients : 
Dr. H. C. Mann and Dr. C. E. Sundell. Physician in 
charge of Skin Department : Dr. H. W. Barber. Consulting 
Surgeons : Sir G. H. Makins.Sir F. S. Eve, Mr. F. C. Abbott, 
Mr. A. H. Tubby, and Mr. C. H. Fagge. Consulting Aural 
Surgeon : Mr. G. N. Biggs. Consulting Dental Surgeon : 
Mr. R. D. Pedley. Surgeons: Mr. H. S. Clogg and Mr. 
C. A. R. Nitch. Surgeons in charge of Out-patients : Mr. 
P. Maynard Heath and Mr. F. D. Saner. Dental SurgeoD : 
(Vacant). Ophthalmic Surgeon : Mr. R. E. Bickerton. 
Aural Surgeon : Mr. J. F. O’Malley. Anaesthetists : Mr. 
F. D. S. Jackson and Mr. H. M. Pinto-Leite. Radiographer : 
Mr. W. N. Kingsbury. Two House Physicians and one 
House Surgeon: (Vacant). Secretary : H. C. Staniland 
Smith 

Victoria Hospital for Children, Chelsea, S.W.—The 
hospital contains 104 beds and has a large out-patient de¬ 
partment (over 1200 weekly); the home at Broadstairs has 
50 beds, and the home at Biggin Hill, Kent, has 14 beds. 
Consulting Physician : Dr. Ridge Jones. Consulting Sur¬ 
geons : Mr. Cowell, Mr. Pickering Pick, and Mr. D’Arcy 
Power. Physicians: Dr. Walter Carr, Dr. Humphry D. 
Itolleston, Dr. Charles Miller, Dr. Reginald Jewesbury, Dr. 
Douglas Firth, and Dr. E. A. Cockayne. Physician to Skin 
Department: Dr. J. M. H. MacLeod. Surgeons : Mr. H. F. 
Waterhouse, Mr. Fedde Fedden, and Mr. Ralph Thompson. 
Surgeons to the Out-patients : Mr. C. M. Page, Mr. H. 
Blakeway, and Mr. Lancelot Bromley. Ophthalmic Surgeon : 
Mr. C. Devereux Marshall. Dental Surgeon : Mr. Francis R. 
Smyth. Anaesthetist : Dr. W. W. Wells. Electro-Thera¬ 
peutic and Radiographic Department: Dr. Stanley Melville. 
Resident Medical Officer: Mr. L. Camac Rivett. House 
Surgeon : (Vacant). House Physician : Mr. Desmond 
Quigley. Secretary: Mr. H. G. Evered. Matron : Miss 
J. Watson. Out-patients are seen as under :—Diseases 
of the Eye: Wednesday, 2 p.m. Diseases of the Skin: 
Wednesday, 1.30 P.M. Whooping-cough Cases: Friday, 
2.30 p.m. Medical and Surgical Cases: Mornings at 9.30. 
Dental Cases: Thursday, 1.30 p.m. Accidents and urgent 
cases are admitted at any time. 

The Queen’s Hospital for Children (late North-Eastern 
Hospital for Children), Hackney-road, Bethnal Green, N.E. 
(Telephone 305 Dalston.) For the sick children of the poor 
under 14 years of age. Established 1867. 134 beds in London 
and 30 at the seaside branch, “ Little Folks ” Home, Bexhill. 
—During the past year 2029 in-patients and 42,225 out¬ 
patients (attendance 98,346) were relieved, 736 of the in¬ 
patients being infants under two years of age. Consulting 
Physicians: Dr. W. Cayley, Dr. W. Pasteur, Dr. W. a" 
Wills, and Dr. James Taylor. Consulting Surgeons: Mr. 
Waren Tay, Sir R. J. Godlee, Bart., Mr. Bilton Pollard, 
Mr. H. Percy Dean, and Mr. Douglas Drew. Physicians : 
Dr. J. Porter Parkinson, Dr. Eric Pritchard, and Dr. Eric 
Bellingham-Smith. Assistant Physicians : Dr. Sidney Owen, 
Dr. Alexander Gow, and Dr. T. H. G. Shore (Dr. F. H. Dodd, 
Dr. Alice King, and Dr. F. G. Chandler acting during 
the war). Surgeons : Mr. P. Lockhart Mummery and Mr. 
Stephen Fenwick. Assistant Surgeons : Mr. Blundell Bankart 


and Mr. Norman Lake. Ophthalmic Surgeon: Mr. Sydney 
Stephenson (Thursday, 2.30 p.m ). Physician in charge of 
Skin Department: Dr. J. L. Bunch (Friday, 1.30 p.m.). Sur¬ 
geon in charge of the Ear. Nose, and Throat Department: 
Mr. J. H. Connolly (Mr. C. H. Hayton acting during the war) 
(Monday, 10 A.M., and Thursday, 9 A.M.). Dental 
Surgeons: Mr. S. F. Rose (Tuesday and Friday, 2.30 p.m.) 
and Mr. Price Harris (every morning except Saturday 
for L.C.C. school cases) (Mr. F. R. Flintan acting during 
the war). Medical Radiographer : Dr. E. Ulysses Williams. 
Pathologist and Registrar: Dr. Mildred Stogdon. Resident 
Medical Officer: Dr. Hilda Boustield. Four other medical 
residents (men or women, appointed half-yearly)—viz., 
two House Physicians and two House Surgeons. .Matron : 
Miss Bushby. Secretary: Mr. T. Glenton-Kerr. The 
surgeons attend on Wednesdays at 1.45 p.m. and Fridays 
and Saturdays at 9.30 a.m. ; the physicians daily at 

1.45 p.m., except Saturday, 9.30 a.m., and Wednesday 
and Friday, 9.30 A.M., as well as 1.45 p.m. A course of 
clinical d :monstrations and lectures, open free to medical 
practitioners and students of medicine of both sexes, is 
usually given during the winter session. 

The Belgrave Hospital for Children, Clapham-road, 
S.W.—Clinical Assistants (men or women) are from time to 
time appointed to the members of the Visiting Staff attend¬ 
ing in the Out-patient Department at this hospital, and 
facilities are given for attendance in the wards. Physicians : 
Dr. Edmund Cautley, Dr. Stanley Wyard, and Dr. 
A. Ridley Prentice. Surgeons : Mr. Sidney A. Boyd, Mr. 
Lionel E. C. Norbury, Mr. N. Bishop Harman, Mr. II. 
Graeme Anderson, and Mr. Chad Woodward. 

Alexandra Hospital for Children with Hip Disease, 
Queen-square, W.C.—At this hospital students who have 
obtained a recommendation from their teachers can attend 
to see the practice. The out- and in-patients’ clinic is held 
on Mondays and Thursdays at 3.30 p.m. Surgeons: Sir 
Anthony Bowlby and Mr. W. Girling Ball. Visiting Medical 
Officer: Mr. H. N. Burroughes. Assistant Surgeon: Mr. 
K. J. Acton Davis. 

Royal London Ophthalmic Hospital (Moorfields, 
1804-1899), City-road, E.C. 138 beds.—This hospital, 
known as Mooifields Eye Hospital, was moved in 1899 to 
larger buildings in City-road. In 1915 there were 
2208 in-patients, the out-patients were 54,566, of whom 
48,035 were new out-patients, and the attendances 
were 123,783. Operations are performed daily from 
10 a.m. to 1 p.m., and four surgeons attend on each 
day. Students are admitted to the practice of the 
hospital. Fee for six months, £3 3*. ; perpetual, £5 5». 
A special Clinical demonstration is given by a member 
of the staff in the out-patient department every morning. 
Courses of instruction on the following subjects are 
given at the hospital periodically: (1) examination of the 
eye; (2) the use of the ophthalmoscope ; (3) errors of re¬ 
fraction ; (4) external diseases of the eye; (5) surgical 
anatomy of the eye ; (6) motor anomalies; (7) pathology 
of the eye; (8) practical pathology; (9) bacteriology; 
(10) operative surgery; and (11) X ray work. A 
composition fee of £10 10s. will entitle students of the 
hospital to a perpetual ticket, and will admit them once to 
all the above lectures and demonstrations except the classes 
on practical pathology, bacteriology, operative surgery, 
and X ray work. Students of the hospital are eligible for 
the offices of house surgeon or clinical and junior assistants. 
Junior assistants are appointed every three months. Any 
further information will be furnished by Mr. Robert J. 
Bland, Secretary. Consulting Surgeons: Mr. J. Couper, 
Sir John Tweedy, Mr. W. Tay, Mr. A. S. Morton, and 
Mr. W. Lang. Consulting Medical Officer to the X Ray 
Department: Sir James M. Davidson. Physicians: Dr. J. 
Taylor and Dr. Gordon M. Holmes. Surgeons : Mr. J. B. 
Lawford, Mr. E. T. Collins, Mr. W. T. H. Spicer, Mr. 
P. Flemming, Mr. J. H. Fisher, Mr. C. D. Marshall, Mr. 

J. H. Parsons, Mr. C. Worth, and Mr. M. L. Hepburn. 
Assistant Suigeons: Mr. A. C. Hudson, Mr. R. Foster 
Moore, and Mr. R. Affleck Greeves. Dental Surgeon : Mr. 
R. M. Fickling. Medical Officer to the X Ray Department: 
Mr. R. Higham Cooper. Curator and Librarian : Mr. F. A. 
Juler Bacteriologist: Mr. S. H. Browning. Three Refrac¬ 
tion Assistants ; 3 Resident House Surgeons ; Chief Clinical 
Assistants ; Clinical Assistants; and Junior Assistants. 
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Royal Westminster Ophthalmic Hospital, King 
William-street, West Strand.—The hospital contains 40 free 
beds. The Out-patient Department has been reconstructed 
and enlarged, whereby the convenience for treatment and 
examination has been considerably improved. Patients, 
who number over 15.000 annually, are seen at 1 P.M., 
and operations are performed daily at about 2 p.m. The 
following are the days of attendance of the surgeons : Mr. 
Grimsdale and Mr. Brewerton, Mondays and Thursdays; 
Mr. Roll and Mr. McMullen. Tuesdays and Fridays ; and Mr. 
Cruise, Mr. Viner, and Mr. Hine, Wednesdays and Saturdays. 
The practice of the hospital is open to practitioners and 
students. Fees for six months, £3 3$. ; perpetual, £5 5s. ; 
shorter periods by arrangement. Students of the hospital 
are eligible for the posts of house surgeon, assistant house 
surgeon, pathologist, and clinical assistants. Clinical Assist¬ 
ants (who must be duly qualified) to the Surgical Staff are 
appointed twice a year for periods of six months. Secretary : 
Mr. John Hy. Johnson. 

Royal Eye Hospital, St. George’s-circas, Southwark, 
S.E.—There are 40 beds and 2 cots. There were 
64,446 attendances in the Out-patient Department last 
year, and the new patients numbered 21,949. Out¬ 
patients are seen daily 1.30 to 2.30 p.m. Surgeons: Sir 
William J. Collins, Mr. L. V. Cargill, Mr. J. Stroud 
Hosford, Mr. E. Brooksbank James, Mr. E. A. Dorrell, Dr. 
H. Willoughby Lyle, and Mr. A. D. Griffith. Physician : 
Dr. James Stansfield Collier. Consulting Radiographer : 
Dr. J. H. Rhodes. Pathologist : Dr. Effie Gordon Brander. 
Dean : Mr. A. D. Griffith. 

Central London Ophthalmic Hospital, Judd-street, 
St. Panoras, W.C.—This hospital, which has lately been 
rebuilt, has 40 beds and possesses a well-equipped 
laboratory and every facility for clinical teaching daily. 
Last year there were 355 in- and 11,105 out-patients 
(entailing 29,206 attendances). The out-patient work 
begins at 1 o’clock, and operations are performed daily 
between 1 and 4. Consulting Physician : Sir Dyce Duck¬ 
worth, Bart. Consulting Surgeons : Mr. A. P. L. Wells and 
Mr. Ernest Clarke. Surgeons : Mr. Stephen Mayou, Mr. 
J. F. Cunningham, and Mr. A. Levy. Assistant Surgeons : 
Mr. F. A. Juler, Mr. H. P. Gibb, and Mr. M. W. B. Oliver. 
Physician : Dr. Charles O. Hawthorne. Pathologist: Mr. 

F. A. Juler. Bacteriologist : Dr. W. Armstrong. Radio¬ 
grapher: Dr. R. Salmond. Dentist: Mr. E. P. May. 
Secretary : Mr. H. R. S. Druce. 

Hospital for Diseases of the Throat, Golden- 
square, London, W., with which is amalgamated The 
London Throat Hospital, Portland-road.—The hospital 
contains 60 beds. There is an out-patient attend¬ 
ance of over 50,000 yearly. Clinical Instruction in the 
Diagnosis and Treatment of Disease is given in the 
out-patient department from 2 to 5 p.m., on Tuesdays 
and Fridays from 6.30 to 9 p.m., and Mondays at 
9 a.m. Practitioners and Students are admitted to 
the Practice of the Hospital at a fee of 5 guineas 
for three months, 7 guineas for six months, or 10 guineas 
for a Perpetual Studentship. Each course may commence 
at any date. Special terms to men in actual practice 
who can only attend the hospital once or twice a week. 
Gentlemen may enter to the practice of the hospital 
at any time. From amongst the students Junior Clinical 
Assistants are selected, whose duty it is to assist the 
member of the stall to whom they are appointed. Two 
Systematic Courses of Lectures are given during the 
Winter Session, the one before and the other after Christmas, 
which are free to medical men and students on presenta¬ 
tion of their cards. A Course will also be given during May 
and June. A syllabus of these lectures can be obtained on 
application to the honorary medical secretary, Mr. George 
W. Badgerow. Consulting Staff: Mr. T. Mark Hovell, 
Dr. H. Lambert Lack, Dr. Edward Law. and Mr. E. B. 
Waggett. Advisory Staff—Physicians : Dr. A. C. Latham 
and Dr. C. E. Lakin. Neurologist : Dr. E. F. Buzzard. 
Ophthalmologist: Mr. W. Lang. Radiographer: Dr. W. 
Ironside Bruce. Surgeons : Dr. J. W. Bond, Mr. C. A. 
Parker, Mr. C. Woakes, Mr. G. C. Cathcart, Dr. W. H. 
Kelson, Mr. Jefferson Faulder, Mr. George Badgerow, Mr. 
Norman Patterson, and Mr. Irwin Moore. Assistant 
Surgeons: Mr. L. Colledge, Mr. F. F. Muecke, and Mr. 

G. W. Dawson. Dental Surgeon : Mr. A. T. Pitts. 
Assistant Dental Surgeon : Mr. W. G. Oliver. 


Central London Throat and Ear Hospital, Gray’s 
Inn-road.—In addition to the new In-patient Department 
and operation theatre the hospital has a very extensive 
out-patient department, which is open to all medical practi¬ 
tioners and students for the purpose of clinical demonstration 
and instruction during the hours of the surgeons’ visits. 
During the past year 10,680 out-patients (involving close upon 
50,000 attendances) and 686 in-patients were treated. The 
fee for three months’ attendance is 5 guineas ; for six months, 
8 guineas. The post-graduate teaching consists of succes¬ 
sive series of practical demonstrations by the members 
of the staff delivered twice weekly during the winter and 
summer sessions. They are so arranged that practitioners 
joining at any part of the course are enabled to complete the 
group of subjects. A special Operative Surgery class is 
held at intervals. The fee for each course is 2 guineas, 
with daily attendance at the out-patient department during 
the period of the course. Details of subjects, &c., will be 
afforded by the Dean. Considerable attention is given 
to scientific work, particularly with regard to Bacterio¬ 
logy of the ear and respiratory passages. Operation 
days : in-patients, Monday, Tuesday, Wednesday, Thursday, 
and Friday, at 2 p.m. ; out-patients, daily at 9 a.m. Con¬ 
sulting Physician : Dr. Purves Stewart. Consulting Sur¬ 
geons: Sir Watson Cheyne, Bart., Dr. Dundas Grant, and 
Dr. Percy Jakins. Consulting Ophthalmic Surgeon: Mr. 
Stanford Morton. Surgeons: Mr. Chichele Nourse, Dr. 
Abercrombie, Mr. Stuart-Low, Dr. Andrew Wylie, I)r. 
Atkinson, and Dr. McKenzie. Assistant Surgeon: Mr. H. 
Kisch. Tuberculosis Department: Mr. John MacKeith. 
Pathologist: Dr. Wyatt Wingrave. Dental Surgeons : Mr. 
Whishaw Wallis and Mr. Henning James. Anaesthetists: 
Dr. Bercsford Kingsford, Dr. Mortimer, and Dr. Crampton. 
Assistant Anaesthetist: Dr. Leslie Rawes. In addition the 
following appointments are open to qualified members of 
the profession:—Six Registrars, tenable for twelve months; 
and sixteen Clinical Assistants, tenable for three or six 
months. Secretary : Mr. Richard Kershaw. 

The Metropolitan Ear, Nose, and Throat Hospital 
(1838) (incorporated). — The hospital was founded in 
1838, and is situated in Fitzroy-.square. The Out-patient 
Department is opened daily at 2.30 p.m. to all medical 
practitioners and senior students for acquiring clinical 
instruction and technical knowledge. Operations upon 
in-patients are performed on Tuesdays, Wednesdays. 
Thursdays, and Fridays at 10 a.m. Fee for one month’s 
attendance at the hospital £1 l.t., and for three months 
£2 2 s. During the forthcoming session practical demon¬ 
strations will be given by members of the staff on 
the diagnosis and treatment of diseases of the ear 
and respiratory passages. Each course may commence 
at any time. Clinical Assistants are appointed as vacancies 
occur, and have responsible duties. Consulting Surgeon : 
Mr. J. Pickett. Surgeons : Mr. H. Pegler, Mr. F. Spicer. 
Mr. W. J. Horne, Mr. J. C. Potter, and Mr. H. Buckland 
Jones. Anaesthetists: Mr. C. Looseley, Mrs. Brady, and 
Mr. C. T. W. Hirsch. Pathologist: Mr. A. N. Leathern. 
Dentist: Mr. J. A. Bowes. 

Royal Ear Hospital, Dean-street, Soho. (Founded 
1816.)—Courses of instruction of a practical character in 
Diseases of the Ear and Nose are given by the members of 
the staff throughout the year. Clinical assistants are also 
appointed. Students may join at any time. For informa¬ 
tion address the Honorary Secretary of the Medical Board, 
Royal Ear Hospital, Dean-street, Soho. Surgeons : Mr. M. 
Yearsley, Mr. Richard Lake, Mr. R. S. Cocke, Mr. E. A. 
Peters, Mr. H. A. Kisch, and Mr. J. F. O’Malley. 
Physician and Pathologist: Dr. J. Burnford. Oph¬ 
thalmic Surgeon: Mr. H. W. Lyle. Dental Surgeon : Mr. 
F. W. Barrett. Anaesthetists: Dr. Harold Sin^ton, Dr. 

H. B. Wilson. Mr. W. Howard Jones, Mr. G. W. Gandy, 
and Mr. J. C. Clayton. Radiographer : Mr. J. Shepley Part. 

St. Mark’s Hospital for Cancer, Fistula, and other 
Diseases of the Rectum, City-road, E.C. (Founded 
1835.)—Honorary Surgeons: Mr. P. Lockhart-Mummery, 
Mr. Aslett Baldwin, and Mr. 0. Gordon Watson. Assistant 
Surgeons : Mr. H. Graeme Anderson and Mr. L. Norbnry. 
The hospital contains 52 beds for men and women. Opera¬ 
tions are performed on Mondays, Wednesdays, and Thurs¬ 
days at 2.30 p.m. Medical practitioners and students are 
invited to the operations and to the clinical instruction in 
the wards and in the out-patient department. There is also 
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a course of lectures once a year, generally during the summer 
session, free to all qualified medical men, particulars of 
which are announced beforehand. The number of out¬ 
patient attendances per year is 6900, and the average number 
of in-patients 730. 

St. Peter’s Hospital for Stone and other L t rinary 
Diseases, Henrietta-street, Covent Garden. Established 
I860. New Hospital opened 1882.—Honorary Surgeons: 
Mr. F. Swinford Edwards and Mr. P. J. Freyer. Assistant 
Surgeons: Mr. John Pardoe, Mr. J. W. Thomson Walker, and 
Mr. J. Swift Joly. The hospital contains 30 beds for men and 
2 beds for women and children. Medical practitioners and 
students are invited to the clinical instructions which are 
given in the wards and out-patient department daily, and 
to the operations in the theatre on Wednesdays and Fridays 
at 2 p.m. Average beds occupied daily, 30; average out¬ 
patients seen daily, 125. 

St. John's Hospital for Diseases of the Skin, 49, 
Leicester-square, W.C. Rebuiltl905.—The in-patient depart¬ 
ment, 40 beds, is at 262, Uxbridge-road, W. The out-patient 
practice is open to the medical profession at the following 
times: Every day, from 2 to 3.30 p.m., and every evening 
(except Saturday) 6 to 7. At the afternoon clinics 

demonstrations on the different diseases presenting them¬ 
selves in the out-patient department, are given. The X ray 
department is open on Tuesday and Thursday afternoons. 
The Chesterfield Lectures are given by Dr. Morgan 

Dockrell on Thursdays at 6 P.M., October to March, 

commencing Oct. 4th. At the end of the course the 

Chesterfield medal may be competed foi by those who have 
attended three-fonrths of the lectures. Physicians: Dr. 
Morgan Dockrell, Dr. W. Griffith, Dr. J. L. Bunch, 

and Dr. Knowsley Sibley. Surgeon : Mr. M. K. Hargreaves. 
Electro-Therapeutist: Dr. C. R. Kempster. There is a well- 
equipped laboratory where special courses in Pathology and 
Bacteriology of the Skin may be arranged for. 

London Lock Hospital and Rescue Home. —In the 
Female Hospital at Harrow-road, W., there are 153 beds, and 
623 patients were admitted in 1915. In the Male Hospital 
and Out-patient Department in Dean-street, Soho, W., there 
are 43 beds, which during 1915 accommodated 336 patients. 
32,645 out-patients were treated. Over 3000 injections of 
the substitutes for the '‘606” treatment were made in 1915. 
Patients are seen at Dean-street on Mondays from 1 to 
2 p.m. and from 6 to 8 p.m. ; on Tuesdays and Wednesdays 
from 6 to 8 p.m. ; on Thursdays at 5.30-6.30 p.m. (female 
patients); on Fridays from 2 to 3 p.m. (female patients); and 
on Saturdays from 2 to 4 p.m. (males). Consulting Surgeons: 
Mr. Buxton Shillitoe and Mr. J. A. Bloxam. Consulting 
Ophthalmic Surgeon: Mr. F. E. Juler. Physician : Dr. 
Sidney Phillips. Surgeons: Mr. J. Ernest Lane, Mr. 
Arthur Shillitoe, and Mr. Charles Gibbs. Surgeons to 
Out-patients : Mr. J. Ernest Lane, Mr. Charles Gibbs, Mr. 
Arthur Shillitoe, Mr. Charles Ryall, Mr. Herbert J. Paterson, 
and Mr. J. E. R. McDonagh. Registrar (Female Hospital): 
Mr. J. Johnston Abraham. Anesthetist : Mr. J. D. 
Mortimer. Physician Electro-Therapeutic Department: 
Dr. Charles Russ. Pathologist: Mr. A. Fleming. Dental 
Surgeon : Mr. S. Lafferty, House Surgeon at the Female 
Hospital: Dr. N. 8. Bonard. House Surgeon at Male Hospital 
and Out-patients’ Department: Mr. S. Chuttopadhuya. 
Secretary: Henry J. Eason. Head office: 283, Harrow- 
road, W. 


ENGLISH PROVINCIAL ANCILLARY SCHOOLS AND 
HOSPITALS. 

Under this heading we include all the hospitals which are 
recognised by the English Royal Colleges for a part of the 
required attendance on medical and surgical practice, for 
medical clerkships, and surgical dresserships. The list 
includes nearly every hospital of a general character in the 
country having more than 150 beds, though occasionally a 
large hospital is admitted because equally good opportunities 
are afforded to students at other institutions in its neigh¬ 
bourhood, while a small hospital may be included because no 
such facilities for study are present elsewhere. The list is 
arranged alphabetically as to the town where the hospital is 
located. 

Bath Royal United Hospital, Bath.—This hospital 
contains 130 beds, and possesses a fine library. Con¬ 
sulting Physician : Dr. A. E. W. Fox. Consulting 
Surgeon: Mr. R. J. H. Scott. Physicians: Dr. G. A. 


Bannatvne, Dr. T. W. Smith, and Dr. E. J. Cave. Assistant 
Physicians: Dr. G. E. Bowker, Dr. L. H. Walsh, and Dr. R. 
Waterhouse. Surgeons : Mr. H. G. Terry, Mr. F. Lace, 
and Mr. F. Fraser. Assistant Surgeons : Mr. W. S. Melsome, 
Mr. A. L. Fuller, and Mr. W. G. Mumford, Physician to 
Electrical Department: Dr. P. King. Assistant Physician 
to Electrical Department: Dr. G. E. Bowker Pathologist 
and Curator of Museum : Dr. It. Waterhouse. Anaesthetist: 
Mr. A. de V. Blathwayt. Assistant Anaesthetist: Dr. Ray 
Edridge. Dental Surgeons : Mr. W. J. Royal and Mr. 
S. Carter. Secretary : Mr. J. M. Sheppard. 

Bedford County Hospital, Bedford.—This hospital 
has 100 beds, with X Ray and Pathological Departments. 
Consulting Physician : I)r. G. P. Goldsmith. Consulting 
Surgeons: Mr. E. C. Sharpin and Mr. R. H. Kinsey. 
Physicians: I)r. R. Coombs and Dr. W. Phillips. Sur¬ 
geons : Mr. W. Gifford Nash and Mr. Henry Skelding. 
Ophthalmic Surgeon: Dr. H. Goldsmith. Assistant Phy¬ 
sicians : Dr. A. C. Perram and Dr. G. T. Birks. Assistant 
Surgeons : Dr. S. J. Ross and Mr. 'Walter Sharpin. Dental 
Surgeon: Mr. F. W. Williams. House Surgeon: (Vacant). 
House Physician: Mr. S. N. Kaul. Secretary: Mr. 
Beauchamp Wadmore. 

Bradford Royal Infirmary, Bradford.—This hospital 
contains 210 beds. The material passing through the 
Surgical wards consists of major operations, chiefly abdo¬ 
minal, and gynaecological work, and affords excellent facilities 
for either students or post-graduates. Plans for a new 
hospital of 382 beds have been adopted, and the building 
operations will be commenced as soon as the funds in 
hand will allow. Consulting Physicians: Dr. Herbert C. 
Major, Dr. David Goyder, Dr. Richard Honeyburne, and 
Mr. Thomas Wilmot. Physicians : Dr. Henry J. Campbell, 
Dr. F. W. Eurich, Dr. J. Beattie Dunlop, Dr. W. 
Wranghara, and Mr. W. Mitchell (in charge of Electrical 
Department). Consulting Surgeon : Mr. Harry Meade. Sur¬ 
geons: Mi. Charles F. M. Althorp, Dr. Thomas J. Wood, Mr. 
John B. Hall, and Mr. James Phillips. Consulting Gyneeco- 
logist: Dr. A. C. F. Rabagliati. Gynecologist: Mr. 
Charles F. M. Althorp. Consulting Laryngologist: Dr. 
Adolph Bronner. Laryngologist: Dr. Andrew Little. 
Assistant Surgeons : Mr. Francis W. Goyder and Mr. Peter 
McEwan. Assistant Physicians : Mr. W. Messer and Dr. 
W. N. West-Watson. Anesthetists: Dr. W. E. Hayburn, 
Dr. R. A. Lankester, Mr. J. B. Lockerbie, and Dr. J. D. 
McCulloch. Pathologist: Mr. B. Hughes. Consulting 
Dental Surgeon : Mr. Arthur A. Matthews. Dental Surgeon : 
Mr. II. Alvin Mahony. 

The Royal Sussex County Hospital, Brighton (264 
beds).—This hospital affords ample facilities for students, 
possessing a large out-patient department, a library, and a 
well-appointed clinical research and bacteriological depart¬ 
ment. The hospital does not take resident pupils, hut 
out-pupils may attend the practice of the hospital for any 
period not exceeding two years on payment in advance of 
such a fee, not exceeding 20 guineas, as the Board of 
Management shall direct. Consulting Physicians: Dr. 
Hollis, and Dr. Branfoot. Physicians : Dr. J. F. G. Dill, 
Dr. Hobhouse, and Dr. Maynard. Assistant Physicians : Dr. 
W. Broadbent, Dr. D. Hall, and Dr. Bailey. Consulting Sur¬ 
geons : Mr. N. P. Blaker, Mr. W. Fumer, and Mr. T. J. 
Verrall. Surgeons: Mr. R. F. Jowers, Mr. F. J. Paley, 
and Mr. A. H. Buck. Assistant Surgeons: Mr. T. H. 
Ionides, Mr. W. A. Bowring, and Mr. H. N. Fletcher. 
Honorary Medical Clinical Assistant: Dr. R. Clapham. 
Honorary Surgical Clinical Assistant: Mr. A. G. Bate. 
Ophthalmic Surgeon : Mr. W. W. Griffin. Dermatologist: 
Dr. A. W. Williams. Dental Surgeon : Mr. W. R. Wood. 
Assistant Dental Surgeon : Mr. T. S. Worboys. Pathologist: 
Dr. H. M. Galt. 

Kent and Canterbury General Hospital, Canterbury. 
—The hospital contains 108 beds. Pupils of the staff are 
admitted to the practice of the hospital and have the use of 
the library of the East Kent and Canterbury Medical Society 
for £7 7s. A Roentgen ray apparatus has recently been 
given to the hospital. Operation day, Thursday, 11 a.m. 
Physicians : Dr. Harold Wacher and Dr. M. T. Williams. 
Consulting Surgeons: Mr. Frank Wacher and Mr. 2. 
Prentice. Surgeons : Mr. Sidney Wacher, Mr. E. D. White- 
head Reid, and Mr. R. J. Ferguson. House Surgeon: Mr. 
P. A C. Pattyn. Dentist: Mr. R. S. N. Faro. Secretary: 
Mr. Arthur J. Lancaster. 
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Derbyshire Royal Infirmary, Derby.—This hospital 
contains 260 beds. It was founded in 1810, and was entirely 
rebuilt and enlarged 1892-1915 on the most modern lines at a 
cost of over £144,000. There is a separate ophthalmic block of 
33 beds, a separate children’s block of 34 beds, and a special 
department for gynecological cases. There are three resi¬ 
dent house surgeons and a resident house physician. There 
is also a well-equipped Finsen light and X ray department. 
Registered medical students are admitted to witness 
the medical and surgical practice on payment of 10 
guineas annually. Consulting Physicians : Dr. Charles A. 
Greaves and Dr. G. Rice. Physicians : Dr. Edmund Vaudrey, 
Dr. Maurice Parry-Jones, and Dr. Hugh Barber. Consult¬ 
ing Surgeons : Mr. John A. Sharp, Mr. Charles H. Hough, 
and Mr. John L. Wright. Surgeons: Dr. Richard H. 
Luce, Mr. John A. Southern, Mr. Francis L. A. Greaves, 
and Mr. John E. Kilvert. Ophthalmic Surgeon : Mr. Edwin 
Collier Green. Gynaecologist: Mr. Henry T. Hicks. Anaes¬ 
thetists : Mr. W. St. A. St. John, Dr. J. D. C. Allen, 
and Dr. A. D. Hunt. Pathologist : Dr. Hugh Barber. 
Dental Surgeons: Mr. Charles J. Allin and Mr. J. Montague 
Murphy. 

Royal Devon and Exeter Hospital, Exeter.—Medical 
and Surgical Staff: Consulting Surgeons: Mr. J. D. Harris 
and Mr. E. J. Domville. Physicians: Dr. H. Davy 
and Dr. William Gordon. Surgeons: Mr. Charles E. 
Bell and Mr. A. C. Roper. Assistant Surgeons: 
Mr. Brennan Dyball and Mr. A. L. Candler. Assistant 
Physician and Pathologist: Mr. Reginald V. Solly. 
Surgical Registrar and Assistant Pathologist: Mr. A. L. 
Candler. Surgeon Dentist: Mr. J. M. Ackland. Anaes¬ 
thetists : Mr. Henry Andrew and Mr. J. Shirley Steele- 
Perkins. Medical Officer in Charge of the Electrical Treat¬ 
ment Department: Mr. J. Delpratt Harris. Assistant 
Medical Officer in charge of the Electrical Treatment 
Department: Mr. Frank A. Roper. Surgeon in charge of 
the Ear, Throat, and Nose Department : Mr. Robert 
Worthington. The hospital contains 200 beds (including 
special children’s wards) and has a good library, museum, 
dissecting room, and post-mortem room. Attendance on 
the practice of this hospital qualifies for all the exa¬ 
mining boards. There is also a Private Nursing Staff 
attached to the hospital. For particulars as to fees, &c., 
apply to the Matron. A new wing was added in 1897. 
Arrangements may be made by which gentlemen in practice 
desiring to increase their qualifications may have the use of 
the museum and library and other facilities and by which 
students may attend midwifery. A new Operating Theatre 
was opened in 1906 (the gift of Mrs. Nosworthy of New- 
lands, Dawlish, Devon). The Electrical Treatment Depart¬ 
ment (the gift of Mrs. M. A. Sanders) was opened in 1907 
by Lady Duckworth-King. 

West of England Eye Infirmary, Exeter.—Physician : 
Dr. William Gordon. Surgical Staff : Mr. A. C. Roper and 
Mr. Ransom Pickard. Assistant Surgeon : Mr. G. F. 
Hawker. Secretary: Mr. W. W. Beer. The infirmary 
contains 64 beds. Students of the Exeter Hospital can 
attend the practice of the Eye Infirmary. Patients for the 
year ending Michaelmas, 1915, 2617. 

The Gloucestershire Royal Infirmary and Eye 
INSTITUTION, Gloucester.—This hospital, which was granted 
the title of “ Royal ” on the occasion of King Edward VII.’s 
visit to Gloucester in the year 1909, has 140 beds. Consult¬ 
ing Surgeons : Mr. T. S. Ellis, Mr. R. M. Cole, Mr. H. E 
Waddy, and Mr. E. Dykes Bower. Physicians : Dr. W. W. 
Grosvenor and Dr. D. E. Finlay. Assistant Physician: 
Dr. H. Cairns Terry. Surgeons : Mr. W. Washbourn, Mr. 
G. W. Ancrnm, and Mr. C. V. Knight. Ophthalmic Sur¬ 
geon : Mr. E. Dykes Bower. Assistant Surgeon: Mr. A. 
Alcock. Secretary: Mr. H. P. Pike. In-patients, 1652; 
out-patients, 7230. 

North Staffordshire Infirmary, Hartshill, Stoke-on- 
Trent.—The New Infirmary, opened in 1869, is built on 
the pavilion plan, has accommodation for about 240 
patients, including Children's wards, and a special depart¬ 
ment for the treatment of Diseases of the Eve, a special 
X Kay and Electrical Department, and a special department 
for the treatment of Diseases of the Ear, Nose, and Throat, 
so that there are excellent facilities for acquiring a practical 
knowledge of the profession. During the last six years 
the sum of £35,000 has been spent on new buildings and 


alterations. A new Out-patient Department, costing £12,000. 
a new Children's Ward of 30 beds, a new Pathological 
Department, and a second large Operation Theatre are 
amongst the structural improvements already completed. 
The whole institution is now equipped in a thoroughly up-to- 
date manner. Honorary Consulting Physician: Dr. A. M. 
McAldowie. Honorary Consulting Surgeons: Mr. W. D. 
Spanton and Mr. G. Stokes Hatton. Physicians : Dr. S. King 
Alcock, Dr. H. Nicholls, and Dr. J. Russell. Surgeons: 
Mr. Wheelton Hind, Mr. Reginald Alcock, and Mr. VV. C. 
Allardice. Assistant Physicians: Dr. W. E. L. Horner, 
Dr. G. H. Sowry, and Dr. E. C. Myott. Assistant Surgeons : 
Mr. Harold Hartley, Mr, Eric E. Young, and Mr. W. Webster. 
Consulting Ophthalmic Surgeon : Mr. H. H. Folker. Oph¬ 
thalmic Surgeon : Mr. R. H. Dickson. Assistant Ophthalmic 
Surgeon: Mr. S. McMurray. Medical Officers in charge of 
the Electrical Department: Dr. G. H. List and Dr. A. H. 
John. Surgeon in charge of Ear, Nose, and Throat Depart¬ 
ment : Mr. G. A. Carter. Dental Surgeon : Mr. J. D. Skae. 
Honorary Anaesthetists : Dr. G. Blair and Dr. C. H. Mott. 
Secretary and House Governor: Mr. T. Basil Rhodes. 

Hull Royal Infirmary, Hull.—This hospital contains 
244 beds. Consulting Physician: Dr. Edward O. Daly. 
Consulting Surgeons: Sir John Sherburn, Mr. Thomas M. 
Evans, Mr. Robert H. B. Nicholson, and Mr. Edmund H. 
Howlett. Consulting Dental Surgeon: Mr. J. Charles 
Storey. Consulting Ophthalmic Surgeon : Dr. W. C. Rockliffe. 
Physicians: Dr. Frank Nicholson, Dr. Frank C. Eve, and 
Dr. Edward Turton. Surgeons: Mr. Alfred G. Francis. Mr. 
Henry W. Pigeon, Mr. Edward Harrison, and Mr. Edward M. 
Hainworth. Ophthalmic Surgeon: Dr. Duncan Mackay. 
Assistant Ophthalmic Surgeon: Mr. William Bainbridge. 
Assistant Surgeons: Mr. Harold Upcott, Mr. Robert Grieve, 
and Mr. Guy B. Nicholson. Assistant Medical Officer : 
Mr. Stanley E. Denyer. Dental Surgeon : Mr. Arthur W. 
Turton. Assistant Dental Surgeon: Mr. Stanley R. Storey. 
Anaesthetists: Mr. Harry L. Evans and Dr. Arthur T. 
Sissons. 

Leicester Koval Infirmary, Leicester.—Instruction in 
the infirmary for first-year students is duly recognised by 
the various examining bodies. At the General Infirmary 
there are 230 beds, and at the Children’s Hospital in con¬ 
nexion 70; total 300. The number has been temporarily 
increased and 160 beds have been placed at the disposal of 
the War Office for wounded soldiers. A new wing containing 
100 beds was recently opened by H.K.H. the Duchess of 
Argyll, and a new Nurses’ Home containing separate 
accommodation for 100 nurses has also been opened. A recon¬ 
struction scheme has been carried out, and £120,000 spent on 
bringing the accommodation of the institution to a modern 
standard of efficiency. This scheme has included the pro¬ 
vision of two modern operating theatres, as well as a 
self-contained out-patients’ department. The Children’s 
Hospital has been reconstructed and enlarged by the 
addition of a third ward at a cost of £14,500. Open- 
air balconies on all three floors are a feature. A central 
sterilising department has been provided. Plans have 
been passed for a new Pathological Laboratory and post¬ 
mortem rooms at an estimated cost of £5000. There are 
eight resident medical officers—viz., two house surgeons, 
one house physician, two assistant house surgeons, one 
assistant house physician, and two dressers. All receive 
salaries. The dressers are given an honorarium of £10 10s. 
on completion of six months' satisfactory service. Con¬ 
sulting Surgeons: Mr. George C. Franklin, Mr. Claude 
Douglas, and Mr. C. J. Bond. Physicians : Dr. Reginald 
Pratt. Dr. Astley V. Clarke, Dr. Robert Sevestre. Dr. 
T. Villiers Crosby, and (temporary) Dr. J. D. Slight. 
Surgeons : Mr. Henry J. Blakesley, Mr. Cecil E. Marriott, 
Mr. J. S. Sloane, and Mr. F. Bolton Carter. Ophthalmic 
Surgeon: Mr. Nicholas C. Ridley. Aural Surgeon: Dr. 
Frederick W. Bennett. Physician to Out-patients: Dr. 
T. Arnold Johnston (Honorary Pathologist). Surgeons to 
Out-patients : Mr. W. I. Cumberlidge and Mr. T. C. Clare. 
House Governor and Secretary : Mr. Harry Johnson. 

Northampton General Hospital, Northampton.—Two 
new wings were opened in 1904 and the old buildings 
entirely renovated and re-arranged. The number of beds is 
298. Non-resident pupils are received and have every oppor¬ 
tunity of acquiring a practical knowledge of their profession. 
The fee is £10 10J. Pupils can be received at any time. 
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Physicians : Dr. l’everel S. Lichens and Dr. W. M. Robson. 
Surgeons : Hr. George H. Percival and Dr. K. A. Milligan. 
Ophthalmic Surgeon : Mr. E. Harries Jones. Assistant 
Surgeon : Mr. N. Blake Odgers. Dental Surgeon : Mr. E. 
Rogers Bull. 

Norfolk and Norwich Hospital, Norwich.—This hos¬ 
pital has at present 400 beds (150 civilian, 250 military), 
Non-resident pupils admitted. Fees: For three months. 
£3 3.?. ; for six months, £5 5s. ; as permanent pupil, £8 8*. 
Consulting Surgeons : Dr. Beverley and Mr. H. S. Robinson. 
Physicians : Dr. Barton, Dr. Burton-Fanning, and Dr. Long. 
Surgeons: Mr. S. H. Burton, Mr. D. D. Day, and Mr. H. A. 
Ballance. Assistant Physician and Electro-Therapeutist: 
Dr. A. J. Cleveland. Assistant Surgeons : Mr. E. IV. Everett, 
Mr. A. J. Blaxland, and Mr. J. Burfield. Dental Surgeon : 
Mr. H. F. White. Secretary: Mr. F. Inch. 

Nottingham General Hospital.— At the present time 
there are 233 beds available for civilian patients, and 250 
for the accommodation of sick and wounded soldiers from 
overseas, including 150 in temporary buildings which 
have been erected within the hospital grounds for this 
purpose. Consulting Physician : Dr. Henry Handford. 
Physicians: Dr. Charles H. Cattle, Dr. Frank H. Jacob, 
and Dr. William T. Rowe. Assistant Physicians: Dr. 
James C. Buckley and Dr. H. Smith Wallace. Consulting 
Surgeons : Mr. Rupert C. Chicken, Mr. Joseph Thompson, 
and Mr. H. Owen Taylor. Surgeons: Mr. Alexander R. 
Anderson, Mr. Robert G. Hogarth, Mr. W. Morley Willis, 
and Mr. Charles H. Allen. Assistant Surgeons: Mr. 
Alexander Robert Tweedie and Mr. H. Bell Tawse. Dental 
Surgeon : Mr. John Battersby. 

South Devon and East Cornwall Hospital, Plymouth. 
—This hospital contains 189 beds (25 to 50 of which are 
allocated for wounded soldiers). A new mortuary chapel 
has been recently erected. Consulting Physician : Dr. 
R. H. Clay. Physicians: Dr. E. L. Fox and Dr. A. B. 
Soltau. Consulting Surgeons: Mr. P. Swain and Mr. 
R. H. Lucy. Surgeons: Mr. W. L. Woollcombe and Mr. 
G. F. Aldous. Assistant Physician : Dr. Colin D. Lindsey. 
Assistant Surgeons : Mr. W. Crosbie Hamilton, Mr. G. C. F. 
Robinson, and Mr. H. G. Pinker. Physician in charge of 
X Ray and Finsen Light Department : Dr. W. Cheyne 
Wilson. Anaesthetist: Mr. E. G. Smith. Registrar and 
Out-patient Anesthetist : Mr. G. S. Earl. Registrar and 
Emergency Anaesthetist : Mr. W. L. Hodge. Dental 
Surgeon : Mr. A. N. Balkwill. Pathologist : Dr. W. L. 
Pethybridge. 

The Royal Hospital, Portsmouth (founded 1847).— 
The number of beds is 160. The hospital has X Ray and 
Massage Departments. Honorary Physicians: Dr. John 
Phillips and Dr. W. P. McEldowney. Surgeons : Mr. C. P. 
Childe, Mr. T. A. M. Forde, and Mr. A. B. Wright. 
Honorary Anaesthetist: Dr. W. J. Essery. Honorary 
Assistant Physicians : Dr. E. J. Davis Taylor anil 
Dr. H. Farncombe. Honorary Assistant Surgeons: Mr. 
L. Cole Baker, Mr. C. A. Scott Ridout, and Mr. H. Burrows. 
The hospital is a preparatory School of Medicine and Sur¬ 
gery ; the attendance of pupils at this hospital is recognised 
by the Examining Boards. Particulars of the Secretary at 
the hospital. 

Royal Berkshire Hospital, Reading.—This hospital, 
which contains 230 beds, with military wards, has been 
recently enlarged, the additions including a new Out¬ 
patient Department, a Casualty Department, an X Ray 
Department, a Laboratory, an Eye Theatre, and Eye 
Wards. Consulting Surgeons: Mr. J. H. Walters and 
Mr. J. A. P. Price. Physicians: Dr. W. T. Freeman 
and Dr. G. S. Abram. Assistant Physicians: Dr. G. F. 
Murrell and Dr. G. O. Lambert. Surgeons: Mr. W. J. 
Maurice, Mr. L. M. Guilding, and Mr. W. J. Foster. 
Assistant Surgeon : Mr. W. B. Secretan. Aural Surgeon: 
Mr. A. Roberts. Ophthalmic Surgeon : Mr. R. P. Brooks. 
Ansesthetist: Mr. R. Ritson. Consulting Dental Surgeon: 
Mr. A. L. Goadbv. Pathologist: Dr. R. Donaldson. Medical 
Registrar: Dr. H. M. Clarke. Surgical Registrar : Mr. 
J. L. Joyce. Clinical Assistants in the Ophthalmic Depart¬ 
ment : Mr. C. B. Baxter, Mr. R. H. Cotton, and Mr. 
F. H. P. Wills. Clinical Assistant in the Aural Department: 
Mr. L. Powell. 


Salisbury General Infirmary, Salisbury. —This hos¬ 
pital contains 200 beds. Consulting Physician : Dr. G. G. 
Morrice. Consulting Surgeon : Mr. L. S. Luckham. 
Physicians: Dr. W. W. Ord and Mr. J. E. Gordon. 
Surgeons : Dr. C. G. B. Kempe and Dr. E. T. Fison. 
Assistant Surgeons : Mr. J. Armitage and Mr. T. B. 
Henderson. Physician in charge of the X Ray Department: 
Dr. G. E. Thornton. Ophthalmic Surgeon: Mr. P. C. 
Bardsley. Surgeon Dentist: Mr. F. Gordon. Honorary 
Anesthetists: Dr. G. E. Thornton and Dr. L. D. Saunders. 
Secretary: Mr. S. B. Smith. In-patients, 135 weekly 
average; out-patients. 1013, including dental cases 347, 
ophthalmic cases 72, and X ray cases 416; attendances 
on 2842 casuals. 

Royal Salop Infirmary, Shrewsbury.—This hospital 
has 150 beds. Consulting Physicians : Dr. E. Burd, Mr. 
R. W. O. Withers, Dr. E. Lycett Burd, and Colonel E. Cureton, 
M.D., V.D. Physicians : Dr. H. W. Gardner, Dr. R. H. Urwick, 
and Dr. F. Whincup. Consulting Surgeon : Mr. W. Eddowes. 
Surgeons : Mr. A. Jackson, Mr. H. H. B. MacLeod, and 
Mr. L. J. Godson. Ophthalmic Surgeon : Mr. C. G. 
Russ Wood. Pathologist: Dr. F. A. Anderson. Assistant 
Pathologist : Dr. R. Osborn Smyth. Radiographer : 
Mr. W. S. Edmond. Dental Surgeon : Mr. W. E. 
Harding. Honorary Health Officer: Mr. James Wheatley. 
Secretary: Mr. Alfred Sugden. In-patients, 1468; out¬ 
patients, 904; out-patients’ attendances for the year, 
15,846. 

Royal South Hants and Southampton Hospital, 
Southampton.—This hospital contains 130 beds. Physicians : 
Dr. N. E. Aldridge and Dr. H. P. Ward. Assistant Physicians : 
Dr. J. H. P. Fraser, Dr. B. N. Tebbs, and Dr. H. J. Nightingale. 
Surgeons Extraordinary : Mr. W. Sims and Mr. A. B. Wade. 
Surgeons: Mr. H. W. Shettle, Mr. J. R. Keele, and Mr. 
W. P. Purvis. Assistant Surgeon : Mr. G. II. Cowen. 
Throat and Ear Surgeon: Mr. W. P. Purvis. Dental 
Surgeon : Mr. E. G. Robertson. Electro-Therapeutic Depart¬ 
ment : Dr. N. E. Aldridge. Secretary : Mr. T. A. Fisher 
Hall. In-patients, 2107 ; out-patients, 10,024. 

Staffordshire General Infirmary, Stafford.—This 
hospital has 77 beds. Honorary Consulting Physician : Dr. 
G. Reid. Physicians: Dr. C. Reid and Dr. L. Gray. 
Surgeons : Mr. F. M. Blumer and Mr. F. H. Marson. 
Assistant Honorary Surgeon : Mr. F. N. Cookson. Oph¬ 
thalmic Surgeon : Mr. A. B. Cridland. Surgeon Dentist : 
Mr. W. II. Ridge. Secretary : Mr. K. Battle. In-patients, 
839 ; out-patients, 2399. 

Royal Hants County Hospital, Winchester.—This 
hospital has 108 beds. Honorary Consulting Physicians : Dr. 
W. M. Harman and Dr. H. E. Wingfield. Physicians : Dr. 
G. F. A. England, Dr. A. E. Bodington, and Dr. G. A. Tullis. 
Surgeons: Sir. H. J. Godwin, Mr. F. J. Child, and Mr. 
G. A. Roberts. Honorary Ophthalmic Surgeon: Mr. A. 
Zorab. Honorary Dental Surgeon : Mr. L. M. Balding. 
Honorary Medical Officer in charge of the X Ray Depart¬ 
ment : Dr. Norman Aldridge. Secretary: Mr. Edwin J. 
Pearce. 

Wolverhampton and Staffordshire General Hos¬ 
pital, Wolverhampton.—There are 209 beds. Special 
departments for Children, Gynecology, Ear, Throat, 
and Nose Diseases, Electro-therapeutic and X ray and 
Pathological departments. Thtre is an excellent library. 
The resident officers are a resident medical officer 
and three house surgeons. Consulting Surgeon : Mr. 
W. H. T. Winter. Physicians: Dr. H. Malet, Dr. 
J. A. Codd, and Dr. A. H. Carter. Surgeons: Mr. E. 
Deanesly, Mr. A. H. Hunt, Mr. W. F. Cbolmeley, 
and Mr. Howard Dent. Assistant Physicians : Dr. E. H. 
Coleman and Dr. T. H. Galbraith. Assistant Surgeon : Mr. 
C. A. Stidston. Anaesthetists: Dr. E. W. Strange, Mr. 
David Mann, Dr. F. R. Armitage, and Dr. J. N. 
McTurk. Pupils are allowed to witness the whole 
of the practice of the hospital and to be present at 
operations and have every opportunity of acquiring a 
practical knowledge of their profession. Fees : £3 3s. a 
quarter, £10 10s. the first year, and £5 5s. subsequent 
years. A course of Practical Pharmacy is given by 
the dispenser. Fee £3 3s. for three months. Appli¬ 
cations should be made to the Secretary of the Medical 
Committee. 
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Worcester General. Infirmary, Worcester.— This 
hospital has 132 beds (temporarily reduced to 70). Pupils 
are taken by members of the Honorary Medical and 
Surgical Staff. Number of operations last year 899. 
New X Ray and Electrical Departments have been 
recently erected and are now in use. Additional 
accommodation for the Honorary Staff and Out-patients 
and also an Outdoor Shelter in connexion with the 
Children’s Ward have been built as a memorial to King 
Edward VII. Consulting Physician : Dr. M. Read. 
Physicians: Dr. G. W. Crowe. Dr. II. A. Watson, and Dr. 
Neville Crowe. Surgeons: Mr. T. P. Gostling, Mr. C. Pollard, 
and Mr. T. Bates, jun. Secretary : Mr. E. J. Holland. 
In-patients, 1250 ; out-patients, 3758. 

York County Hospital, York.—This hospital contains 
170 beds ; 120 beds are in use by military patients, 50 of 
which are included in the 170 mentioned. There are 
balconies for outdoor treatment and two installations 
<-,f X Ray apparatus. Consulting Physicians : Dr. 
Richard Petch and Dr. Richard Turner. Physicians: 
Dr. William A. Evelyn and Dr. G. W. Micklethwait. 
Consulting Surgeons: Mr. Frederick Shann and Mr. 
William H. Jalland. Surgeons : Mr. G. Wilfred 
Gostling, Dr. Noel L. Hood, Mr. Gerald S. Hughes, and 
Mr. W. Paynter Noall. Ophthalmic Surgeon : l)r. Peter 
Macdonald. Assistant Ophthalmic Surgeons: Dr. M. D. 
Ferguson, Dr. J. Acomb, and Dr. T. H Barton. Electro- 
therapeutic Department : Dr. Hinton E. Bateman and Dr. 
J. G. Craig. Anesthetists : Mr. Robert Fell and Dr. Stanley 
Upton. Assistant Anaesthetist: Dr. J. II. Sutcliffe. Con¬ 
sulting Dental Surgeon : Mr. Walter Glaisby. Dental 
Surgeon : Mr. Leonard A Giaisby. 


II.—SCOTLAND. 

THE UNIVERSITIES. 


UNIVERSITY OF EDINBURGH. 

Four Degrees in Medicine and Surgery are conferred by 
the University of Edinburgh—viz., Bachelor of Medicine 
(M.B.), Bachelor of Surgery (Ch.B), Doctor of Medicine 
(M.D), and Master of Surgery (Ch.M.). The degree of 
Bachelor of Surgery cannot be conferred on any person 
who does not at the same time obtain the degree of Bachelor 
of Medicine, and similarly the degree of Bachelor of Medicine 
is not conferred on any person who does not at the same 
time obtain the degree of Bachelor of Surgery. 

A diploma in Tropical Medicine and Hygiene (D.T.M. and 
H.) is granted to graduates in Medicine and Surgery of the 
University of not less than six months’ standing, and to 
Registered Medical Practitioners who, having resided in a 
tropical country, may be approved by the Senatus, on the 
recommendation of the Faculty of Medicine. 

No one is admittod to the degrees of Bachelor of Medicine 
and Bachelor of Surgery who has not been engaged 
in Medical and Surgical study for five years. No course 
of lectures will be allowed to qualify unless the lecturer 
certifies that it has embraced at least 100 lectures, 
or 50 lectures, as may be required by the regulations, 
and that the student has also duly performed the work of 
the class. 

Candidates for the degrees of M.B. and Ch.B. must have 
attended for at least three academic years the medical and 
surgical practice either of the Royal Infirmary, Edinburgh, or 
of a general hospital elsewhere which accommodates not 
fewer than 80 patients and possesses a distinct staff of 
physicians and surgeons. They must have attended Clinical 
Surgery during a course or courses extending over not less 
than nine months, and courses of instruction in all the sub¬ 
sidiary subjects. They must have personally conducted, under 
the superintendence of a registered medical practitioner, 20 
cases of labour at least. 

With respect to the places and institutions at which the 
studies of the candidate may be prosecuted the following 
regulations have effect:—Two of the live years of medical 
study must be spent in the University of Edinburgh. The 
remaining three years may be spent in any University of 
the United Kingdom, or in any Indian, Colonial, or Foreign 
university recognised for the purpose by the University 
Court, or in such medical schools olr under such teachers 


as may be recognised for the purpose by the University 
Court. Of the subjects of study—viz.. Anatomy, Practical 
Anatomy, Chemistry, Practical Chemistry, Materia Mcdica, 
Physiology, Practical Physiology, Practice of Medicine, 
Surgery, Midwifery and Diseases of Women, Pathology. 
Practical Pathology. Physics, Botany, Zoology, Medical 
Jurisprudence, and Public Health—not less than one-half 
must be taken in the University of Ediuburgh, which 
corresponds to the two years above referred to. 

Women are admitted to graduation in medicine under 
practically the same conditions as men, excepting that, until 
provision is made in the University for instruction of women 
in all subjects of the medical curriculum, the regulations as 
to places of study contained in the foregoing paragraph do 
not apply to them. Women who study in Edinburgh receive 
their instruction from recognised Extra-Academical Teachers, 
who are Lecturers in the School of Medicine for Women, 
Surgeons’ Hall. 

The fee to be paid for the degrees of Bachelor of Medicine 
and Bachelor of Surgery is £23 2*., and the proportion of 
this sum to be paid by a candidate at each division of 
the examination shall be as follows—viz. : For the First 
Division of the Examination (Botany, Zoology, Physics, 
and Chemistry), £6 6*. ; for the Second Division (Anatomy 
and Physiology), £5 5s. ; for the Third Division (Pathology 
and Materia Medica and Therapeutics), £4 4*. ; and for the 
Final Division (Surgery and Clinical Surgery, Medicine and 
Clinical Medicine, Midwifery, Clinical Gynajcology, and 
Forensic Medicine and Public Health), £7 It. 

Bachelors of Medicine and Bachelort of Surgery may 
proceed to the degrees of Doctor of Medicine and Matter 
of Surgery after they have spent one year in the medical 
or surgical wards respectively of a hospital, or the Military 
or Naval .Medical Services, or in scientific work bearing 
directly on their profession, or two years in practice. In 
each case an examination must be passed and a thesis 
submitted for approval of the Faculty. The fee to be paid 
for the degree of M.D. is £15 15»., and the fee to be paid for 
the degree of Ch.M. is £15 15*. 

Diploma in Psychiatry. —Courses of instruction have also 
been instituted for a Diploma in Psychiatry, open to all 
legally qualified Medical Practitioners who conform with the 
Regulations. There shall be two examinations for the 
Diploma, the first comprising the subjects of Anatomy of the 
Nervous System ; Physiology, Histology, and Chemistry of 
the Nervous System ; Patholsgy of the Brain and Nervous 
System ; and Practical Bacteriology in its relation to Mental 
Diseases; and the second examination comprising the 
subjects of Psychology with Experimental Psychology, 
Clinical Neurology, and Psychiatry (systematic and clinical). 
The fee for each examination shall be £5 5s. 

Professors—Chemistry : James Walker, D.Sc., F.R S. 
Zoology : J. Cossar Ewart, M.D. Botany : I. Bayley Balfour, 
M.D. Physiology: Sir E. A. Schafer, F.R.S. Anatomy: 
Arthur Robinson, M.D. Pathology: James Lorrain Smith, 
M.D. Materia Medica : Sir Thomas R. Fraser, M.D., F.R S. 
Forensic Medicine: Harvey Littlejohn, M B., F.R.C.S.E. 
Public Health : C. Hunter Stewart, M.B., D.Sc. Midwifeiy : 
Sir John Halliday Croorn, M.D. Surgery : Alexis Thomson, 
M.D., F.R.C.S.E. Medicine: Geo. Lovell Gulland. M.D. 
Clinical Surgery: F. M. Caird, M.B., F.U.C.S, Clinical 
Medicine: Sir Thomas R. Fraser, M.D., William Russell, 
M.D., and Geo. Lovell Gulland. 

The University of Edinburgh is especially rich in scholar¬ 
ships and prizes in medical subjects. Full particulars can be 
obtained from the Dean of the Medical Faculty. 

School of Medicine of the Royal Colleges, 
Edinburgh.—The number of students varies muoh in 
the classes and subjects. It is within the limit to say 
that about 1000 students avail themselves each session 
of the opportunity of attending the school. The lectures 
qualify for the University of Edinburgh and other Univer¬ 
sities, the Royal Colleges of Physicians and Surgeons of 
London, Edinburgh, and Dublin, the Faculty of Physicians 
and Surgeons of Glasgow, and other Medical and Surgical 
and Public Boards. 

The anatomy rooms and laboratories will open and the 
lectures commence on Oct. 10th. 

In accordance with the statutes of the University of 
Edinburgh one-half of the qualifying classes required for 
graduation may be attended in this school. The regulations 
require that the fee for any class taken for graduation in 


Thh Lanobt,] 


UNIVERSITY OF EDINBURGH. 


[August 26.1916 389 


Edinburgh shall be the same as that for the corresponding 
class in the University. The whole education required for 
graduation at the University of London may he taken in this 
school. 

The appointment of Resident Physician to the wards in the 
Royal Infirmary under the care of the Ordinary Physicians is 
open to those members of their clinical class who have held 
the office of clerk in their wards for at least six months. Six 
Residentships are appointed for a period of six months each. 
Resident Surgeons are also appointed by the Ordinary 
Surgeons to the Hospital. In all respects the students are 
taught under regulations similar to those at the University 
of Edinburgh and the other Universities of Scotland, and 
they receive similar certificates at the olosc of each session. 
The courses on special non-qualifying subjects have for the last 
quarter of a century formed a marked feature of the school. 
Indeed, such medical subjects could be studied in Edinburgh 
only in this school until lately, when the University of 
Edinburgh appointed from the school lecturers on Diseases 
of the Eye, Insanity, and Diseases of Children to take 
charge of classes intra-murally. A list of the classes and 
lecturers will be found below. Special courses of instruction 
for dental students and for women are also included in the 
curriculum of this school. 

Lentnvrert and feet. —Winter Session : Anatomy, Practical 
Anatomy, and Demonstrations, Dr. Hyland Whitaker 
(£3 5.«. and £4 4s.) ; Chemistry (Practical, &e.), 
Mr. Gemmell and Dr. T. W. Drinkwater* ; Physio¬ 

logy (Institutes of Medicine), Dr. Alex. Goodall (£3 5s.); 
General Pathology, kc. , Dr. James Miller (£3 5s.); 
Biology, Mr. Malcolm Laurie and Mr. C. K Whittaker 
(£3 5s.); Zoology, Mr. Malcolm Laurie and Mr. H. 

Millerf; Physics, Dr. Dawson Turner and Mr. A. 
McKendrick (£3 5s.) ; .Meteorology, Dr. Dawson Turner 
and Mr. A. McKendrick (£2 2s.) ; Bacteriology, Dr. Taylor 
Grant and Dr. James Miller ; Practice of Physic, Dr. R. A. 
Fleming, Dr. E. Bramwell. and Dr. A. Dingwall Fordyce 
(£3 5s.); Surgery, Mr. Scot Skirving. Mr. Chiene, Mr. 
H. Wade, Mr. J. W. Struthers, Mr. IV. J. Stuart, and 
Mr. L. IJeesly (£3 5s.) ; Materia Medica, &c., Dr. 

Craig, and Dr. ,T. Orrf (£3 5s.) ; Midwifery, See., 
Dr. Hart, Dr. ltallantvne, Dr. Haig Ferguson, Dr. 

Elsie Inglis, Dr. McGibbon, Dr. Barbour Simpson, and 
Dr. Davidson (£3 5s.); Medical Jurisprudence, &c., Dr. 
Aitchison Robertson (£3 6s.) ; Public Health, Dr. W. 
Robertson (£2 2s.); Hospital Practice (Edinburgh Royal 
Infirmary) : Physicians, Sir R. W. Philip, Dr. Graham 
Brown, Dr. F. D. Boyd, Dr. R. A. Fleming, and Dr. 
Brewis for Gynaecology ; Surgeons, Mr. Cathcart, Mr. 
Hodsdon, Mr. Wallace, and Mr. Miles (perpetual hospital 
ticket, £12) ; Clinical Medicine, Sir R. W. Philip, Dr. 
Graham Brown, Dr. F. D. Boyd, Dr. R. A. Fleming, 
and Dr. Brewis for Gynmcology (£3 5s.); Clinical 
Surgery, Mr. Cathcart, Mr. Hodsdon. Mr. Wallace, 
and Mr. Miles (£3 5».) ; Tuberculosis, Sir II. W. 
Philip (Clinical), Dr. Miller (Pathological) ; Vaccination, 
Dr. W. G. A. Robertson and Dr. Wm. D. D. Small (£1 Is.) ; 
Diseases of Ear, Nose, and Throat, Dr. J. Malcolm 
Farquharson and Dr. J. S. Fraser (£2 2s.); Diseases of 
the Eye, Dr. J. V. Paterson (£2 2s.); Ophthal¬ 
moscopy, Dr. A. H. H. Sinclair (£2 2s.); Gynmcology, 
Dr. Haig Ferguson and Dr. Elsie Inglis (Systematic), 
Dr. Brewis and Dr, J. Haig Fergnson (Clinical), and Dr. 
J. W. Ballantyne (Advanced) (£2 2s.) ; Physical Methods 
Dr. A. P. Webster (£2 2s.); Medical Electricity, Dr. 
Dawson Turner (£2 12s. 6//.); Tropical Diseases, Major 
D. G. Marshall, I.M.S. (£2 Z«.); Diseases of Children. Dr. 
A. Dingwall Fordycef (£2 2s.); Diseases of the Skin, 
Dr. F. Gardinerf (£2 2s.). Summer Session : Prac¬ 
tical Anatomy and Demonstrations, Dr. Ryland Whitaker 
(£2 2s.); Practical Physiology, Dr. Goodall (£3 3s.); 
Biology, Mr. M. I,aurie,{ Dr. Newbigin, and Mr. C. R. 
Whittaker (£3 5s.); Practical Chemistry and Analytical 
Chemistry, Mr. Gemmell and Dr. DrinkwaterSj ; Prac¬ 
tical Bacteriology. Dr. Taylor Grant and Dr. James 
Miller; Materia Medica, Dr. Craig and Dr. J. Orr; 
Diseases of the Eye, Dr. J. V. Paterson (£2 2s.); 
Medical Psychology and Insanity, Dr. John Keay (£2 2s.); 
Medical Jurisprudence, Dr. Aitchison Robertson; Public 
Health, Dr. W. Robertson (£2 2s.); Gynaecology, 
Dr. Brewis (£2 2s.); Midwifery Lectures, Dr. Ballan- 
tjne. Dr. Haig Ferguson, Dr. McGibbon, Dr. Barbour 


Simpson, and Dr. Davidson (£3 5s.); Practical Gynae¬ 
cology, Dr. Elsie Inglis (£2 2s.) ; Operative Surgery, 
Mr. Scot Skirving, Mr. Chiene, Mr. H. Wade, Mr. 
J. W. Struthers, Mr. W. J. Stuart, and Mr. L. Beesly 
(£3 3s.); Practical Pathology, Dr. James Miller (£3 8s.); 
Physics, Dr. Turner and Mr. A. McKendrick,* (£3 5s.); 
Practical Medicine and Physical Diagnosis, Dr. Fleming, 
Dr. A. Goodall, and Dr. J. D. Comrie (£3 3s.); Clinical 
Medicine, Sir R. W. Philip, Dr. Graham Brown, Dr. Boyd, 
Dr. R. A. Fleming, and Mr. Brewis for Gynaecology 
(£2 4s.); Vaccination, Dr. W. G. A. Robertson and Dr. 
W. D. D. Small (£1 Is.); Physical Methods, Dr. A. D. 
Webster (£2 2s.) ; Diseases of Ear, Nose, and Throat. Dr. J. 
Malcolm Farquharson and Dr. J. S. Fraser (£2 2s.) ; Tropica) 
Diseases. Major D. G. Marshall, I.M.S. (£2 2s.); Medical 
Electricity, Dr. Dawson Turner ; Meteorology, Dr. Dawson 
Turner and Mr. A. McKendrick ; Tuberculosis, Sir R. W. 
Philip (Clinical) and Dr. Miller (Pathological); Diseases of 
Children, Dr. A. Dingwall Fordyce (£2 2s.) ; Diseases of the 
Skin, Dr. F. Gardiner (£2 2s.). 

The minimum cost of the education in this School 
of Medicine for the Triple Qualification of Physician and 
Surgeon from the Royal Colleges of Physicians and Surgeons 
of Edinburgh and the Faculty of Physicians and Surgeons 
of Glasgow, including the fees for the Joint Examinations, 
is about £120, payment of which is distributed over the 
period of study. There is no composition fee. 

Further particulars regarding the school, also its calendar, 
may be had on application to the Dean of the School, 11, 
Bristo-place, Edinburgh. 

* Lectures, £3 5s.; Practical, £3 3#.; Analytical, £2 a month, 
or £5 for three months. t Also in Summer Session. 1 Also in 
Winter Session. $ Practical, £3 3s.; Analytical, £2 a month, or £5 
for three months. 

N.B.—Where t.wo or more lecturers appear as teaching the same 
subjects their lectures are not conjoined, but each gives an independent 
course. 

Clinical Instruction. — Royal Infirmary, Edinburgh.— 
This hospital has 921 beds and 42 cots for children. 
Courses of Clinical Medicine and Surgery are given 
by the physicians and surgeons. Special instruction 
is given on Diseases of Women, Physical Diagnosis, 
Diseases of the Skin, Diseases of the Eye, the Ear, the 
Larynx, and the Teeth. Separate wards are devoted to 
Venereal Diseases. Diseases of Women, Diseases of the Eye. 
the Ear, Throat and Nose, and the Skin, and also to cases of 
Incidental Delirium or Insanity. There are also large and 
complete Medical-Electrical and X Ray and Bathing Depart¬ 
ments. Three wards are specially set apart for Clinical 
Instruction to Women Students. Post-mortem examinations 
are conducted in the anatomical theatre by the pathologist 
and his assistants, who also give practical instruction in 
Pathological Anatomy and Histology. The fees for hospital 
attendance arc as follows—viz. : Perpetual ticket, in one 
payment, £12 ; annual ticket, £6 6s. ; six months, £4 4s.; 
three months, £2 2s. ; monthly, £1 Is. Separate pay¬ 
ments amounting to £12 12s. entitle the student to a life 
ticket. No fees are paid for any medical or surgical appoint¬ 
ment. The appointments are as follows ; 1. Resident phy¬ 
sicians and surgeons are appointed and live in the house free 
of charge. The appointment is for six months, but may be 
renewed at. tho end of that period by special recommenda¬ 
tion. 2. Non-resident house physicians and surgeons and 
clinical assistants are appointed for six months. The 
appointment may be renewed for a like period by special 
recommendation. 3. Clerks and dressers are appointed by 
the physicians and surgeons. These appointments are open 
to all students and jnnior practitioners holding hospital 
tickets. 4. Assistants in the Pathological Department are 
appointed by the pathologist. 

Staff .—Consulting Physicians : Sir James Affleck, Dr. 
Alexander James, Dr. Byrom Bramwell, and Emeritus Pro¬ 
fessor W. S. Greenfield. Physicians : Sir Thomas R. Fraser, 
Sir R. W. Philip, Professor William Russell, Professor 
Lovell Gulland, Dr. Graham Brown, and Dr. F. D. 
Boyd. Assistant Physicians: Dr. R. A. Fleming, Dr. 
Harry Rainy, Dr. Chalmers Watson, Dr. Edwin Bramwell, 
Dr. Edwin Matthew, Dr. W. T. Ritchie, Dr. John Eason, 
Dr. John D. Comrie, and Dr. Alex. Goodall. Consulting 
Surgeons: Mr. A. G. Miller, Dr. C. W. MacGillivray, 
Emeritus Professor John Chiene, C.B., and Mr. J. M. 
Cotterill. Surgeons : Mr. F. M. Caird, Mr. C. W. 
Cathcart, Mr. J. W. B. Hodsdon, Mr. David Wallace, 
Mr. Alexis Thomson, Mr. Alexander Miles, and Mr. John 
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W. Dowden. Assistant Surgeons : Mr. A. A. Scot Skirving, 
Mr. George L. Chiene, Mr. W. J. Stuart, Mr. J. W. 
Struthers, Mr. Henry Wade, Mr. D. P. D. Wilkie, and 
Mr. Denis Cotterill. Consulting Gynaecologist: Professor 
Sir Halliday Groom. Gynecologists : Dr. A. H. F. Barbour 
and Mr. N. T. Brewis. Assistant Gynaecologists : Dr. J. 
Haig Ferguson and Dr. William Fordyce. Physicians to 
the Skin Department: Dr. Norman Walker and Dr. Fred 
Gardiner. Assistant Physician to the Skin Department: 
Dr. R. Cranston Low. Consulting Surgeons to the Oph¬ 
thalmic Department: Sir George A. Berry and Dr. George 
Mackay. Surgeons to the Ophthalmic Department : Dr. 
W. G. Sym and Dr. J. V. Paterson. Assistant Surgeons 
to the Ophthalmic Department: Dr. A. H. H. Sinclair 
and Dr. H. M. Traquair. Consulting Surgeons to the Ear 
and Throat Department: Dr. P. M‘Bride and Dr. R. M*Kenzie 
Johnston. Surgeons to the Ear and Throat Department: 
Dr. A. Logan Turner and Dr. J. Malcolm Farquharson. 
Assistant Surgeons to the Ear and Throat Department : 
Dr. John S. Fraser and Dr. John D. Lithgow. Consulting 
Surgeon to the Dental Department: Mr. William Guy. Sur¬ 
geon to the Dental Department: Mr. J. H. Gibbs. Extra 
Medical Electrician (for Radium Cases) : Dr. Dawson Turner. 
Medical Electicians : Dr. W. Hope Fowler and Dr. Archibald 
M‘Kendrick. Pathologist: ProfessorLorrainSmith. Clinical 
Pathologist, Miss Fitzgerald. Assistant Pathologist: Dr. 
James Miller. 

Royal Hospital for Sick Children, Sciennes-road, 
Edinburgh.—This hospital contains 120 beds, and is fitted 
with every modern improvement. A fully equipped out¬ 
patient department (medical and surgical) is conducted 
daily in a building adjoining the hospital. Systematic 
courses of instruction, which qualify for graduation in the 
Edinburgh University and elsewhere, are given from time 
to time throughout the year by the staff. Students may 
enter at any time. Full particulars can be obtained from 
the Registrar at the hospital. 

Staff. —Consulting Physicians : Dr. J. Carmichael, Dr. 
J. Playfair, and Dr. T. M. Burn-Murdoch. Consulting 
Surgeon : (vacant). Consulting Surgeon Dentist: (vacant). 
Consulting Pathologist: Professor J. Lorrain Smith. Con¬ 
sulting Bacteriologist: Professor J. Ritchie. Ordinary 
Physicians: Dr. J. Thomson, Dr. J. S. Fowler, and Dr. 
J. W. Simpson. Surgeon: Mr. H. J. Stiles. Ophthalmic 
Surgeons : Sir G. A. Berry, and Dr. A. H. Sinclair. Assistant 
Surgeon : Mr. J. Fraser. Surgeon to Ear and Throat Depart¬ 
ment : Mr. W. G. Porter. Medical Electrician : Dr. J. W. 
Spence. Extra Physicians : Dr. Dingwall Fordyce, Dr. C. 
McNeil, and Dr. Norman S. Carmichael. Anaesthetists: 
Dr. M. H. Howard-Jones and Dr. Lancelot Foster. 

Eye, Ear, and Throat Infirmary of Edinburgh, 
6, Cambridge-street, Lothian-road.—Clinical Lectures and 
Instruction are given in this institution, which is open at 
1 o’clock daily for outdoor patients for Eye Diseases ; 
Mondays, Thursdays, and Saturdays at 12 noon, and 
Tuesdays and Fridays at 4 P.M. for outdoor Ear, Nose, and 
Throat Patients. Special Practical Ophthalmoscopic Classes 
by arrangement. Patients whose diseases require opera¬ 
tions or more than ordinary care are accommodated in the 
house. Consulting Surgeon : Dr. Logan Turner (Ear, Nose, 
and Throat Department). Surgeons : Dr. William George 
Sym, Dr. J. V. Paterson, Dr. W. G. Porter, Dr. E. M. 
Lithgow, Dr. W. T. Gardiner, Dr. John M. Darling, and 
Dr. Ernest H. Cameron. Honorary Anaesthetist: Mr. J. H. 
Gibbs. Dental Surgeon : Mr. G. W. Watson. Treasurer 
and Secretary : Mr. J. P. Watson, W.S., 32, Charlotte-square. 


UNIVERSITY OF GLASGOW. 

The University of Glasgow is both a teaching and a 
degree-granting body, but admits to graduation only 
candidates whose preliminary examination and course 
of study conform to its own regulations. Within 
certain limits instruction given by recognised medical 
schools 1 and teachers may be accepted, but not less than 
one-half of the subjects other than clinical must be 
taken in this or some other recognised university, and at 
least two years of the course must be taken in Glasgow 
University. Six degrees, open both to men and women, 
are conferred : M B. and Ch.B. (always conjointly), M.D. 
and Ch.M. ; B.Sc. in Public Health ; D.Sc. in Public Health ; 
and B.Sc. in Pharmacy. A Preliminary Examination must 


be passed in (1) English, (2) Latin, (3) Elementary Mathe¬ 
matics, and (4) Greek, or French, or German, or Italian, 
with possible options to students whose native language is 
not English. Candidates taking the University preliminary 
examination are not obliged to pass in all the four subjects 
at one examination, but must do so at not more than two 
occasions. 

For the degrees of M. B. and Ch.B. a curriculum of five years 
is required. The candidate must, during his curriculum, 
have attended a course or courses of instruction in each 
of the following subjects of study, extending over not less 
than the number of terms specified in each case, and 
including such class examinations as may be prescribed in 
connexion with the several courses :—Chemistry (including 
Organic Chemistry), two terms ; with Practical Chemistry, 
one term ; Physics (with practical work), one term ; Botauy 
(with practical work), one term ; Zoology (with practical 
work), one term; Anatomy and Practical Anatomy, five 
terms; Physiology and Practical Physiology, three terms ; 
Materia Medica and Therapeutics (together or separately), 
each subject, one term ; Pathology and Practical Pathology, 
three terms; Medical Jurisprudence and Public Health 
(together or separately), each subject, one terra ; Midwifery 
and Diseases peculiar to Women and to Infants, two terms ; 
Surgery, two terms; Medicine, two terms. Candidates 
must attend at least three years the Medical and Surgical 
Practice of a recognised hospital accommodating at 
least 80 patients and having a distinct staff of physicians 
and surgeons. At least nine months’ hospital attendance 
is required on both Clinical Surgery and Clinical 
Medicine, and the student must have acted for six months 
as clerk in medical and dresser in surgical wards, and 
must have had six months’ outdoor practice; he must 
also have attended a course of Mental Diseases and of 
Practical Pharmacy (25 meetings), must have been 
properly instructed in Vaccination at a public vaccination 
station, and must have attended at least 20 cases of 
labour and the Practice of a Lying-in Hospital. The 
University also requires further study in various special 
subjects. 

There are four Professional Examinations, the first 
comprising Botany, Zoology, Physics, and Chemistry; the 
second comprising Anatomy and Physiology; the third 
comprising Materia Medica and Therapeutics and Patho¬ 
logy ; and the fourth or final, comprising Medical Jurir 
prudence and Public Health, Surgery and Clinical 
Surgery, Practice of Medicine and Clinical Medicine, 
and Midwifery and the Diseases peculiar to Women and 
to Infants. 

The degrees of M.D. (Doctor of Medicine) and Ch.M. 
(Master of Surgery) are higher degrees in Medicine and 
Surgery respectively, and candidates (not under 24 years 
of age) who have previously obtained the double bachelor¬ 
ship may be admitted to either M.D. or Ch.M. on com¬ 
pleting the after course prescribed, including an examina¬ 
tion in Clinical Medicine for M.D. and an examination in 
Surgical Anatomy, operations on the dead body, and Clinical 
Surgery for Ch.M 

Fees. —The Fees for M.B. and Ch.B. are £23 2 s. The 
class fee in each subject of the curriculum for M.B. and 
Ch.B. is £2 2 s., £3 3*., or £4 4a., and the present fees for 
hospital attendance are £10 10a. The fee for M.D. is 
£15 15a., and for Ch.M. £15 15a. 

The great majority of the students take their hospital 
course at the Western Infirmary, or the Royal Infirmary, 
where clinical instruction is given by professors of the 
University and others. Clinical instruction on Fevers is 
given at Ruchill and Belvidere Hospitals, while special 
courses, largely of a practical nature and embracing work 
in Hospital or Asylum wards, are conducted by University 
Lecturers on the Ear, the Throat and Nose, Dermatology, 
Ophthalmology, Venereal Diseases, and Insanity. Queen 
Margaret College, sometime conducted as a separate institu¬ 
tion for the higher education of women, was made over to 
the University in 1892, and in it medical classes for women 
are conducted under University professors and other lec¬ 
turers appointed by the University Court, whilst for clinical 
instruction female students are admitted to the Royal 
Infirmary. 

Professors—Natural Philosophy: A. Gray, LL.D., F.R.& 
Materia Medica: Ralph Stockman, M.D. Chemistry: 
(Vacant). Surgery: Sir William Macewen, M.D., F.R.S., 
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and Robert Kennedy, M.D., I).Sc. Practice of Medicine: 
T. K. Monro, M.D., and W. K. Hunter, M.D., D.Sc. 
Midwifery: Murdoch Cameron, M.D., and J. M. Munro 
Kerr, M.D. Anatomy : Thomas H. Bryce, M.A., M.D. 
Zoology : John Graham Kerr, M. A., F'.K.S. Botany: F. 0. 
Bower, D.Sc., F.R.S. Physiology: D. Noel Paton, B.Sc., 
M.D., F.R.S. Forensic Medicine: John Glaister, M.D. 
Pathology: Robert Muir, M.A., M.D., F.R.S., and J. H. 
Teacher, M.A., M.D. 

In this University Bursaries and Prizes to the annual 
amount of over £1000 are appropriated to students in the 
Medical Faculty, and there are also several Scholar¬ 
ships and Fellowships which may be held by medical 
students who have gone through the Arts course. A full 
list will be found in the University Calendar. 

The Anderson College op Medicine, Dumbarton- 
road, Glasgow, VV.—The following courses are given, which 
qualify for all the licensing boards and for the Universities 
of Loudon, Durham, Edinburgh, and Glasgow (the latter 
two under certain conditions) :—In winter: Anatomy and 
Practical Anatomy, (Vacant); Physics, Prof. P. Bennett; 
Chemistry, Prof. J. R. Watson ; Botany, Prof. B. G. 
Cormack; Zoology, I’rof. W. F. Mackenzie; Physiology, 
Prof. II. Morton ; Materia Medica, Prof. J. P. Duncan; 
Midwifery and Diseases of Children, Prof. Win. D. 
Macfarlane ; Surgery, Prof. Arch. Young; Practice of 
Medicine, Prof. J. M. Cowan; Ophthalmic Medicine and 
Surgery: Prof. A. J. Ballantyne ; Aural Surgery, Prof. 
J. G. Connal; Diseases of Throat and Nose, Prof. John 
Macintyre; Public Health (Laboratory Course), Prof. 
C. C. Douglas; Dermatology, Dr. J. G. Tomkinson ; 
Dental Bacteriology, Prof. C. C. Douglas ; Dental 
Surgery and Pathology, J. Watt ; Dental Anatomy 
and Physiology, W. F. Mackenzie; Dental Metallurgy, 
Mr. Charles Read. In summer: Anatomy, Practical 
Anatomy, and Osteology; Practical Chemistry; Botany 
and Practical Botany; Zoology and Practical Zoology; 
Practical Physiology; Practical Materia Medica and 
Pharmacy ; Medical Jurisprudence (Prof. C. C. Douglas) ; 
Diseases of Women (Prof. Wm. D. Macfarlane); Operative 
Surgery: Ophthalmic Medicine and Surgery ; Aural 
Surgery; Mental Diseases (Dr. Ivy Mackenzie); and 
Public Health (Lecture Course and Laboratory Course). 
The Chemical Laboratory is open daily from 10 to 5. 
The Dissecting-room is open in winter from 9 a.m. 
to 5 P.M., and in summer from 7 a.m. to 5 p.m. The 
students are assisted in their dissections by the Pro¬ 
fessor and Demonstrators, by whom frequent examina¬ 
tions and demonstrations on the parts dissected are con¬ 
ducted. The supply of subjects for dissection is ample. 
Candidates for the Licence in Dental Surgery can obtain 
the full medical curriculum in Anatomy, Chemistry, 
Physiology, Surgery, Practice of Medicine, and Materia 
Medica. The courses special to Dentistry are also con¬ 
ducted in the Anderson College of Medicine. 

The buildings are situated in Dumbarton-road, im¬ 
mediately to the west of the entrance to the Western 
Infirmary, and adjoining the University. Extensive accom¬ 
modation is provided for Practical "Anatomy, Practical 
Chemistry, Practical Botany, Practical Zoology. Practical 
Physiology, Practical Pharmacy, Operative Surgery, and 
Public Health. Ample provision has also been made for 
the comfort of students. 

The Carnegie Trust extends its benefactions to students 
at Anderson’s College Medical School. Full particulars may 
be obtained from Sir W. S. McCormick, the Carnegie Trust 
Offices, Merchants’ Hall, Edinburgh. 

Communications relating to the Medical School to be 
addressed to the Secretary of the Medical Faculty, The 
Anderson College of Medicine, Glasgow, W. Communica¬ 
tions relating to the Preliminary Examination in General 
Education to be addressed to Mr. Hugh Cameron, M A., 
F.E.I.S., Educational Institute Office, 34, North Bridge- 
street, Edinburgh. Communications relating to the Triple 
Qualification to be addressed to Mr. Alexander Duncan, 
B.A., LL.D., Royal Faculty Hall, 242, St. Vincent-street, 
Glasgow. 

The Winter Session will open on Monday, Oct. 16th 

1916, and will close on Thursday, March 22nd, 1917. 

The Summer Session will open on Wednesday, April 25th 

1917, and will close on Wednesday, July 4th, 1917. 


St. Mungo’s College and Glasgow Royal Infirmary. 
—The classes in St. Mungo's College qualify for the 
English, Scotch, and Irish Conjoint Boards and, under 
certain conditions, for the various universities, including 
the University of London. Students who have fulfilled 
the conditions of the Carnegie Trust as regards Scottish 
birth or extraction, age (16 years), and Preliminary Exa¬ 
mination, are eligible for the benefits of this Trust during 
the whole course of their studies at St. Mungo’s College. 
The classes are open to male and female students equally. 
The minimum fees for all the lectures, including hospital 
attendance, necessary for candidates for the Diplomas of 
the English or Scotch Colleges of Physicians and Surgeons, 
amount to £65. Further particulars can be obtained 
from a syllabus which may be procured freepn application 
to the Secretary of the Medical Faculty, 86, Castle-street, 
Glasgow. 

Glasgow Western Medical School.— This School has 
been closed during the war. 

Queen Margaret College, University of Glasgow 
(Women’s Department of the University).—The classes 
are taught by professors of the University and other 
lecturers appointed by the University Court, and it is 
governed by the University Court and Senate. The curri¬ 
culum, regulations, and fees are the same as those of the 
male students, and the University degrees are open to 
women on the same conditions as to men. They have 
access to the University Museum and can borrow books 
from the University Library, besides having a library 
of reference in Queen Margaret College. The School 
of Medicine is a special feature of the College, and 
gives full preparation for the medical degrees of the Uni¬ 
versity. In July, 1894, for the first time in the history of any 
Scottish University, women students graduated in medicine 
in Glasgow University. 210 women have now taken the 
degree of M.B., C.M., or M.B., Ch. B. of the University of 
Glasgow and 20 the degree of M.D. The women students 
attend classes in the various University Buildings at Gilmore- 
hill, Queen Margaret College, and the Royal Infirmary. 
Owing to the increase in the number of women medical 
students additional accommodation for session 1916 17 is 
provided for the classes of Chemistry and Anatomy in Queen 
Margaret College. Excellent facilities for clinical work are 
given in the Royal Infirmary, in the Maternity, and other 
hospitals. The Arthur Scholarship is open every third year 
to students of first year ; other Bursaries are open in Arts 
and Medicine; and by an ordinance of the Universities 
Commissioners women are admitted to certain University 
bursaries, scholarships, and fellowships. There is a house 
of residence for the students of the College coming from a 
distance. The Winter Session will open on Oct. 16th. 

Royal Infirmary, Glasgow.—The ancient connexion 
between the University of Glasgow and the Royal Infirmary 
was revived in 1911, when four University Chairs and several 
University Lectureships were established at the infirmary. 
St. Mungo’s College is situated in the infirmary grounds. 
The infirmary has, including the Ophthalmic Department, 
835 beds. There are special beds and wards for diseases of 
women, of the throat, nose, and ear, skin, venereal diseases, 
burns and septic cases. The wards are open to Women 
Students. At the Out-door Department the attendances 
in 1915 numbered over 140,000. In addition to the large 
medical and surgical departments there are departments for 
special diseases—viz., diseases of women, of the throat and 
nose, of the ear, of the eye, of the skin, and of the teeth. 
Five house physicians and 12 house surgeons, having a 
legal qualification in medicine and surgery, who board in 
the hospital free of charge, are appointed every six months. 
Clerks and dressers are appointed by the physicians and 
surgeons. As a large number of cases of acute diseases and 
accidents of a varied character are received these appoint¬ 
ments are very valuable and desirable. There is a modem 
and fully equipped Electrical Pavilion, and year by year 
the latest and most approved apparatus for diagnosis 
and treatment has been added. The fees are as follows : 
(a) For hospital practice, including attendance at the out¬ 
door department, at the pathological department, post¬ 
mortem examinations, and the use of the museum : Perpetual 
ticket, £7 ; six months, £2 2*. ; three months, £1 1*. ; 
separate payments amounting to £7 7s. entitle the student 
to a perpetual ticket, on return of previous season tickets ; 
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(4) lor Clinical Lectures, six months, £3 10*. ; three months, 
£1 15*. ; (c) Vaccination, £1 1*. ; l’athology, £4 4*. ; 
Bacteriology, £2 is. 

Staff. —Visiting Physicians : Dr. W. K. Hunter, Dr. John M. 
Cowan, Dr. Mackenzie Anderson, Dr. Wm. It. Jack, and 
Dr. John Henderson. Visiting Surgeons : Mr. J. A. Adams, 
Mr. J. H. Pringle, Mr. H. Rutherfurd, Mr. Peter Paterson, 
Dr. Robert Kennedy, Dr. A. N. McGregor, and Mr. Thomas 
Kay. Assistant Physicians : Dr. James Scott, Dr. Archd. W. 
Harrington, and Dr. W. Watson. Assistant Surgeons : Mr. 
John Patrick and Mr. John A. C. Macewen. Dispensary 
Physicians: Dr. I). H. Macphail, Dr. Arthur Crawford, l)r. 
David Macdonald, Dr. John C. Middleton, and Dr. A. M. 
Kennedy. Dispensary Surgeons: Mr. A. G. Faulds, Mr. 
James Battersby, Mr. Donald Duff, Mr. Milne McIntyre, 
Mr. Alex. J. Couper, and Mr. Robert S. Dewar. Temporary 
Dispensary Surgeons: Mr. W. Laird and Mr. J. W. Anderson. 
Extra Dispensary Physicians : Dr. Agnes Picken, Dr. T. S. 
Ilarrie, Dr. D. T. C. Frew, and Dr. J. M. Morgan. 
Extra Dispensary Surgeons: Mr. Wm. C. Mackie, Mr. 
J. A. G. Burton, Mr. P. II. Robertson, Dr. James Taylor, 
and Dr. J. MacIntyre. Consulting Surgeon for Diseases 
of the Eye : Dr. A. Maitland Ramsay. Surgeon for Diseases 
of the Throat and Nose : Dr. John Macintyre. Gynaeco¬ 
logists : Dr. Balfour Marshall and Dr. J. M. Munro 
Kerr. Surgeon for Diseases of the Ear: Dr. J. Kerr Love. 
Physician for Diseases of the Skin: Dr. George 
McIntyre. Pathologist: Dr. J. H. Teacher. Assistant 
in Pathological Institute : Dr. J. A. G. Burton. Bacterio¬ 
logist : l)r. J. A. Campbell. Medical Electrician : Mr. 
J. R. Riddell. Assistant Medical Electricians: Dr. Samuel 
Capie, Dr. Katharine M. Chapman, Dr. J. G. Graham, 
and Dr. A. M. Kennedy. Anesthetists: Dr. H. P. Kairlie, 
Dr. F. L. Napier, Dr. A. S. Richmond, Dr. Ellen Brown 
Orr, and Mr. W. Laird. Vaccinator : Dr. H. H. Borland. 
Dispensary Specialists:—Diseases of Women: Dr. James 
Taylor, Dr. A. L. Mcllroy, and Dr. James Hendry. 
Diseases of the Ear: Dr. James Adam, Dr. James Harper, 
and Dr. John IV. Leitch ; Diseases of the Skin : Dr. 
G. MclDtyre ; Diseases of the Throat and Nose: Dr. I*. N. 
Grant and Dr. John Donald ; Diseases of the Teeth : 
Mr. W. Taylor and Mr. IV. R. Taylor; Venereal Diseases; 
Dr. David Watson and Dr. John Gilchrist. Ophthalmic 
Department:—Surgeon : Dr. Maitland Ramsay ; Assistant 
Surgeons: Dr. John Rowan, Dr. H. IV. Thomson, Dr. John 
Gilchrist, Dr. J. A. Wilson, and Dr. IV. II. Kiep; Extra 
Dispensary Surgeons: Dr. Andrew Ross Muir, Dr. T. S. 
Barrie, and Dr. E. B. Orr; Electrician: Dr. Gilchrist; 
Pathologist: Dr. John II. Teacher ; Anesthetist : Dr. II. II. 
Henderson; Superintendent: Dr. J. Maxtone Thom. 

Glasgow Western Infirmary. —This hospital adjoins 
the University of Glasgow. Number of beds upwards of 
■600. Special wards are set apart for Diseases of Women and 
for Affections of the Skin. In the out-patient department 
there are special cliniques for Diseases of Women and for 
Diseases of the Throat, Ear, Teeth, and Skin. The Clinical 
Courses are given by the physicians and surgeons, each of 
whom conducts a separate class, and students require to 
enter their names at the beginning of the session for the 
class which they propose to attend. Special instruc¬ 
tion is given to junior students by tutors or assistants, 
and clinical clerks and dressers are selected from the 
members of the class. All the courses of clinical instruc¬ 
tion are recognised by the University of Glasgow' and the 
other boards in the kingdom. In the Pathological Department 
the course is both systematic and practical, also post-graduate 
•courses, and extends through the winter and following 
summer ; these are likewise recognised by the University 
for graduation. Fifteen resident assistants are appointed 
annually, without salary, from those who have completed 
their course. 'The fee for hospital attendance is £10 10s. 
and the fees for clinical instruction are £3 3s. for the Winter 
Session and £2 2*. for the Summer Session. 

A Clinical Laboratory has been opened, and students will 
receive laboratory instruction from the lecturer on clinical 
methods. 

Staff. —Honorary Consulting Surgeons: Sir Hector C. 
Cameron and Sir George T. Beatson. K.C.B. Honorary 
Consulting Gynecologist: Dr. IV. L. Reid. Visiting Phy¬ 
sicians: Dr. Ralph Stockman. Dr. Wm. MacLennan. Dr. 
R. Barclay Ness. Dr. T. K. Monro, and Dr. J. IV. Nicol 
(Skin Department). Visiting Surgeons: Sir IV. .Macewen, 


Dr. T. K. llalziel, Mr. James H. Nicoll, Dr. Duncan 
Macartney, Mr. G. H. Edington, and Dr. John Morton. 
Gynaecologist: Dr. Murdoch Cameron. Assistant Physicians: 
Dr. James Carslaw, Dr. John S. M'Kendrick, Dr. F'rank 
Charteris, and Dr. John Gracie. Assistant Surgeons: Dr. 
Arch. Young. Dr. M. Logan Taylor, and Dr. C. C. Cuthbert. 
Dispensary Physicians: Dr. John P. Duncan, Dr. Geo. 
Allison Allan, Dr. Jas. R. C. Greenlees, Dr. G. H. Clark, 
and Dr. D. 11. Kilpatrick. Dispensary Surgeons: Dr. Alex. H. 
Edwards, Dr. R. B. Carslaw. Dr. David Dickie, Dr. Wm. 
Rankin, Dr. J. M. Renton, Dr. Roy Young, and Dr. IV. A. 
Campbell. Honorary Anesthetists: Dr. James P. Boyd, 
Dr. R. Home Henderson, and Dr. H. P. Fairlie. Dispensary 
Gynecologists: Dr. S. Cameron and Dr. Jas. II. Martin. 
Extra Dispensary Physicians ; Dr. G. B. Fleming, Dr. Hugh 
Morton, Dr. J. W. McKee, and Dr. Adam Patrick. Dis¬ 
pensary Physician for Diseases of the Skin : Dr. J. G. 
Tomkiuson. Extra Dispensary Surgeons : Dr. IV. A. Sewell 
and Dr. Chas. Bennett. Dispensary Surgeon for Diseases 
of the Ear: Dr. Thomas Barr. Dispensary Surgeon for 
Diseases of the Throat and Nose: Dr. Walker Downie. 
Honorary Consulting Physician for Mental Disorders: Dr. 
L. R. Oswald. Consulting Medical Electrician : Dr. D. J. 
Mackintosh, M.V.O., LL.D. Medical Electricians: Dr. J. G. 
Tomkinson, Dr. Archd. Hay, and Dr. IV. F. Somerville. 
Pathologist: Dr. Robert Muir. Clinical Pathologist: Dr. 
J. S. Dunn. Assistant Pathologists : Dr. Geo. Haswell Wilson 
and Dr. J. IV. McNee. Vaccinator : Dr. J. L. Carstairs. 
Dental Surgeon: Mr. IV. D. Woodburn, L.D.S. Superin¬ 
tendent : Dr. Donald J. Mackintosh, M.V.O., LL.D. Matron : 
Miss H. Gregory Smith. Secretary and Treasurer: J. Matheson 
Johnston, C.A., 87, L'nion-strect. 

Royal Hospital for Sick Children, Yorkhill, Glasgow. 
—This institution, which was founded in 1882, consists of : 
(1) a new hospital at Yorkhill containing 204 cots built on an 
elevated and central site close to the University and opened 
in July, 1914 ; (2) a Dispensary, or Out-patient Department, 
in West Graham-street, opened in October, 1888 ; and (3) 
a country branch at Drumchapel, Dumbartonshire, contain¬ 
ing 24 cots, opened in 1903. Children treated must be under 
12 years of age and suffering from noil-infectious diseases. 
In the old hospital, containing 74 cots, about 1200 patients 
were treated annually, and in the Out-patient Department 
over 12,000 are treated annually, involving nearly 50,000 
attendances. Hospital and Country Branch. — Honorary 
Medical Officers :—Consulting Physicians : Dr. George S. 
Middleton, Dr. K. Barclay Ness, and Dr. J. B. Mackenzie 
Anderson. Consulting Surgeons : Dr. T. Kennedy Dalziel, 
Mr. R. H. Parry, and Mr. James 11. Nicoll. Consulting Patho¬ 
logist: Professor Robert Muir, M.D., F.R.C.P.E. Visiting 
Physician: Dr. Leonard Findlay. Visiting Surgeons: Dr. 
Alfred A. Young, and Dr. Alexander MacLennan. Aurist and 
Laryngologist: Dr. J. Walker Downie. Oculist: Dr. John 
Rowan. Dentist: Dr. Leslie C. Broughton-Head. Patho¬ 
logist: Dr. IV. Blair M. Martin. Dispensary. —Honorary 
Medical Officers :— Physicians : Dr. A. Bankier Sloan, Dr. 
James R. C. Greenlees, Dr. James Girdwood, Dr. Agnes IV. 
Cameron. Dr. IV. Hendrie Kirk, Dr. Geoffrey B. F'leming, 
Dr. J. IV. McNee. Dr. Samuel J. Moore, Dr. Mary T. 
Moore, and Dr. Mabel Jones. Surgeons: Dr. M. Logan 
Taylor, Dr. William Rankin, Dr. David Dickie. Dr. 
William A. Campbell, Dr. J. Mill Renton, Dr. Charles 
Bennett, and Dr. William A. Sewell, Aurist ami Laryn¬ 
gologist : Dr, James Harper. Oculist : l)r. Walter H. 
Kiep. Dentist: Dr. Leslie C. Broughton-Head. Informa¬ 
tion with regard to clinical instruction may be obtained 
from the Medical Superintendent. 

Glasgow Ophthalmic Institution, 126, West Regent- 
street (29 beds and six cots).—Clinical and systematic 
course of lectures for students during the winter aud summer 
sessions. In-patients, 1054 ; out- or dispensaiy patients, 
13,460. Operations on Wednesdays and Saturdays. Honorary 
Consulting Surgeon : Dr. D. N. Knox. Surgeon : Dr. A. 
Maitland Ramsay. Assistant Surgeons: Dr. John Rowan, 
Dr. H. Wright Thomson, Dr. John Gilchrist, Dr. J. A. 
Wilson, and Dr. IV. H. Kiep. Extia Assistant Surgeons : 
Dr. A, R. Muir, Dr. T. S. Barrie, and Dr. Ellen B. 
Orr, Pathologist: Dr. J. H. Teacher. Electrician : Dr. 
John Gilchrist. Anaesthetist: Dr. R. H. Henderson. This 
institution is the Ophthalmic Department of the Royal 
Infirmary. A post-graduate course is given by Dr. 
Ramsay and assistants during September. Clinical 




The Lancet,] 


UNIVERSITY OF ST. ANDREWS. 


[Avgust 26, 1916 39 s 


instruction is given in the summer session to students of 
the University and Queen Margaret College, and in winter to 
students of St. Mungo’s College and to all who take the class. 

Glasgow Eye Infirmary, Uerkeley-street and Charlotte- 
street.—This institution, the largest of its kind in Scotland, 
was founded in 1824. The average number of new patients 
for the last ten years has been 26,026 and the total number of 
cases in 1914 was 27,195. The wards and dispensary are 
recognised by the University of Glasgow for the purpose of 
instruction in ophthalmology for graduation in medicine. 
Secretary and Acting Treasurer: Harold John Black, 88, West 
Kegent-street, Glasgow. House Superintendent: James H. 
Archibalei. The medical session opens in October. The 
Medical Staff is as follows:—Surgeons : Dr. A. Freeland 
Fergus, Dr. Andrew Wilson, I)r, Leslie liuchanan, 
Dr. A. J. Ballantyne, Dr. A. Lewis MacMillan, and Dr. 
Henry L. G. Leask. Extra Surgeons: Dr. IV. Cochrane 
Murray and Dr. Brownlow Riddell. Assistant Surgeons : 
Dr. W. B. Inglis Bollock, Dr. Samuel Capie, and Dr. J. 
Barbour Stewart. Pathologist: Dr. M. Logan Taylor. 
Honorary Consulting Medical Electrician : Dr. Janies R. 
Riddell. Honorary Anaesthetist: Dr. Fred. L. Napier. 
A Post-graduate Class will be held. 

Glasgow Ear, Nose, and Throat Hospital, 27 and 
28, Elmbank-crescent. —14 beds and two cots. New patients, 
3576. Attendances at out-patient department 13,040. 
Admitted to in-door department 210. Surgeon : Dr. Thomas 
Barr. Assistant Surgeons: Dr. J. Galbraith Connal, Dr. 
\V. S. Syme, and Dr. J. Stoddart Barr. Extra Assistant 
Surgeons: Dr. H. Whitehouse, Dr. G. B. Eadie, and Dr. 
John Donald. Clinical instruction is given in connexion 
with Dr. Thomas Barr's coarse on Diseases of the Ear at the 
University, Dr. Connal's course on Diseases of the Ear at 
Anderson’s College, and Dr. Syme’s course on Diseases of 
the Throat and Nose at the Western Medical School. 


UNIVERSITY OF ST. ANDREWS (UNITED COLLEGE, 
ST. ANDREWS AND UNIVERSITY COLLEGE, 
DUNDEE). 

Four degrees in Medicine and Surgery are conferred by the 
University of St. Andrews—viz., Bachelor of Medicine(M.lL), 
Bachelor of Surgery (Ch.B.), Doctor of Medicine (M.D.), 
Master of Surgery (Ch.M.), and a Diploma in Public 
Health. The whole curriculum may be taken at University 
College, Dundee, or the first two years of the course 
may be taken at St. Andrews and the remaining three 
years in Dundee. The degrees of M.B. and Ch.B. shall 
always be conjoined. Before commencing his medical 
studies each student shall pass a Preliminary Examination 
in (a) English, (J>) Latin, ( a ) Elementary Mathematics, and 
(d) one of the following optional subjects: (a) Greek, 
(jS) French, (y) German, ( 0 ) Italian, (f) any other approved 
Modern Language. A degree in Arts or in Science in any 
of the Universities of the United Kingdom and in some 
colonial and foreign universities shall exempt from the 
Preliminary Examination. The Preliminary Examination for 
graduation in Medicine and Surgery, Arts or Science, of the 
University of St. Andrews is accepted as equivalent to the 
Registration Examination required by the General Medical 
Council (the certificate to include the required subjects). 
Also the Final Examination for a degree in Arts or Science 
and the Final Examination for the Diploma of LL.A. 

Degree of Bachelor 0 / Medicine and Bachelor of Surgery. _ 

Candidates must have been engaged in medical study for 
at least five years. In each of the first four years the 
candidate must have attended at least two courses of in¬ 
struction in one or more of the subjects of study specified 
below, each course extending over a session of not less 
than five months, either continuous or divided into two 
terms, or, alternatively, one such course along with two 
courses, each extending over a session of not less than 
two and a half months. During the fifth or final year the 
candidate shall be engaged in clinical study for at least nine 
months at the Infirmary of Dundee or at one or more of such 
public hospitals or dispensaries, British or foreign, as may 
be recognised for the purpose by the University Court. The 
candidate must have received instruction in each of the 
following subjects of study, including such examinations as 
may be prescribed in the various classes—viz. : Anatomy, 
Practical Anatomy, Chemistry, Materia Medica, Physiology' 
or Institutes of .Medicine, Practice of Medicine, Surgery, 


Midwifery and the Diseases peculiar to Women and Infants, 
Pathology, Practical Chemistry, Physics (including the 
Dynamics of Solids, Liquids, and Gases, and the Rudi¬ 
ments of Sound, Heat, Light, and Electricity), Elementary 
Botany, Elementary Zoology, Practical Physiology, Practical 
Pathology, Forensic Medicine, and Public Health. The 
candidate must have attended for at least three years the 
Medical and Surgical Practice either of the Infirmary of 
Dundee or of a General Hospital elsewhere which accommo¬ 
dates not fewer than 80 patients and possesses a distinct 
stall of physicians and surgeons and is recognised for 
the purpose by the University Court. Additional subjects 
of study are Practical Pharmacy, Mental Diseases, Practical 
Midwifery, Operative Surgery, Vaccination, Children’s- 
Diseases, Fevers, Ophthalmology, Diseases of the Ear, Throat, 
and Nose, Anaesthetics, and Post-mortem Examinations. 

With respect to the places and institutions at which the 
studies of the candidate may be prosecuted the following 
regulations shall have effect:—1. Two of the five years of 
medical study must be spent in the University of St. Andrews. 
2. The remaining three years may be spent in any University 
of the United Kingdom or in any Indian, Colonial, or 
Foreign University recognised for the purpose by the 
University Court, or in such medical schools or under such 
teachers as may be recognised for the purpose by the 
University Court. 

Women are admitted to graduation in Medicine, subject 
to certain provisions. 

Professional Examinations for the Degrees of Bachelor of 
Medicine and Bachelor of Surgery. —Each candidate will be 
examined both in writing aud orally, and also clinically 
where the nature of the subject admits, in the following 
divisions—viz., first, in Botany, Zoology, Physics, and 
Chemistry; second, in Anatomy and Physiology; third, in 
Materia Medica and Pathology and Forensic Medicine amt 
Public Health; and fourth, in Surgery, Clinical and 
Operative Surgery, Practice of Medicine and Clinical 
Medicine, and Midwifery and Gynaecology (Systematic and 
Clinical). 

The fee to he paid for the degrees of Bachelor of Medicine 
and Bachelor of Surgery shall be 22 guineas, and tire pro¬ 
portion of this sum to be paid by a candidate at each division, 
of the examination shall be regulated from time to time by 
the University Court. The fee to be paid for the degree of 
Doctor of Medicine shall be 15 guineas, and for the degree of 
Master of Surgery 15 guineas. 

The whole medical curriculum can be taken in University 
College or the first two years in United College. 

Professors—Natural Philosophy : William l’eddie, D.Sc., 
F.K.S.E. Chemistry : Alexander MacKenzie, M.A., l’h.D , 
Natural History : D'Arcy IV. Thompson, M.A., C.B. 
Botany: Batrick Geddes, F.R.S.E. Anatomy: J. Yule 
Mackay, M.D., LL.D. Physiology : E. W. Reid, 

B. A., D.Sc., M.B., M.R.C.S., F.R.S. Pathology: L. R. 
Sutherland, M.B., C.M. Surgery : D. MacEwan, M.D. 
Medicine : Alexander M. Stalker, M.A., M.D. Midwifery : 
J. A. Kynoch, M.B., F.R.C.P. &. S. Edin. Materia Medica: 

C. R. Marshall, M.A., M.D. 

United College of St. Salvator and St. Leona/rd. —Profes¬ 
sors—Natural Philosophy: A. S. Butler, M.A. Natural 
History : W. C. Macintosh, M.D., LL.D., F.R.S. Chemistry : 
James C. Irvine, D.Sc., Ph.D. Anatomy: David Waterston, 
M.D.. C.M. Physiology: Percy!’. Herring, M.D. 

For further particulars and details as to scholarships amV 
bursaries application should be made to Professor Kynoch, 
Dean of the Medical Faculty, University College, Dundee. 


University College, Dundee.—This College is one of 
the constituent colleges of the University of St. Andrews. 
In the medical buildings there are spacious and well- 
equipped laboratories. The complete medical curriculum 
can be taken in Dundee. For classes, fees, &c., see under 
University of St. Andrews. 

Royal Infirmary, Dundee.—The Infirmary contains 408 
beds, including special wards for the Diseases of Women, 
Children, Eye, Ear, and Throat, Skin, and for Obstetric cases. 
There is in addition an Extern Obstetric Department. There 
were during last year 13,002 out-patients and 532 home 
(maternity) patients. The Royal Infirmary offers exceptional 
facilities for practical work to students. Appointments : 
Six qualified Resident Medical Officers are appointed every 
six months and one non-resident Obstetric Assistant, 
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Clinical Clerks and Dressers are attached to the Physicians 
and Surgeons, and students are appointed as assistants in 
the Pathological Department. There are in connexion 
with the clinical courses Tutorial Classes in Medicine and 
Surgery. Instruction is also given in Practical Pharmacy 
and Materia Medica and in Practical Dentistry. Further 
information can be obtained from Dr. Fraser, Medical 
Superintendent. 


UNIVERSITY OF ABERDEEN. 

The University of Aberdeen grants four degrees in Medi¬ 
cine and Surgery—viz., Doctor of Medicine (M.D.), Master 
of Surgery (Ch.M.), Bachelor of Medicine (M.B.), and 
Bachelor of Surgery (Ch.B.). The two degrees of M.B. and 
Ch.B. are not conferred separately, and the higher degrees of 
M.D. and Ch.M. are only granted to holders of the M.B. and 
Ch.B. degrees. 

Degree s of M.B. and Ch.B. — Before commencing his 
medical studies each student must pass a Preliminary Exa¬ 
mination in (1) English, (2) Latin, (3) Mathematics, and 
<4) Greek, or French, or German. The curriculum for the 
degrees extends over a period of five years, during which 
attendance is required in the following subjects : Botany, 
Zoology, Physics, Chemistry (Systematic and Practical), 
Anatomy (Systematic and Practical), Physiology (Systematic 
and Practical), Materia Medica and Therapeutics, Practical 
Pharmacy, Pathology (Systematic and Practical), Medical 
Jurisprudence, Public Health, Surgery, Medicine, and Mid¬ 
wifery. 

Candidates must attend for at least three years the 
medical and surgical practice of a recognised hospital; they 
must have attended courses of at least nine months in 
clinical medicine and clinical surgery, and have acted as 
clerk in the medical and dresser in the surgical wards of a 
hospital. Attendance is required on the practice of a dis¬ 
pensary or the out-practice of a hospital and also on courses 
in Mental Diseases, Fevers, Ophthalmology, Post-mortem 
examinations, and other special subjects. The candidate is 
also required to have been properly instructed in Vaccina¬ 
tion and to have attended at least 20 Midwifery cases. 

The fee for the degrees of M.B. and Ch.B. amounts to 
£23 2s. 

Besides the Royal Infirmary (270 beds), students have the 
opportunity of attending the following institutions : City 
Fever Hospital, Sick Children’s Hospital, General Dispen¬ 
sary, and Lying-in and Vaccine Institutions, Royal Lunatic 
Asylum, Ophthalmic Institution, Ac. 

Degrees of M.D. and Ch. M. —Candidates for either of 
these degrees must already hold the degrees of M.B. and 
■Ch.B. of Aberdeen. A thesis has to be presented for 
approval by the Medical Faculty and an examination has to 
be passed in Clinical Medicine or Clinical Surgery, as the 
case may be. 

A diploma in Public Health is granted by the University 
to graduates in Medicine of a University in the United 
Kingdom, after a special examination. 

Application for further information should be addressed 
to the Secretary of the Medical Faculty. 

Professors—Physics: C. Niven, 'M.A., D.Sc., FRS 
Physiology: J- A. MacWilliam, M.D. Medicine: Ashley 
W. Mackintosh, M.D. Chendstry: Fred.Soddy M A FRS 
Anatomy: R. W. Reid, M.D., F.R.C.S. Surgery • John 
Marnoch, C.V.O., M.B., C.M. Materia Medica : J.T. Cash, 
M.D., LL.D., F.R.S. Midwifery : Robert G. McKerron M d’ 
Forensic Medicine : Matthew Hay, M.D., LL.D. Botany: 
J. W. H. Trail, M.D., F.R.S. Pathology : Theodore 
Shennan, M.D. Natural History: J. Arthur Thomson 
M.A., LL.D. 

Scholarships and Prizes .—In the Faculty of Medicine of 
the University of Aberdeen there are the following Bursaries 
Scholarships, and Prizes:—Bursaries: about 15 Bfirsaries 
Competition and presentation) are open each year, of £15 
to £30 per annum in value, most of them being tenable for 
three years; certain other Bursaries are not confined to 
the Faculty of Medicine, but may be held by Arts Students 
Scholarships: five Post-Graduate Scholarships, value £36 
to £160 per annum. Prizes and Medals : 13 Gold Medals 
and Prizes for proficiency in special departments, &c. 

Clinical Instruction is given in the Aberdeen Royal 
Infirmary (270 beds) by the physicians and surgeon to the 
staff, many of whom are in the list of professors and other 
lecturers and demonstrators. 


Aberdeen Royal Asylum. —Contains, with hospital 
attached to main institution and agricultural branch, about 
986 beds. Medical Superintendent : Dr. William Reid. 
Assistant Physicians : Dr. A. W. H. Cheyne, Mr. Arthur Y. 
Milne, and Mr. Arthur P. Spark. Clerk. Treasurer, and 
Factor: Mr. A. Scott Finnie, 343, Union-street, Aberdeen. 
Clinical instruction is given to students during three months 
in summer. 


SCOTTISH MEDICAL CORPORATIONS 
GRANTING DIPLOMAS. 


ROYAL COLLEGE OF PHYSICIANS OF EDIN¬ 
BURGH, ROYAL COLLEGE OF SURGEONS 
OF EDINBURGH, ROYAL FACULTY OF 
PHYSICIANS AND SURGEONS 
OF GLASGOW. 

These Colleges have made arrangements by which, after 
one series of examinations, held in Edinburgh or Glasgow, 
or both, the student may obtain the diplomas of the three 
Bodies. 

The three Bodies grant their Single Licences only to 
candidates who already possess legal qualifications in Medi¬ 
cine or Surgery. Copies of the Regulations for the Single 
Licence of any of the Bodies may be had on application to 
the respective secretaries. 

Professional Education. —The candidate must produce 
certificates or other satisfactory evidence of haring 
attended the following separate and distinct courses of 
instruction : Physics, three months; Elementary Biology, 
three months ; Chemistry, six months; Practical or Analytical 
Chemistry, three months ; Anatomy, during at least six 
months ; Practical Anatomy, twelve months ; Physiology 
with Histology, six months ; Materia Medica, three months; 
Pathology (including Practical Pathology), nine months ; 
Practice of Medicine, six months ; Clinical Medicine, nine 
months ; Principles and Practice of Surgery, six months ; 
Clinical Surgery, nine months ; Midwifery, three months ; 
Gynsecology, one course of not less than 13 meetings ; 
Diseases of Children, one course of not less than 13 meet¬ 
ings. Medical Jurisprudence and Public Health, three 
months. The certified attendance on lectures, demonstra¬ 
tions, and practical work must not be less than three-fourths 
of the total number of roll-calls. Every student undergoes 
a course of Practical Midwifery, but before attending at 
labours he is required to attend a course of lectures on 
Surgery and Midwifery and to hold the offices of Clinical 
Medical Clerk and Surgical Dresser. He must also attend for 
two and a half months instruction in Practical Pharmacy; the 
certificate to be signed by the teacher, who must be a member 
of the Pharmaceutical Society of Great Britain, or the 
superintendent of the laboratory of a public hospital or dis¬ 
pensary, or a registered practitioner who dispenses medicines 
to his patients, or a teacher of a class of Practical Pharmacy. 

The student must attend for 27 months the Medical 
and Surgical practice of a public general hospital contain¬ 
ing on an average at least 80 patients available for 
clinical instruction and possessing distinct staffs of phy¬ 
sicians and of surgeons. He must act as Surgical Dresser and 
Medical Clinical Clerk for not less than three months in the 
wards in each case, and receive practical instruction in 
administration of anaesthetics. He must attend for six 
months the practice of a public dispensary especially re¬ 
cognised by any of the above authorities, or the out¬ 
patient practice of a recognised general hospital or act 
for six months as pupil to a registered practitioner who either 
holds such a public appointment, or has such opportunities 
of imparting practical knowledge as shall be satisfactory to 
the cooperating authorities; this attendance should be 
made after the student has passed the First and Second 
examinations. 

Candidates are also required to attend the following 
courses: Diseases and Injuries of the Eye, three months ; 
Insanity, three months; Infectious Diseases, three months ; 
Gynaecology, three months; Diseases of Children, three 
months. 

The curriculum lasts for five years, the fifth year being 
devoted to clinical work. 

There are four professional examinations :— 

First Examination includes Physics, Chemistry, and 
Elementary Biology. 
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Second Examination includes Anatomy and Physiology 
and Histology ; and candidates may be admitted to this 
examination at the end of the second year of medical study. 

Third Examination includes Pathology and Materia Medica 
with Pharmacology. 

Final Examination .—The Final examination shall not be 
taken earlier than the end of the fifth year of study and shall 
embrace the following subjects :—Medicine, including Thera¬ 
peutics, Medical Anatomy, and Clinical Medicine ; Surgery, 
including Surgical Anatomy, Clinical Surgery, and Diseases 
and Injuries of the Eye; Midwifery and Diseases of 
Women ; and, if not passed previously. Medical Juris¬ 
prudence and Public Health, but it is optional to candi¬ 
dates who have passed the Third Examination to be 
admitted to the subject of Medical Jurisprudence and 
Public Health on lodging certificates of having attended 
the necessary course in that subject at any time ; but 
the subjects of Medicine, Surgery, and Midwifery shall 
be taken together at any time after the end of the fifth 
Winter Session, provided that a period of 24 months has 
elapsed since passing the Second Examination. All candi¬ 
dates shall be subjected, in addition to the written and 
oral examinations, to clinical examinations in Medicine and 
Surgery, which shall include the Examination of Patients, 
Physical Diagnosis, the Clinical use of the Microscope, 
Examination of the Urine and Urinary Deposits, Surgical 
Appliances, Bandages, Surface Markings, &cc. The fees 
payable for the Final Examination shall be—for the whole 
examination, £15, for re-entry after rejection, £5, and for 
the subjects of Medical Jurisprudence and Public Health 
when taken separately, £5, with £3 for re-entry in that 
■ubject. 

There are six periods of examination annually, four in 
Edinburgh and two in Glasgow. The Registrar in Edin¬ 
burgh is Mr. D. L. Eadie, 50, George-square, and the 
Registrar in Glasgow, Mr. Walter Hurst, 242, St. Vincent- 
fitreet, to whom fees and certificates must be sent for 
the respective examinations, and from whom further par¬ 
ticulars concerning fees can be obtained. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH : 

THE MEMBERSHIP AND FELLOWSHIP. 

In addition to the diplomas granted by the Scottish Con¬ 
joint Board the Royal College of Physicians grants its 
Single Licence to candidates already possessing legal quali¬ 
fications for professional practice. 

The Royal College of Physicians of Edinburgh grants a 
Membership and a Fellowship. 

Membership .—A candidate, who must be a Licentiate 
of a British or Irish College of Physicians, or a graduate of 
a British or Irish University and 24 years of age, is examined 
in medicine, therapeutics, and in any branch of the depart¬ 
ments of medicine specially professed, such as general 
pathology, psychology, public health, obstetrics, gynecology, 
diseases of children, tropical medicine, or medical juris¬ 
prudence. The fee for the Membership is £36 15.?., 
15 guineas of which will be returned to any successful 
candidate who was already a Licentiate of the College at 
the time of qualifying for the Membership. 

fellowship .—The Fellows are selected from the ranks of 
the Members. They must be 25 years of age. The fee is 
£64 18*. ^ 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH: 

THE FELLOWSHIP. 

The Royal College of Surgeons of Edinburgh also admits 
to the examination for its Single Licence any candidates 
who hold a Diploma in Medicine of any British, Indian, 
or Colonial university or of any British or Colonial College 
of Physicians, or of the Society of Apothecaries of London 
01 Apothecaries’ Hall, Dublin, granted under the provisions 
of the Medical Act, 1886, whose preliminary examination 
and course of professional study is proved to be sufficient to 
fulfil the requirements of the College, or to those who have 
passed a full examination for any of the above. Female 
practitioners are now admitted to the Licence of the College 
but not to the Fellowship, and the regulations for the 
Licence apply to practitioners of either sex. 

The Royal College of Surgeons of Edinburgh grants a 
diploma of Fellowship after examination to the holders of 


the iurgical degrees of diplomas of such British examining 
bodies, as well as of the holders of such surgical degrees 
of the Universities of Canada, Australia, New Zealand, and 
the Indian Empire as are recognised by the College. 

The Fellowship .—Candidates for the examination must 
be 25 years of age and must have been engaged in 
practice for at least two years. The examination is of 
a practical nature, partly written and partly viva voce , 
and must include surgery and surgical anatomy, opera¬ 
tive surgery, and clinical practice. One optional subject 
must also be taken, the range of these specialisms 
covering nearly every branch of medicine. The fee 
to be paid on entering for examination for Fellowship 
is £45, £10 of which is remitted to those who already 
hold the Licentiateship of the College. Candidates re¬ 
jected at the examination obtain repayment of fee less £10 
retained for examination expenses. One month’s notice of 
intention to present himself for examination must be given 
by the candidate to Mr. D. L. Eadie, 50, George-square, 
Edinburgh, clerk to the College, together with credentials 
signed by two Fellows of the College, one of whom must be 
a resident in Edinburgh, unless a special application be 
made to the President and the Council of the College. 


THE ROYAL FACULTY OF PHYSICIANS AND 
SURGEONS OF GLASGOW. 

Like the preceding corporations, the Royal Faculty of 
Physicians and Surgeons of Glasgow grants a Fellowship and 
a Licence to be held as separate qualifications. 

Fellowship .—The Fellowship of the Faculty is granted 
after examination in medicine or surgery, together with an 
optional subject, which may be anatomy or physiology or be 
selected from any special branch of medicine or surgery, or in 
one subject to medical practitioners who serve in the present 
war. 14 days’ notice must be given by the candidate of his 
intention to present himself to Mr. Walter Hurst, the Faculty 
Hall, 242, St. Yincent-street, Glasgow. The fee for the Fellow¬ 
ship i« £30, £10 of which sum are returned to any successful 
candidate who already holds the Licence of the Faculty. An 
additional sum of £20 is required in the case of candidates 
resident within seven miles'of Glasgow. In certain circum¬ 
stances Fellows may be elected as a mark of distinction. 

Licence .—The Licence of the Royal Faculty is granted as 
a separate qualification to qualified practitioners in Medicine 
after examination in surgery, including surgical anatomy 
and clinical surgery. The fee is 15 guineas. 


SCOTTISH PROVINCIAL ANCILLARY SCHOOLS AND 
HOSPITALS. 

The hospitals which are recognised by the Scottish Con¬ 
joint Board, as places where professional study for their 
diplomas can be pursued are all those institutions which 
feed the medical faculties of the universities. In addition 
the Scottish Boards recognise all the places which are 
recognised by the English Conjoint Board (see p. 385) 
and the Irish Conjoint Board (see p. 402). 


III.—IRELAND. 

THE UNIVERSITIES. 


UNIVERSITY OF DUBLIN, TRINITY COLLEGE 
(SCHOOL OF PHYSIC). 

Matriculation .—All students intending to join the School 
of Physic must pass a matriculation examination. Uni¬ 
versity students take the Entrance of Trinity College and 
a Junior Freshman Term or a special Medical Preliminary ; 
Extern Students, any examination recognised by the General 
Medical Council. The winter courses begin on Oct. 2nd. 

Degrees in Medicine ( M.B .), Surgery ( B.Ch .), and 
Midwifery (B.A.O.'). —Candidates for these degrees must be 
of B.A. standing and mast be for at least five academic 
years on the books of the Medical School, reckoned from 
the date of matriculation. The Arts course may be taken 
concurrently with the Medical course, and the B. A. degree 
need not be taken before the final medical examinations, 
but the Medical degrees are not conferred without the 
Arts degree. The following courses must be attended. 
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(1) Lectures—Systematic, Descriptive and Applied Anatomy, 
Chemistry and Practical Chemistry, Surgery and Opera¬ 
tive Surgery, Histology, Botany, Zoology, Physics and 
Practical Physics, Physiology and Practical Physiology, 
Practice of Medicine, Midwifery, Pathology, Materia 
Medica and Therapeutics, Medical Jurisprudence and 
Hygiene ; (2) three courses of nine months’ attendance 
on the Clinical Lectures of Sir Patrick Dun’s or other 
recognised Hospital ; (3) Practical Vaccination, one 

month’s instruction ; (4) Mental Disease, three months; 
(5) Practical Midwifery with Clinical Lectures, including 
not less than 30 cases, six months ; (6) Ophthalmic 

Surgery, three months. Three groups of examinations 
have to be passed. Preliminary Scientific Examina¬ 
tion, including Physics and Chemistry, Botany, and 
Zoology. The Intermediate Medical, Part, I., including 
Anatomy and Physiology. The Intermediate Medical, Part II., 
including Applied Anatomy and Applied Physiology ; and 
the Final Examination, which is divided into Part I., Materia 
Medica, Hygiene and Jurisprudence, and Pathology ; and 
Part II., Medicine, including Clinical, Surgery, Midwifery, 
Gynaecology, Mental Diseases, Operations, and Clinical 
Ophthalmology. Part I. may be passed in the fourth year 
and Part II. completed at the end of the fifth year. 

Doctor in Medicine. —A Doctor in Medicine must have 
passed all the qualifying examinations and must beaB.A. 
of three years’ standing. He must also read a thesis before 
the Regius Professor of Physic. 

Master in Surgery. —A Master in Surgery must be a 
Bachelor in Surgery of the University of Dublin of not 
less than three years’ standing, and must produce satis¬ 
factory evidence of having been engaged for not less than 
two years from the date of his registration in the study, or 
study and practice, of his profession. He must then pass 
a special examination. 

Master in Obstetric Science. —A Master in Obstetric 
Science must be fully qualified and produce a certificate 
of having attended a summer course in Obstetric Medicine 
and Surgery. He is then required to pass a special 
examination. 

University Diplomas. —Candidates for the diplomas in 
Medicine, Surgery, or Obstetric Science must be matriculated 
in Medicine and must have completed two years in Arts and 
five years in Medical Studies. The Course aud Examination 
necessary for the diplomas are the same as for the degrees. 
A diploma in Medicine, Surgery, and Midwifery is a 
registrable qualification conferred upon candidates who have 
completed a full five years’ course in Medicine and two years 
in Arts. A diplomate, on completing his course in Arts and 
proceeding to the degree of B.A., may become a Bachelor by 
paying the degree fees. 

Bachelor in Dental Science and Master in Dental Science .— 
The regulations under which these degrees are awarded can 
be obtained by application to the Registrar of the School 
of Physic. 

Professors and Lecturers.—Regius Professor of Physic : 
James Little, M.D., LL.D. Regius Professor of Surgery: 
Edward H. Taylor, M.D., F.R.C.S.I. University Professor 
of Anatomy and Chirurgery: Andrew Francis Dixon, 
M.B., Sc. D. University Professor of Chemistry : Sydney 
Young, Sc.D. F.R.S. University Professor of Botany: 
Henry H. Dixon, Sc.D., F.R.S. Erasmus Smith's 
Professor of Natural Philosophy: William E. Thrift, 
M.A., F.T.C.D. Professor of Surgery: Thomas E. Gordon, 
M.B., F.R.C.S.I. Professor of Zoology and Comparative 
Anatomy : H. W. Mackintosh, M.A. King’s Professor 
of Practice of Medicine: James Craig, M.D. King's 
Professor of Materia Medica and Pharmacy: Walter G. 
Smith, M.D. King’s Professor of Institutes of Medicine: 
W. H. Thompson, M.D., Sc.D. King’s Professor of Mid¬ 
wifery : T. Henry Wilson, F.R.C.P I. Honorary Professor 
of Laryngology and Otology: Sir Robert H. Woods, M.D., 
F.R.C.S.I. Lecturer in Medical Jurisprudence and Hygiene : 
Henry T. Bewlev. M.D. Lecturer in Pathology: Alexander 
C. O’Sullivan, M.D., F.T.C.D. Lecturer in Dental Surgery 
and Pathology: A. W. W. Baker, M.D., M. Dent. Sc. 
Lecturer in Dental Mechanics : Joseph Coekbum. L.D S. 
Lecturer in Orthodontia: E. Sheldon Friel, M. Dent. Sc. 
Lecturer in Anaesthetics: T. Percy C. Kirkpatrick, M.D. 

Clinical instruction. —The hospital facilities for clinical 
instruction available in Dublin will be described below. 


THE NATIONAL UNIVERSITY OF IRELAND. 

Matriculation.— All students intending to proceed to the 
medical degree of the University of Ireland must pass a 
matriculation examination, the examination taking place 
in September in Dublin and at certain local centres. All 
students must pass in five subjects. All students must 
pass in the following subjects 1 except students not born in 
Ireland, and other students whose home residence shall 
have been outside Ireland during the three yeaTs imme¬ 
diately preceding their matriculation ; but all such 
students will be expected to attend a course of instruc¬ 
tion in Irish Literature and History prior to obtaining 
any degree in the University :—1. Irish. 2. Latin or Greek. 
3. French, German, Italian, Spanish, Welsh, Dutch, or 
any other language approved by the Senate. 4. English. 
5. Mathematics or Natural Philosophy. 3 6. English, 
Latin, Greek, French, German, Welsh, Spanish, Italian, or 
any other modern language approved by the Senate, History 
and Geography, Mathematics, Natural Philosophy, or 
Physics 3 as an alternative, Chemistry, Botany, and for 
women candidates only, Physiology, and Hygiene. Candi¬ 
dates who under the regulations are exempted from the 
necessity of presenting Irish as one of their subjects may 
present as their fifth subject either a second language or a 
second science subject. Students entering for degrees in 
Medicine or Dentistry, if already registered by the General 
Medical Council, may be accepted as matriculated students 
of the Faculty of Medicine on passing the matriculation 
examination in any faculty of the University. 

The medical degrees granted are :— 

M. B., B. Ck. , and B. A. O.; and M. D ., M. Ch ., and M.A. O. — 
Printed forms of application for admission to any medical 
examination may be had from “The Registrar, The National 
University of Ireland, Dublin.” 

The Constituent Colleges of the National University of 
Ireland at which the full curriculum for medical degrees can 
be obtained are University College, Dublin ; University 
College, Cork; and University College, Galway. 

University College, Dublin.— The University and 
the College were created by the Irish University Act, 
1908, and by Charters issued in December, 1908. Former 
students of the Cecilia-street School of Medicine who 
graduated in the Royal University may become graduate 
members of the new College. The constitution of the 
College, like that of the Constituent Colleges of Cork and 
Galway, provides for a governing body, an academic council 
consisting of professors and coopted lecturers, a body of 
graduate members, and a body of student members matri¬ 
culated in the University. The first professors and lecturers 
were appointed by the Dublin Commissioners Irish Universities 
Act. 1908. 

Matriculation. —Almost all the students of the College 
are matriculated students of the National University of 
Ireland. 

University Examinations in Medicine. —The First Examina¬ 
tion includes Physics, Chemistry. Botany, and Zoology. 
The examination may be taken in two parts: Part I * 
Physics and Chemistry ; Part II., Bolany and Zoology. 

1 The Senate has directed that candidates who presented themselves 
for the Matriculation Examination and who passed in certain subject* 
In 1912 or any previous year, may, when presenting themselves in 1917* 
in the remaining subjects necessary to complete the examination, select 
such completing subjects in accordance with the regulations as to 
groups of subjects which were in force in 1912. Such candidates will 
not be obliged to present themselves for examination in Irish. Such 
candidates, however, while they may select the completing subjects a* 
above, must present themselves for'examination in these subjects on 
the courses prescribed in each by the Regulations in 1917. Candidate* 
who presented themselves for the Matriculation Examination, and who 
passed in certain subjects in 1913, when presenting themselves in 1917 
in the remaining subjects necessary to complete the examination, 
must select such completing subjects in accordance with the regula¬ 
tions as to groups of subjects which were in force in 1913. The course* 
in such completing subjects will be the courses prescribed in those 
subjects respectively for 1917. 

2 Certificates of having passed in Chemistry or Physics at the 
Examinations of the Intermediate Education Board will be accepted 
only if the Honours Examination of the third or fourth years’courie in 
these respective subjects has been passed. (A pass on the Honours 
Course will be accepted.) Students desiring to present Pass Chemistry 
or Pas9 Physics must pass an examination in theno subjects at the 
Matriculation Examination of the University. A pass in Chemistry 
or Physics at the Examination of the Intermediate Education Board 
will not be accepted as exempting from Mathematics at the 
Matriculation Examination of the University’. 

* A candidate who takes Natural Philosophy in Group 5 cannot take 
Physics in Group 6. 
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Honours may be obtained only when both parts are taken as 
one examination. The Second Examination includes 
Auatomy and Physiology. Both must be passed at the same 
time. The Third Examination includes Pathology, Medical 
Jurisprudence and Hygiene, and Materia Medica 

Degree* of 31. B., Jl. Ch. , and IS. A. 0 .—The Examination in 
Medicine, Midwifery, Surgery, and Ophthalmology includes 
both the theoretical and the clinical branches. No student 
can enter for the M.B.. B Ch., or B.4.0. until the end of the 
fifth year when the curriculum has been completed. The 
course of study is as follows:—First year.—Winter: 
Anatomy and Practical Anatomy (required for the Second 
Examination^, 4 Chemistry, Practical Chemistry, and Experi¬ 
mental Physics (with Laboratory Course). Summer: 
Ziology, Practical Zoology, Botany, and Practical Botany. 
Second year.—Winter : Anatomy, Practical Anatomy, 
Physiology, and Practical Physiology (physical and 
chemical). Summer : Anatomy, Practical Auatomy, 
Physiology, and Practical Histology. Third year.— 
Winter : Pathology, Surgery or Medicine, Hygiene, 
Medical Jurisprudence, and Practical Pharmacy. Summer: 
Materia Medica and Therapeutics, and Practical Patho¬ 
logy. Candidates are also required to attend a General 
Hospital for nine months (winter and summer). Fourth 
year, or fourth and fifth years.—Winter: Medicine or 
Surgery (the subject to be that not taken in the third year), 
and Midwifery and Gynsetology. Summer: Operative 
Surgery, Applied Anatomy, and Ophthalmology and Otology. 
Candidates are also required to attend a General Hospital 
for nine months (winter and summer), and to take instruc¬ 
tion in Vaccination, and three months Fever Hospital. Fifth 
year.—If the Academic (Collegiate) Courses are taken as 
above, the Courses of the fifth year will be the following : 
Hospital Attendance, General Hospital, nine months ; 
Clinical Ophthalmology and Otology, three months; Practical 
Midwifery and Gynaecology, six monthB ; Mental Diseases, 
to be attended at a Lunatic Asylum, three months. (Note.— 
Practical Midwifery and Gymecology may be taken in 
the fourth year after the Systematic Course of Milwitery, 
but it must not be taken concurrently with the period of 
attendance at Fever Hospital.) The degree of M.D. may be 
obtained either by examination or on published work. 

Dean of the Faculty (j>f the College): Professor McLoughlin. 

Professors.— Anatomy : Edward Patrick McLoughlin, B.A., 
M.B., B.Ch., B. A.O. Physiology: Bertram James Collingwood 
B.A., M.D. Zoology: George Sigerson, M.D. Chemistry: 
Hugh Ryan, M.A , D.Sc. Physics: John A. McClelland, 
M.A., D.Sc., F.K.S. Pathology and Bacteriology: Edmund 
J. McWeeney, M.A., M.D., D.P.H.. F.R.C.P. Irel. Medicine: 
Joseph F. O'Carroll, M.D,, F.R.C.P. Irei. Surgery: Johns. 
McArdle, M.Ch., F.R C.S. Irel. Midwifery and Gynse- 
cology: Alfred J. Smith, MB., F.RC.S. Irel. Materia 
Medica and Therapeutics: Martin Dempsey, B.A., M.D., 
F.R.C.P. Irel. Hygiene and Medical Jurisprudence : J. N. 
Meenan, MB., B.Ch., B A.O., D P.H. Botany: J. Bayley 
Butler, M.A , M.B., B.Ch., B A ()., and Louis Werner, 
MB., F.R.C.S. Irel. Dental Surgery: E. Sheridan, 
F.R.C.S. Irel., L.D.S. Dental Mechanics: J. L. Potter, 
L.D.S. 

Astutants and Demonstrators. —Anatomy: Dr. H. Barniville, 
Dr. C. J. MacAuley, Mr. H. S. Meade, F.R.C.S.I., and Dr. 
W. Doolin. Chemistry: Mr. G. Ebrill, B.A., and Mr. T. 
Dillon. D.Sc. Medicine: Dr. J. F. O'Carroll. Pathology and 
Bacteriology : Dr. T. T. O'Farrell and Dr. W. D. O’Kelly. 
Pharmacy: Dr. M. Hayes. Physics: Mr. J. Nolan, M.Sc., 
and John J. Dowling, M.A. Surgery: Dr. A. Blavney. 
Physiology : Dr. James M. O'Connor. 

Fees .—The fees for Courses are similar to those of the other 
Dublin Medical Schools. 

Information concerning these, and the numerous scholar¬ 
ships and exhibitions of the College can be obtained from 
the Dean. 

University College, Cork : the School of Medicine. 
—The building is provided with a very large, well-ventilated 
dissecting room supplied with electric light, with physio¬ 
logical, toxicological, pathological, and pharmaceutical 
laboratories, materia medica, anatomical and pathological 
museums, as well as a collection of surgical and obstetrical 


4 These courses are not required for tlie First Examination In Medi¬ 
cine, but must be taken in the lirst year to permit a candidate to 
qualify for admission to the Second Examination in Medicine at the 
end of the second year. 


instruments and appliances. There are well-appointed 
physical, chemical, and biological laboratories, and a large 
natural history museum in the adjoining building, and part 
of the College ground is laid out as a botanical garden. 
The plant houses are well filled with plants and are open to 
the students in the class of Botany. The Library contains 
over 50,000 volumes and is open daily during term time to 
students. The Medical Museum occupies a large room 
erected at the northern end of the medical buildings. There 
are Students’ Clubs for men and women students of the 
College and various athletic clubs, the last of these holding a 
public meeting once in each year in the Mardyke grounds. 

Dean of the Faculty. —Professor A. E. Moore, M.B., B.Ch., 
B. A.O. 

Professors. —Anatomy: D. P. Fitzgerald, M.B., B.Ch. 
Botany: H. A. Cummins, M.D., C M.G. (Major, R.A.M.C.). 
Chemistry: A. E. Dixon, M.D. Experimental Physics: W. 
Bergin, M.A. Materia Medica: John Dundon, M.B., B.Ch., 
B A.O., F.R.C.S. Eng., F.R C.S. Irel. Medicine : W. Ashley 
Cummins, M.D., M.Ch. Obstetrics and Gynsecology : H. 
Corby, B.A., M.D., M.Cb. Pathology: A. E. Moore, M.B., 
B.Ch., B.A.O. Physiology: D. T. Barry, M.D., F.R.C.S. 
Surgery: C. Yelverton Pearson, M.D., M.Ch., F.R.C.S. 
Zoology: Marcus Hartog, M.A., D.Sc., F.L.S., F.R.H.S. 
Hygiene: Mr. D. D. Donovan. Medical Jurisprudence: Dr. 
P. T. O’Sullivan. Ophthalmology : Dr. A. W. Sandford. 

Lecturer. —Mental Diseases: Dr. J. J. Fitzgerald. 

Demonstrators. —Anatomy : Dr.W. F. O’Connor. Chemistry : 
Mr. J. Taylor, M.Sc., and Dr. J. L. McKee, Ph.D. Experi¬ 
mental Physics: Mr. P. Belas, B A. Pathology : Dr. W. 
Magner. Physiology: Mr. J. M O'Donovan, B.Sc. Surgery: 
Dr. C. B. Pearson. Zoology: Miss B. E. Duke, B.Sc. 

All students who have been admitted as matriculated 
students are required to attend before the President and 
sign the Roll of Matriculated Students. Students who may be 
candidates for degrees in the National University of Ireland 
must have passed the Matriculation Examination of that 
University or other recognised examination, and medical 
students must have passed a preliminary examination 
recognised by the General Medical Council. Candidates 
will be examined in Irish, Greek, or French or German, 
Latin, History, Geography, English, and Mathematics. 

Admission of Medical Students. —Students in the Faculty 
of Medicine who have passed the First Professional 
Examination of the Conjoint Examinations of the Royal 
College of Physicians and the Royal College of Surgeons in 
Ireland, or of the Royal College of Physicians and Royal 
College of Surgeons of Edinburgh and the Faculty of 
Physicians and Surgeons of Glasgow, or of the Royal College 
of Physicians, London, and Royal College of Surgeons, 
England, may be admitted to the rank of second-year 
students on making application to the Council and sub¬ 
mitting a certificate of having passed the examination. 
Similarly, students who have passed the Second Professional 
Examination of the same Colleges may be admitted to the 
rank of third-year students ; and those who have passed the 
Third Professional Examination of the Dublin Colleges, or of 
the Edinburgh Colleges and Glasgow Faculties, may be 
admitted to the rank of fourth-year students. 

Residence of Students. —There is no accommodation for the 
residence of students within the College, but students 
not living at home, or with relatives or friends, sanctioned 
by their parents or guardians, are required to live in a hostel 
or in recognised lodgings, a list of which can be obtained 
from the Secretary. All students are required to register 
their addresses each session in the book kept for 
that purpose in the hall porter’s office, and to notify 
immediately to the Registrar any change of address 
during the session. The Honan Hostel, adjoining the College, 
is equipped by private endowment. A number of sets of 
rooms, together with recreation and common rooms, are 
provided for lay students who may desire to live there. For 
full particulars apply to the Warden. The Ursuline Convent, 
Blackrock, has a house of residence, quite separate from 
their Secondary School, for Catholic women students. 

Clinical Instruction. —Students may attend the South 
Infirmary, Cork North Charitable Infirmary, the Mercy 
Hospital, the Cork District Lunatic Asylum, the Victoria 
Hospital for Diseases of Women and Children, the County 
Lying-in Hospital, the Cork Maternity, the Cork Fever Hos¬ 
pital, the Cork District Hospital, and the Cork Ear, Eye, and 
Throat Hospital. 
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Complete information with regard to class fees, scholar¬ 
ships, and prizes can be obtained from the Dean of the 
College. 

South Infirmary and County of Cork General Hospital (100 
beds).—Staff: Consulting Physician: Dr. P. J. Cremen. 
Physicians: Dr. P. T. O’Sullivan and Dr. Norman I. Townsend. 
Surgeons: Dr. H. R. Townsend, Dr. T. Gelston Atkins, and 
Dr. Henry Corby. Ophthalmic Surgeon : Dr. A. W. Sand- 
ford. Physicians for Extern Patients : Dr. E. W. Allsom 
and Dr. E. V. Cantillon. Surgeon for Extern Patients : Dr. 
R. P. Crosbie. Antesthetist: Dr. M. V. Shanahan. Radio¬ 
logist : Dr. G. Hegarty. Pathologist: Dr. A. E. Moore. 
House Surgeon: Dr. W. P. Lebone. House Physician : 
Dr. J. C. Saunders. Dentist : Mr. T. C. Butterfield. 
Honorary Secretary: Dr. N. I. Townsend. Clinical in¬ 
struction is given daily in the wards. Special instruction 
on Ophthalmic Surgery and Diseases of Women and Children 
will be given in the special wards for such cases. Fee for 
perpetual ticket, £22 Is. ; for nine months, £9 9 s. ; for six 
months, £6 6s. ; for three months, £3 3s. Two resident pupils 
will be appointed by competitive examination. Clinical 
prizes will be given by the staff at the close of the session. 

Cork North Charitable Infirmary and County and City ot 
Cork General Hospital (112 beds).—Physicians: Mr. D. D. 
Donovan and Dr. Edward Magner. Surgeons : Mr. C. Y. 
Pearson, Mr. John Dundon, Mr. N. H. Hobart, and Mr. 
D. J. O’Mahony. Assistant Physician: Mr. R. B. Dalton. 
Assistant Surgeon : Mr. Richard P. Byrne. Second Assistant 
Surgeon : Mr. D. F. Hegarty. ResidentSurgeon: John Higgins. 
Resident Physician: (Vacant). Pathologist: Dr. W. Magner. 
Radiologist: Dr. C. B. Pearson. Anaesthetist: Mr. D. M. 
Donovan. Surgeon Dentist: Mr. William Pericho. Dispensing 
Chemist: Mr. M. Tucker. Honorary Secretary : Mr. R. B. 
Dalton. Clinical instruction is given daily in the wards by 
the physicians and surgeons. Special instruction is given to 
Junior Students on two days weekly. Fee for perpetual 
ticket, £22 Is. ; for 12 or nine months, £9 9s. ; for six 
months, £5 5s. ; and for three months, £3 3s. Two resident 
pupils are appointed quarterly by the medical staff. All 
resident pupils are required to be registered pupils of the 
Hospital. There is a special department for treatment of 
the eye, ear, throat, and nose, under the charge of Mr. 
J. Bowring Horgan, and a Special Dental Department. 
(Secretary, I. Scher, L.D.S.). 

Mercy Hospital .*■—Staff : Consulting Physician : Dr. P. J. 
Cremen. Consulting Surgeon : Dr. J. Cotter. Consulting 
Ophthalmic Surgeon: Dr. J. J. McMahon. Physicians: 
Dr. C. Cantillon and Dr. D. J. O’Connor. Surgeons: Mr. 
J. Giusani and Mr. J. Dundon. Ophthalmic Surgeon : Mr. 
J. M. Browne. Surgeon Dentist: Mr. H. O’Keeffe. Resident 
Surgeon : Dr. O'Brien. Anaesthetist and Radiographer : Mr. 
Walter Rahilly. Pathologist: Dr. M. A. Sbinkwin ; two 
resident students. This hospital contains 85 beds for 
medical and surgical cases. There is also a daily extern 
for medical and surgical cases, as well as for diseases of 
the eye, ear, and throat. Extern medical attendances, 2791 ; 
surgical attendances, 861; ophthalmic attendances and 
dental, 4541 ; intern patients, 1128. Major operations. 254 ; 
minor operations, 567. Honorary Secretary to the Staff : Dr. 
James Browne. 

Cork District lunatic Asylum . —Psychological Medicine : 
A course of Clinical Lectures on Mental Disease and Allied 
Neuroses will be delivered in the Cork District Lunatic 
Asylum on Mondays and Thursdays, commencing the first 
Thursday in May, by the Resident Medical Super¬ 
intendent. All students wishing to enter for the course are 
expected to attend at the Asylum at 2.30 p.m. on that 
day. All information may be had at the Asylum from Dr. 
James J. FitzGerald, resident medical superintendent. 

Victoria Hospital (Cork).—Honorary Staff: Dr. Ashley 
Cummins, Dr. C. Yelverton Pearson, Dr. P. Lee, Dr. 
Hobart, and Dr. C. B. Pearson. Lady Superintendent: 
Mrs. George Armstrong. There are 75 beds. Clinical 
instruction on Diseases Peculiar to Children is given. The 
extern department is open daily at 9.30. 

County and City of Cork Lying-in Hospital (Erinville, 
Western-road; founded 1798).—Staff: Honorary Consult¬ 
ing Physicians: Dr. W. E. Ashley Cummins and Dr. 
D. D. Donovan. Honorary Obstetric Surgeon: Mr. C. 
Yelverton Pearson. Physicians: Dr. N. H. Hobart, Dr. 


* No returns. 


Lucy E. Smith, Dr. Daniel J. O'Connor, and Dr. P. J. 
O’Brien. Assistant Physicians: Dr. E. V. Cantillon and 
Dr. C. B. Pearson. This hospital contains 20 beds. Fee 
for six months' attendance, including clinical lectures, 
£3 3s. For further particulars apply to N. H. Hobart, 
honorary secretary to staff. 

Cork Maternity (Batchelor's Quay).—Staff: Consulting 
Obstetric Physicians: Dr. T. Gelston Atkins and Dr. 
Henry Corby. Obstetric Physicians : Dr. John Booth, Dr. 
Michael Cagney, and Dr. Walter Rahilly. Three resident 
pupils are taken into the Maternity. Poor women are 
attended at their own homes. Clinical lectures are delivered 
during the session. There is an extern department for the 
treatment of women’s and children’s diseases. Fee for 
attendance at clinical lectures and certificate, £3 3 j. 
Honorary secretary to staff. Dr. Henry Corby. 

Cork Fever Hospital. —Staff: Ordinary Physicians: Dr. 
D. J. Flynn and Dr. T. Callaghan. Extraordinary Phy¬ 
sician : Dr. D. Murphy. Resident Medical Officer and 
Registrar: Dr. A. G. Sutton. Upwards of 500 cases of 
various forms of fever and zymotic disease are treated yearly 
in this hospital. The Resident Medical Officer gives instruc¬ 
tion in Practical Pharmacy, a certificate of which is neces¬ 
sary for the National University and Colleges of Physicians 
and Surgeons of Edinburgh. 

Cork District Hospital (Douglas-road ; 1200 beds).—Staff : 
Dr. W. E. Ashley Cummins (Professor of Medicine, Uni¬ 
versity College, Cork, Examiner in Medicine, National 
University of Ireland), Dr. J. Giusani, Mr. D. Morrissy, 
and Mr. James T. O’Connor. Resident Medical Officers : Dr. 
O’Mullane and Dr. M. Sexton. This hospital includes special 
buildings for fever and other infectious diseases (100 
beds) ; for children’s diseases (100 beds); and a Lock hospital, 
the only one in the South of Ireland (80 beds). It affords 
an extensive field for the study of all classes of diseases, 
acute and chronic, including special departments for 
gynsecology and diseases of the skin and nervous system. 
The physicians and surgeons visit the hospitals every 
morning at 10 o’clock. Lectures and clinical instruction 
are given daily in the wards by the physicians and surgeons. 
Further particulars may be obtained from Dr. W. E. 
Ashley Cummins, 17, St. Patrick’s-place, honorary secretary, 
medical staff. 

Cork Eye , Ear. and Throat Hospital (Western-road).— 
Staff: Visiting Surgeon : Dr. Arthur W. Sandford. Assistant 
Surgeons : Dr. T. H. D. Townsend and Dr. J. M. Browne. 
Consulting Physician : Dr. W. E. Ashley Cummins. 
Consulting Surgeon : Dr. H. N. Hobart. House Surgeon : 
Dr. B. J. O’Connor. This hospital is open to students 
attending the University College and others. Certificates of 
attendance for three or six months can be obtained. The 
hospital contains 35 beds. Over 4000 cases are treated 
during the year. Clinical instruction is given to students 
attending the hospital, with demonstrations on the use of 
special instruments. A course of Lectures on Ophthalmic 
Surgery is delivered during the session. For further infor¬ 
mation apply to Dr. Arthur Sandford, 13, St. Patrick’s- 
place, Cork. 

University College, Galway: School of Medicine. 
—The College contains well-lighted and ventilated dis¬ 
secting-room and anatomical lecture theatre ; physiological, 
pathological, pharmaceutical, chemical, and physical labora¬ 
tories ; anatomical, pathological, gynaecological, and materia 
medica museums; as well as a large natural history and 
geological museum and an extensive library in which students 
can read and from which they can borrow books. There 
are 14 Eatrance Scholarships, value £30 and £25 each, for 
which Medical Students compete with other Students on the 
Entrance Course. In the Second, Third, and Fourth Years 
two Scholarships in each year, value £25 each, are reserved 
for Medical Students in the Professorial Course. There are 
extensive grounds, a portion of which is occupied by a 
Botanic Garden and a portion is at the disposal of the 
College Athletic Union. There are several student societies 
in the College, including a Biological Society. There are 
abundant facilities for research and Post-graduate work 
in the Chemistry, Physiology, and Pathology departments. 
There are ample facilities for female students. Further 
information can be obtained from the Registrar of the 
College. 

Professors— Natural Philosophy : A. Anderson, M.A., 
LL.D. Chemistry: A. Senier, PhD. Natural History: 
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J. Mangan, M.A. Anatomy and Physiology: J. P. Pye, 
M.D., D.Sc. Medicine: R. li. Mahon, M.D. Surgery: 
W. VV. Brereton, L.R.C.S.I. Materia Medica: N. W. 
Oolahan, M.D. Midwifery : R. J. Kinkead, M.D. Patho¬ 
logy : T. Walsh, B.A.. M.D., D.P.H. 

Clinical Instruction is given in the Galway Hospital and 
in the Galway Union and Fever Hospitals, containing on an 
average 200 patients. 

Galway County Hospital (60 beds').—Founded by Act of 
Parliament. Physicians : Professor R. J. Kinkead and 
Professor R. B. Mahon. Surgeons : Professor J. P. Pye, Pro¬ 
fessor N. W. Colahan, and Professor W. W. Brereton. 
Gynaecologist: Professor Kinkead. Pathologist: Professor 
Walsh. Assistant burgeon : Dr. M. J. O’Malley. Clerk : 
Mr. S. J. Leonard. 

Galway Union and lever Hospitals (150 beds).—A new 
Fever Hospital has just been built. A prospectus giving 
details of the courses of study and examination for degrees 
and of the subjects for public and private foundation 
scholarships may be had on application. 


QUEEN'S UNIVERSITY OF BELFAST. 

There are six degrees in the Faculty of Medicine of the 
University—viz.. Bachelor of Medicine (M.B.), Bachelor of 
Surgery (B.Ch.), Bachelor of Obstetrics ?B. A.O.), Doctor of 
Medicine (M.D.), Master of Surgery (M.Ch.), and Master of 
Obstetrics (M.A.O.). The University also grants a Diploma 
in Public Health, particulars of which will be found in the 
University Calendar. The degrees of M.B., B.Ch.. and 
B.A.O. are the primary degrees in the Faculty of Medicine, 
and are conferred at the same time and after the same course 
of study. No student is admitted to the final examination for 
these degrees until he has shown : (1) that he is a matricu¬ 
lated student of the University; (2) that he has completed 
the prescribed course of study in the Faculty of Medicine 
extending over a period of not less than five academic years 
from the date of his registration as a student of Medicine 
by the General Council of Medical Education and Regis¬ 
tration of the United Kingdom; (3) that he has passed 
the several examinations prescribed ; (4) that he has 

attended in the University during three academic years at 
least the eourses of study prescribed for such degrees (the 
Senate may accept, for not more than two academic 
years of the required five, courses of study pursued in 
any other University or School of Medicine approved by the 
Senate); and (5) that he has attained the age of 21 years. 
Every candidate for admission as a matriculated student 
of the University shall pass such Matriculation Examination 
or fulfil such other test of fitness as may be prescribed by 
the Senate, which may prescribe the conditions under which 
students who have passed the Matriculation or Entrance 
Examination of any other University or College approved for 
that purpose (or who have fulfilled such other test of fitness 
as may be" prescribed) may be exempted from passing the 
Matriculation Examination of the University. For informa¬ 
tion as to Scholarships and Prizes inquiry should be made of 
the Dean of the Faculty of Medicine of the University. 

Primary Degrees of M.D ., B.Ch., B.A.O .—All can¬ 
didates for these degrees must satisfy the examiners in the 
subjects of four examinations known as the First, Second, 
Third, and Fourth Medical Examinations respectively. 

7 he First Medical Examination .—The subjects of this 
examination are Chemistry (Inorganic and Organic), Experi¬ 
mental and Practical Physics, Botany and Zoology, and 
Practical Botany and Zoology. The examination will be 
divided into two parts which may be taken separately: 
I., Chemistry, Practical Chemistry and Experimental Physics 
(including laboratory work); II., Botany and Zoology (in¬ 
cluding laboratory work). 

The Second Medical Examination .—The subjects are 
Anatomy and Practical Anatomy, Physiology and Practical 
Physiology. Candidates who have previously passed the 
First Medical Examination may present themselves for this 
examination at the close of their second year. 

The Third Medical Examination .—The subjects are: 
(1) Pathology and Practical Pathology ; (2) Materia 

Medica, Pharmacology and Therapeutics ; (3) Medical 

Jurisprudence ; (4) Hygiene. Candidates who have pre¬ 
viously passed the Second Medical Examination may present 
themselves for this examination at the close of the third 
year. Attendance on a course in any subject of the Third 


Medical Examination shall not entitle a student to a certifi¬ 
cate of attendance unless he has previously passed in all the 
subjects of the First Medical Examination. 

The Fourth Medical Examination.- The subjects are : 
(1) Medicine; (2) Surgery; (3) Midwifery; (4) Ophthalmo¬ 
logy and Otology. This examination may be taken in two 
parts: I., Systematic; II., Clinical, Practical and Oral. 
Candidates who have previously passed the Third Examina¬ 
tion may present themselves for Part I. of the Fourth 
Examination at the close of the fourth year, provided that 
they have fulfilled the necessary requirements as to attend- 
ance, &c., on the courses of instruction in the subjects of 
examination. Candidates who have passed Part I. of 
this examination may present themselves for Part II. 
at the close of the fifth year, provided that they have 
fulfilled the necessary requirements as to hospital attend¬ 
ance on the various clinical courses in the subjects of 
examination. Parts 1. and II. may be taken together at the 
close of the fifth year. Attendance on a course in any 
subject of the Fourth Medica) Examination shall not entitle 
a student to a certificate of attendance unless he has pre¬ 
viously passed in all the subjects of the Second Medical 
Examination. 

Degrees of M.D., M.Ch., and M.A.O. These degrees 
are not conferred until the expiration of at least three 
academic years, or in the case of graduates of the 
University in Arts or Science of at least two academic 
years, after admission to the primary degrees in the 
Faculty of Medicine. Every candidate must show that in 
the interval he has pursued such courses of study, or been 
engaged in such practical work as may be prescribed. These 
degrees may be conferred by the Senate either (a) after 
an examination, which includes written, oral, clinical, 
and practical examinations ; or (i) on the submission of a 
thesis or other evidence of original study or research, to be 
approved by the Faculty of Medicine after an oral or other 
examination of the candidate on the subject thereof. 

The Medical School .—The Donald Currie Chemical Buildings 
contain a lecture theatre, a preparation room, a chemical 
museum, a large class-room for elementary practical 
chemistry, laboratories for qualitative and quantitative 
analysis, rooms for water and gas analysis, dark room for 
photographic purposes and balance room, provided with all 
modern appliances. The Anatomical Department contains 
a large and well-lighted dissecting-room, a lecture-room, 
a professor’s and demonstrator’s room, a bone-room, and a 
laboratory for microscopic and photographic work. The 
Medical Museum is in the same building. The Jaift: 
Laboratories for Physiology comprise a lectnre theatre, 
laboratories for practical work in chemical physiology, his¬ 
tology, and experimental physiology, and in addition small 
private research rooms, including balance, galvanometer, 
and centrifuge rooms. The Musgrave Pathological Labo¬ 
ratory.—In this department opportunity is afforded for 
research in pathology and bacteriology. The department is 
in touch with most of the hospitals in Belfast, and there is 
an ample supply of material for investigation by graduates 
in morbid histology, clinical pathology, and the bacteriology 
of infectious diseases. A course in pathology or bacterio¬ 
logy is given to graduates, and members of this class have 
an opportunity of seeing the methods employed in the 
various investigations carried out in the department for the 
Public Health Committee of the corporation in connexion 
with water-supply, sewage disposal, meat- and milk-supply, 
the diagnosis of cases of infections diseases, Sic. The 
certificate issued to members of the class in bacteriology 
qualifies for the D.P.H. degree. The Pharmaceutical Labora¬ 
tory is fitted and equipped for the work of practically 
instructing students in the compounding and dispensing of 
medicines. 

The Teaching Staff of the Faculty of Medicine. —Pro¬ 
fessors—Physics: W. Blair Morton, M.A. Chemistry: 

E. A. Letts, Ph.D., D.Sc. Zoology: Gregg Wilson, M.A., 
D.Sc. Botany: R. H. Yapp, M.A. Anatomy : J. Symington, 
M.D., F.R.S. Physiology (Dunville Professor): T. H. 
Milroy, M.D., B.Sc. Materia Medica: Sir William Whitla, 
M.A., M.D. Pathology (Mnsgrave Professor): W. St. Clair 
Symmers, M.B. Medicine: J. A. Lindsay, M.A., M.D., 

F. R.C.P. Lond. Surgery: T. Sinclair, M.D., M.Ch., 
F.R.C.S. Eng. Midwifery: Sir John Byers, M.A., M.D., 
M.Ch., M.A.O. Lecturers—Applied Anatomy: P, T. 
Crymble, M.B., F.R.C.S.E. Medical Jurisprudence : 
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VV. St. C. Symmers, M.B., and T. Houston, M.D. Oph¬ 
thalmology and Otology : J. A. Craig, M B., F.R.C.S. 
Hygiene: W. J. Wilson, M.D., D.P.H. Bio-Chemistry: 
J. A. Milroy, M.D. Physics: R. T. Beatty, M.A., D.Sc. 
Organic Chemistry: A. K. Macbeth, M. A., D.Sc. Vaccination: 
J. M’Liesh, M.B., D.P.H. Assistants and Demonstrators— 
Anatomy: R. L. Rea, M.B., B.Sc. Physiology: (Vacant). 
Practical Pharmacy : V. G. L. Fielden, M.B., Pli.C. Riddel 
Demonstrator in Pathology and Bacteriology: H. P. Malcolm, 
M.B. Clinical Pathology: T. Houston, M.D. Medicine: 
G. G. Lyttle, M.B. Surgery: S. T. Irwin, M.B., F.R.C.S. 
Bdin. Midwifery : T. S. S. Holmes, M.B., M.Ch., F.R.S.E. 
Internal Examiner in Sanitary Science: H. W. Bailie, 

L. R.C.P. & S. Edin., L.F.P.S. Glasg., D.P.H. University 
Clinical Lecturers — Medicine: H. L. MeKisack, M.D., 
F.R.C.P. Surgery: J. Fulton, L.R.C.P.&S. Midwifery 
and Diseases of Children : Sir Alexander Dempsey, M.D. 
Ophthalmology : Hayden Mulhollana, L.R.C.P. &S., L.F.P.S. 

Clinical instruction .—The following institutions are re¬ 
cognised by the University as affording proper opportunities 
for clinical instruction: the Royal Victoria Hospital, the 
Mater Infirmorum Hospital, the Union Hospitals, the Belfast 
Hospital for Sick Children, the Belfast Maternity, the 
Ulster Hospital for Women and Children, the Ulster Eye, 
Ear, and Throat Hospital, the Belfast Ophthalmic Hospital, 
the Purdysburn Fever Hospital, and the Belfast District 
Lunatic Asylum. 

The Royal Victoria Hospital (300 beds).—Physicians: 
Professor Sir William Whitla, Professor James A. 
Lindsay, Dr. William Calwell, and Dr. H. L. McKisack. 
Surgeons : Professor T. Sinclair, Mr. A. B. Mitchell, Mr. 
T. S. Kirk, and Mr. R. Campbell. Gynaecologist: Pro¬ 
fessor Sir John Byers. Surgeon for Diseases of the Eye, Ear, 
and Throat: Mr. James A. Craig. Pathologist: Professor 
W. St. C. Symmers. Physician for Diseases of the Skin : Dr. 
W. Calwell. Physician in charge of Out-patients : Dr. J. S. 
Morrow. Assistant Physician: Dr. J. E. Mcllwaine. Surgeon 
in charge of Out-patients: Mr. Andrew Fullerton. Assistant 
Surgeon : Mr. Howard Stevenson. Gynaecologist in charge 
of Out-patients : Mr. R. J. Johnstone. Surgeon in 
charge of Out-patients, Eye, Ear, and Throat Department: 
Mr. Henry Hanna. Assistant to the Pathologist : Mr. 

M. Nelson. Administrators of Anaesthetics : Dr. V. G. L. 
Fielden and Dr. W. J. Taggart. Medical Electrician: 
Dr. J. C. Rankin. Haematologist: Dr. Thomas Houston. 
Medical Registrars : Dr. Foster Coates and Dr. F. B. El wood. 
Surgical Registrars: Mr. S. T. Irwin and Mr. T. S. S. Holmes. 
Some of the staff are on active service, and it is expected 
that others will later be accepted for service at the front. 

Mater Infirmorum Hospital (160 beds).—Consulting Phy¬ 
sician : Sir Alexander Dempsey. Physicians: Mr. W. 
M'Lorinan, Dr. J. A. Black, aud Dr. P. E. O’Flaherty. 
Surgeons : Sir Peter R. O’Connell, Mr. J. B. Moore, and Mr. 
John O’Doherfcy. Clinical Assistant in Surgery: Dr. D. 
McSparran. Clinical Assistant in Gynmcology : Dr. A. J. 
Dempsey. Anaesthetist: Dr. D. McSparran. Gynaecologist: 
Sir Alexander Dempsey. Ophthalmic Surgeon : Mr. H. Mul* 
holland. Pathologist: Dr. W. St. Clair Symmers. Clinical 
Pathologist: Dr. W. W. D. Thompson. Registrar: Mr. 
0‘Doherfcy. Honorary Secretary Medical Staff : Mr. J. B. 
Moon. Dental Surgeon : Mr. Maurice Maguire. House 
Physician : Dr. Paul. House Surgeon : Dr. McCormick. 

Belfast Union Infirmary and Hospital (1700 beds). —Visiting 
Medical Officers: Dr. Robert Hall, Dr. John M’Leish, Dr. 
Joseph Fulton, and Dr. A. Gardner Robb. Ophthalmic 
Surgeon : Mr. Henry Hanna. Dental Surgeon : Mr. W. 
Marshall Swan, L.D.S. Eng. Also five Resident Medical 
Officers. 

Hospital for Sick Children , Queen-street (52 beds).—Con¬ 
sulting Physicians : Dr. B. Smyth, Sir J. W. Byers, and Dr. 
F. H. Sinclair. Attending Physicians : Dr. J. McCaw and 
Dr. R. L. Leathern. Honorary Attending Assistant Physi¬ 
cians : Dr. M. B. Smyth and Dr. Rowland Hill. Consulting 
Surgeons: Sir J. Fagan and Mr. W. G. Mackenzie. Attend¬ 
ing Surgeons : Mr. T. S. Kirk and Mr. R. Campbell. 
Honorary Attending Assistant Surgeons : Mr. A. Fullerton 
and Mr. P. T. Crymble. Ophthalmic Surgeon : Mr. W. K. 
McCready. Pathologist: Professor W. St. C. Symmers. Sur¬ 
geon-Dentist: Mr. N. White. Anaesthetist: Dr. W. Burnside. 
Honorary Attending Physicians to Convalescent Home 
(Garrickfergus): Dr. James A. Clarke and Dr. J. Houston. 
Honorary Secretary, Medical Staff: John McCaw, M.D. 
Patients, intern, 541 ; extern, 4624; attendances, 14,927. 


Maternity Hospital , Townsend-street (32 beds).—Honorary 
Consulting Physician : Dr. Brice Smyth. Honorary Con¬ 
sulting Surgeon : Mr. J. Campbell. Honorary Visiting 
Physicians : Dr. H. D. Osborne, Sir John Byers, Dr. R. J. 
Johnstone, and Dr. Malcolm Brice Smyth. 

Ulster Hospital for Children and Women (44 beds).— 
Acting Staff, Children’s Department—Physicians : Dr. J. D. 
Williamson and Dr. R. W. Leslie. Assistant Physician : 
Dr. F. C. Smyth. Surgeons : Mr. H. Stevenson and Mr. M. 
Nelson. Ophthalmic Surgeon : Mr. H. H. B. Cunningham. 
Women’s Department—Dr. C. G. Lowry and Mr. T. Holmes. 
Pathologist: Dr. T. Houston. Obstetric Physician : Dr. J. D. 
Williamson. 

lienn Ulster Eye, Ear , and Throat Hospital (30 beds).— 
Consulting Physician : Professor J. A. Lindsay. Consulting 
Surgeon : Professor T. Sinclair. Acting Surgeon : W. M. 
Killen. Assistant Surgeons: I. A. Davidson and W. A. 
Anderson. Amesthetist: W. Dickey. Pathologist: W. W. D. 
Thompson. Physician and Assistant Pathologist: S. W. 
M‘Comb. 

Belfast Ophthalmic Hospital , Great Victoria-street (30 
beds).—Practical demonstrations by the staff and occasional 
clinical lectures in the subjects of Ophthalmology, Otology, 
Laryngology, aud Neurology. Consulting Physician : Sir W. 
Whitla. Surgeon : Mr. J. W. Browne. Assistant Surgeons : 
Mr. H. H. B. Cunningham and Mr. Wiclif McCready. 
Assistant Physician : Dr. Rowland Hill. Clinical instruction 
is given daily. Fee for three months £2 2s. 

City Fever Hospitals , Purdysburn (330 beds). Physician in 
Charge: Dr. A. Gardner Robb. Clinical Classes are held 
during the winter and summer sessions. 

District Lunatic Asylum (1250 beds).—Resident Medical 
Superintendent: W. Graham, M.D. Assistant Medical 
Officers: Dr. S. J. Graham, Dr. N. B. Graham, and Dr. 
W. R. Tyrrell. Consulting and Visiting Physician : K. J. 
Purdon, M.D. 


IRISH MEDICAL CORPORATIONS 
GRANTING DIPLOMAS. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND. 

The College issues its Licences in Medicine and in 
Midwifery to practitioners whose names appear on the 
Medical Register of the United Kingdom. 

The Licence in Medicine. —The subjects of examination are: 
Practice of Medicine, Clinical Medicine, Pathology, Medical 
Jurisprudence, Midwifery, Hygiene, and Therapeutics. 

The Licence in Midwifery. —Candidates must produce 
certificates of registration, A registered medical prac¬ 
titioner of five years’ standing may be exempted from the 
examination by printed questions. 

'Ihe Membership. —Examinations for Membership are held 
in February, June, and November. The fee for the exa¬ 
mination is £21 to Licentiates of the College, or £36 15*. 
to non-Licentiates. Further particulars can be obtained 
from the Registrar of the Royal College of Physicians of 
Ireland, Kildare-street, Dublin. 

The Fellowship. —Fellows are elected by ballot. Applicants 
must have been a Member of the College for at least one 
year and must have attained the age of 27 years. There is a 
fee of £35 in addition to a stamp duty of £25. 

ROYAL COLLEGE OF SURGEONS IN IRELAND. 

The Licence in Surgery. —A candidate whose name is 
entered either on the Medical Register for the United 
Kingdom, the Colonial Medical Register, or the Foreign 
Medical Register of the year in which he presents himself 
for examination, and who satisfies the Council that he has 
passed through a course of study and Examinations 
equivalent to those required by the Regulations of the 
Conjoint Board of the Royal College of Physicians of Ireland 
and the Royal College of Surgeons in Ireland, preceded by 
the passing of an Examination in Arts recognised by the 
General Medical Council, may, at the discretion of the 
Council, be admitted to the Examination. 

Candidates are examined in Surgery, Clinical Surgery, 
Operative Surgery on the subject, Surgical Appliances, 
and Ophthalmic Surgery. 

Diploma in Midwifery. —A diploma in Midwifery is 
granted after examination to persons possessing a registrable 
qualification. 
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Fellowship Examinations. - Candidates for the Fellowship 
shall make application to the President and Council to be 
admitted to examination. They are required to pass two 
examinations—Primary and Final. Candidates may present 
themselves for the Final Examination immediately after 
passing the Primary part, provided they have complied with 
the necessary regulations. The subjects for the Primary 
Examination are (a) Anatomy, including Dissections ; and 
(iA) Physiology and Histology. The subjects for the Final 
Examination are Surgery, including Surgical Anatomy and 
Pathology. For admission to the Final Examination the 
candidate must have passed the Primary Examination, and 
mnst be a Licentiate or Graduate in Surgery of a university 
or licensing body recognised by the General Medical Council; 
all such candidates must not be less than 25 years of age. 

Further particulars as to fees and conditions of examina¬ 
tion can be obtained from the Registrar of the College, 
Stephen's-green. West Dublin. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 
AND ROYAL COLLEGE OF SURGEONS IN 
IRELAND. 

Every candidate for the Conjoint Examinations of the 
Colleges shall produce evidence of having before entering 
on medical studies passed a Preliminary Examination in 
general education recognised by the Royal Colleges. Each 
candidate before receiving his diplomas must produce a 
registrar’s certificate or other satisfactory evidence that he 
has attained the age of 21 years. 

Preliminary Examination. —The subjects for examination 
are identical with those prescribed for the Preliminary 
Examination by the General Council of Medical Education 
and Registration. 

Professional Examinations. —Every candidate must pass 
four Professional Examinations—at the end of the first, 
second, third, and fifth years respectively of his professional 
studies. No candidate shall be admitted to the Final or 
Qualifying Examination within three months of his 
rejection at the Final or Qualifying Examination by any 
other licensing body. 

First Professional Examination. Every candidate is 
required, before admission to the First Professional Exa¬ 
mination, to produce evidence—(1) of having passed in the 
subjects of the Preliminary Examination ; and (2) of having 
attended a course of—(a) lectures on Theoretical Chemistry, 
six months; (A) Practical Chemistry, three months; (o) 
Biology, three months : and (d) Physics. 

The subjects of the First Professional Examination are the 
following:—1. (a) Chemistry ; (A) Physics. 2. Biology. 
The fee for this examination is £15 15s. 

Second Professional Examination. —Candidates are not 
admissible to this examination till they have passed in the 
subjects of the First Professional Examination, and they must 
produce evidence of having attended (a) anatomical dissec¬ 
tions, six months ; and Lectures on (A) Anatomy, six 
months ; (e) Physiology, six months ; (d) Practical Physio¬ 
logy and Histology, three months. 

The subjects of the Second Professional Examination are 
the following:—(1) Anatomy; and (2) Physiology and 
Histology. The fee for this examination is £10 10,«. 

Third Professional Examination .—Every candidate is 
required, before admission to the Third Professional Examina¬ 
tion, to produce evidence of having passed the Second 
Professional Examination, and certificates of having attended 
courses of instruction in (a) the practice of a medico- 
chirurgical hospital for nine months; (A) Pathology— 
(1) Systematic, (2) Practical, three months each; 
(o) Materia Medica, Pharmacy, and Therapeutics, three 
months ; (d) Forensic Medicine and Public Health, three 
months. 

The subjects for the Third Professional Examina¬ 
tion are the following (1) Pathology ; (2) Materia 
Medica, Pharmacy, and Therapeutics; (3) Public Health 
and Forensic Medicine. The fee for this examination is 
£9 9s. 

Final Professional Examination .—Before admission to the 
Final Examination candidates must have passed the Third 
Professional Examination and produced evidence of having 
attended in Division I. the practice of a medico-chirurgical 
hospital for two periods of nine months each (unless 


such evidence has been previously produced for admis¬ 
sion in Division II.); the practice of a recognised fever 
hospital or the fever wards of a recognised clinical 
hospital, three months ; clinical instruction in Mental 
Diseases, one month (12 attendances); Lectures on Medi¬ 
cine, six months at a recognised medical school; of 
having performed the duties of medical clinical clerk in a 
recognised hospital for three months ; of having attended a 
course of instruction in post-mortem examinations and 
demonstrations during one session. In Division II. of having 
attended the practice of a medico-ehirurgical hospital for 
two periods of nine months each (unless such evidence 
has been previously produced for admission to Division I.) ; 
clinical instruction in Ophthalmic and Aural Surgery, three 
months; lectures on Surgery, six months at a recognised 
medical school ; instruction in Operative Surgery, three 
months at a recognised medical school; of having performed 
the duties of surgical dresser in a recognised hospital for 
three months ; of having attended a course of instruction 
in the practical administration of general anesthetics. 
In Division III. of having attended a midwifery hospital 
or maternity and having been present at 20 labours, six 
months; instruction on vaccination, six attendances to be 
certified by a public vaccinator; lectures on midwifery (in¬ 
cluding diseases peculiar to women and to new-born children), 
six months at a recognised medical school. Candidates are 
recommended to present themselves in all the subjects of 
the Final Examination at one time, but a candidate at 
or after the end of the fourth year may present himself 
in any one of the Divisions I., II., or III., provided he has 
completed his curriculum as far as concerns the division in 
which he presents himself. The examination in at least one 
of the divisions mnst be deferred till the end of the fifth 
year. 

The subjects of the Final Examination are : (1) Medicine, 
including Fevers, Mental Diseases, and Diseases of Children ; 
(2) Surgery, Operative and Ophthalmic; and (3) Midwifery 
and Gynaecology, Vaccination, and Diseases of New-born 
Children. The fee is £6 6.». Further particulars can 
be obtained from Alfred Miller, the Secretary of the 
Committee of Management, Royal College of Surgeons, 
8tephen's-green, Dublin. _ 

Royal College of Surgeons in Ireland (Schools 
of Surgery). —The schools of surgery are attached by 
Charter to the Royal College of Surgeons and have 
existed as a department of the College for over a century. 
They are carried on within the College buildings and are 
specially subject to the supervision and control of the 
Council, who are empowered to appoint and remove the 
professors and to regulate the methods of teaching pursued. 
The buildings have been reconstructed, the capacity of the 
dissecting-room nearly trebled, and special pathological, 
bacteriological, public health, and pharmaceutical labora¬ 
tories fitted with the most approved appliances in order that 
students may have the advantage of the most modern 
methods of instruction. There are special rooms set 
apart for lady students. The entire building is heated by 
hot-water pipes and lighted throughout by the electric light. 
Winter Session commences in October; Summer Session 
in April. Prospectuses and guide for medical students 
can be obtained post free on written application to the 
Registrar, Royal College of Surgeons, Stephen's-green, W., 
Dublin. Information is given therein as to the scholarships 
and prizes at the College. 


APOTHECARIES' HALL OF IRELAND. 

The Licence of this Hall is granted to students who 
present certificates of having fully completed the course of 
study as laid down in the curriculum and who pass the 
necessary examinations. The diploma of the Apothecaries’ 
Hall of Ireland entitles the holder to be registered as 
a practitioner in medicine, surgery, and midwifery, with 
also the privileges of the Apothecary’s Licence. There 
are three professional examinations, the total fees for 
which amount to 24 guineas. Women are eligible for 
the diploma. 

There are four examinations—primary, intermediate, 
Parts I. and II.. and final. They are held three times a year, 
in March, June, and December. The primary examination 
comprises biology, physics, theoretical and practical chemistry 
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(with an examination at the bench)- Candidates holding 
a Pharmaceutical licence are exempt from this subject. 
The intermediate examination comprises anatomy of the 
whole body (including practical dissections), physiology, 
practical histology, and materia medica. The final examina¬ 
tion comprises medicine, surgery, and midwifery. 

Each candidate before receiving his diploma must produce 
evidence that he has attained the age of 21 years. The 
details of the course of education required and syllabus of 
the examinations will be supplied on application to the 
Registrar at 40, Mary-street, Dublin. * 


HOSPITALS AFFORDING PRACTICE RECOGNISED 
BY THE IRISH UNIVERSITIES AND 
CORPORATIONS. 1 

Adelaide Medical and Surgical Hospital, Peter, 
street, Dublin.—Fee for nine months’ hospital attendance, 
£12 12s. ; six months, £8 8s. Summer, three months, £5 5s. 

Staff- —Consulting Physician: Dr. James Little. Phy¬ 
sicians: Dr. Wallace Beatty, Dr. H. Bewley, and Dr. G. 
Peacocke. Surgeons : Mr. T. E. Gordon, Mr. L. G. Gunn, 
and Mr. VV. Pearson. Obstetric Surgeon : Sir W. J. Smyly. 
Ophthalmic Surgeon : Mr. J. B. Story. Throat Surgeon : 
Dr. S. Horace I,aw. Pathologist : Dr. A. Stokes. Dental 
Surgeon : Mr. John Stanton. Assistant Physician : Dr. 
W. G. Harvey. Anesthetist: Dr. Piel. 

Two resident surgeons are elected yearly and four resident 
pupils half-yearly. At the termination of the session prizes 
in Clinical Medicine and Surgery and in Dermatology will 
be awarded. 

Hudson Scholarship. —In addition to the junior prizes the 
Hudson Scholarship, £30 and a gold medal, as well as a 
prize of £10, together with a silver medal, will be awarded 
at the end of the session for proficiency in medicine, surgery, 
gymecology, and pathology. 

The certificates of attendance are recognised by all the 
Universities and licensing bodies in the United Kingdom. 
Further particulars may be obtained from Dr. H. Bewley. 

Coomiie Lying-in Hospital and Guinness Dispensary 
for the Treatment of Diseases Peculiar to Women, 
Dublin. —This hospital contains nearly 70 beds and 
consists of two divisions, one of which is devoted to lying-in 
cases and the other to the treatment of diseases peculiar 
to women. The practice of this hospital is one of the 
largest in Ireland. Lectures are delivered, practical in¬ 
struction given, and gynecological operations are per¬ 
formed in the theatres daily. There is a general dispensary 
held daily, at which instruction is given on the Diseases of 
Women and Children. There is a special afternoon dis¬ 
pensary held by the Master and his assistants, at which 
practical instruction in gynaecology is given. There is no extra 
charge for attendance at this dispensary. There is accom¬ 
modation for intern pupils who enjoy exceptional advantages 
of acquiring a thorough knowledge of this branch of their 
profession. Lady medical students can reside in the 
hospital. The residents’quarters are comfortable. Clinical 
assistants are appointed from amongst the pupils as vacancies 
occur. Certificates of attendance at this hospital are accepted 
by all licensing bodies. Fees : Extern pupils for full course 
of six months, £8 8s. ; three months, £4 4s. Intern pupils, 
one month, £4 4*. ; each consecutive month, £3 3s. ; six 
months, £18 18s. ; board and lodging in the hospital, 21s. 
per week. Lady students, intern, one month, £4 4s. ; each 
consecutive month, £3 3s. Registration fee, in advance, 
10s. 6 d. Students can enter for attendance at any time, 
but preference is given to those entering from the first day 
of the month. Further particulars may be had on applica¬ 
tion to the Master or t.he Registrar at the hospital. 

Stuff. —Master: Dr. R. A. MacLaverty. Assistant Masters : 
Dr. D. O. Morris and Dr. R. J. Hennessy. Registrar: Fred. 
A. Heney. Consulting Physicians: Sir John W. Moore 
and Sir J. M. Redmond. Consulting Surgeons : Dr. F. W. 
Kidd. Dr. M. J. Gibson, and Dr. W. Taylor. Pathologist: 
Dr. E. J. McWeeney. Pathological Analyst : Sir C. A. 
Cameron. 

i This list of the institutions recognised oy ttie Conjoint Board of 
Ireland is supplemented in the regulations of the Colleges by those 
hospitals mentioned as recognised institutions in Scotland and England. 
The recognised facilities for clinical instruction in Belfast, Cork, and 
Galway have been described in connexion with the Belfast and National 
Universities. 


Sir Patrick Dun's Hospital, Grand Canal-street 
Dublin.—Classes both in Medicine and Surgery are held each 
morning from 9 o’clock from Oct. 1st till the end of June. 
Special classes for junior students will be held in the wards 
during the months of October, November, and December. 
The surgical operating theatre is thoroughly in accord with 
modern surgical requirements. Instruction in the Diseases 
of Women is given on Tuesdays and Fridays at 10 a.m. 
There is a special wing devoted to fever cases. Pathological 
and Bacteriological Demonstrations will be given on 
Fridays at 10.30 a.m. , when there is suitable material, 
A department for the special treatment of Throat, Nose, and 
Ear Diseases is under the direction of Sir Robert II. Woods. 
Instruction will be given in these subjects and in the use 
of the Laryngoscope and Otoscope to senior students on 
Mondays and Thursdays. Practical instruction is given in 
amesthetics to senior students. Practical demonstrations 
are given in Dentistry on Wednesdays and Saturdays. 
Opportunities are given the members of the hospital class 
of seeing the various applications of the X rays to the 
diagnosis and treatment of injury and disease. Oppor¬ 
tunities are also afforded in the out-patient department for 
the diagnosis and treatment of the numerous minor ailments 
not met with in the hospital wards. A Resident Surgeon, 
with salary, is appointed annually. Six Resident Pupils are 
appointed each half-year. Six Surgical Dressers and six 
Clinical Clerks are appointed each month. 

Prizes and Medals. — Clinical medals and prizes amounting 
to about £15 each will be awarded in Medicine and in Surgery 
respectively in accordance with the will of the late Rev. 
Samuel Haughton, M.D., S.F.T.C.D. Candidates who fail 
to obtain these medals and prizes will be awarded special 
certificates in Medicine and in Surgery provided they show 
sufficient merit. 

Fees. — Winter and summer session, £12 12s. ; winter 
session (six months), £8 8s. ; and summer session (three 
months), £5 5s. Special certificate in anaesthetics, 
£1 Is. The practice of this hospital is open to students 
of the School of Physic, T.C.D., and the certificates are 
recognised by the National University and Royal Colleges 
of Surgeons of England, Ireland, and Scotland. 

Consulting Physicians : Dr. J. M. Purser and Dr. J. Magee 
Finny. Physicians: Professor W. G. Smith, Dr. H. C. Drury, 
Professor James Craig, and Profosor T. Henry Wilson. 
Assistant Physician : Dr. E. J. Watson. Surgeons: Professor 
E. H. Taylor and Sir C. A. K. Ball, Bart. Pathologist: 
Professor A. C. O’Sullivan. Department for Throat, Nose, and 
Ear: Professor Sir Robert H. Woods. Assistant Surgeon : 
Dr. C. M. Benson. X Ray Department: Dr. E. J. Watson. 
Amesthetist: Dr. W. 0. P. Smyly. Dentist: Mr. J. I. Kelly. 
House Surgeon : (Vacant). 

Further information will be supplied by the Hon. 
Secretary to the Medical Board, Dr. H. C. Drury. 

Jervis-street Hospital, Dublin. -Founded 1718 ; re¬ 
built 1886. 130 beds. A new out-patient department has been 
completed and contains ail modern requirements. Physicians: 
Dr. F. X. Callaghan and Dr. R. J. Rowlette. Surgeons : 
Mr. W. Stoker, Mr. L. A. Byrne, Mr. J. L. Keegan, and 
Mr. P. Hayden. Assistant Surgeon : Mr. T. W. Conway. 
X Rayist: Dr. H. W. Mason. Gynecologist: Dr. McArdle. 
Ophthalmic Surgeon : (Vacant). Pathologist: Mr. E. J. 
McWeeney. Throat and Nose Specialist: Dr. P. J. Keogh. 
Dentist: Mr. A. K. Macdonald. Amesthetist: (Vacant). 
Secretary: Mr. Kieran O'Dea. 

Mater Misericordi-e Hospital, Dublin.—Physicians: 
Sir Joseph Redmond, Dr. John Murphy, and Dr. Martin 
Dempsey. Surgeons: Sir Arthur Chance, Mr. Alexander 
Blayney, and Mr. Denis Farnan. Assistant Physicians : 
Dr. John O’Donnell, Dr. H Moore, and Dr. B. X. Callaghan. 
Assistant Surgeons : Mr. P. J. Smyth, Mr. H. Barniville, 
and Mr. C. MacAuley. Gynecologist: Dr. Robert Farnan. 
Ophthalmic, Surgeon : Mr. Louis Werner. Assistant Oph¬ 
thalmic Surgeon : Mr. R. D. Joyce. Surgeon for Diseases of 
Throat and Nose : Mr. Patrick Dempsey. Dental Surgeon : 
Mr. Ryan. Pathologist : Professor Edmond McWeeney. 
X Rayist: Mr. Maurice Hayes. Anesthetist and Surgical 
Registrar: Dr. Patrick O’F'arrell. Apothecary : Mr. Denis 
Chadwick. This hospital, the largest in Ireland, 
containing 345 beds, is open at all hours for the re¬ 
ception of accidents and urgent cases. Clinical in¬ 
struction will be given by the Physicians and Surgeons 
at 9 A.M. daily. A course of Clinical Instruction on Fever 
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will be given during the winter and summer sessions. 
A certificate of attendance upon this course, to meet 
the requirements of the licensing bodies, may be 
obtained. Ophthalmic Surgery will be taught in the 
Special Wards and in the Dispensary. Surgical Opera¬ 
tions will be performed daily. Connected with the hos¬ 
pital are extensive Dispensaries, which afford valuable 
opportunities for the study of general Medical and Sur¬ 
gical Diseases, and Accidents. Instruction will be given 
on Pathology and Bacteriology. Three House Physicians, 
eight House Surgeons, and 20 resident pupils will be elected 
annually. Dressers and Clinical Clerks will also be appointed, 
and certificates will be given to those who perform their 
duties to the satisfaction of the staff. Leonard Prizes 
will be offered for competition annually. For further 
particulars see prospectus. Certificates of attendance 
upon this hospital are recognised by all the Universities 
and licensing bodies in the United Kingdom. A Private 
Hospital has been opened for the reception of Medical 
and Surgical cases. A Training School and a Home for 
Trained Nurses have been opened in connexion with the 
Hospital. 

Terms of attendance. —Nine months, £12 12s. ; six winter 
months, £8 8s. ; three summer months, £5 5s. Entries can 
be made with any of the physicians or surgeons, or with the 
Registrar, Dr. Martin Dempsey, 35, Merrion-square. A 
prospectus containing in detail the arrangements for Clinical 
Instruction, Prizes, &c., may be obtained from the Secretary, 
Medical Board. 

Meath Hospital and County Dublin Infirmary.— 
Physicians : Sir John William Moore, Dr. Edward E. 
Lennon, and Dr. William Boxwell. Surgeons: Sir L. H. 
Ormsby, Mr. William Taylor, Mr. R. Lane Joynt, Dr. 
Oliver St. J. Gogarty. and Mr. Henry Stokes. Gynaecologist: 
Dr. F. W. Kidd. Clinical Assistant: Dr. Mather Thomson. 
Pathologist: Dr. Bronte. House Surgeons: Dr. Beatrice 
Adderley, M B , B.Ch , B A.O. Univ. Dub., and Mr. Briscoe. 
This hospital was founded in 1753 and now contains 166 beds 
available for clinical teaching. A building containing 40 
beds for the isolated treatment of fevers is attached to the 
hospital. The certificates of this hospital are recognised by 
all the universities and licensing bodies of the United 
Kingdom. Six Medical Clinical Clerks and 12 Surgical 
Resident Pupils and Dressers are appointed every six 
months, and House Surgeons and Clinical Assistants 
are elected annually. A prospectus giving the complete 
arrangements for the coming session may be obtained from 
the Secretary of the Medical Board, Mr. Henry Stokes, 
32, Upper Pembroke-street, Dublin. 

Mercer's Hospital.— This hospital, founded in 1734, is 
situated in the centre of Dublin, in the immediate vicinity 
of the Schools of Surgery of the Royal College of Surgeons, 
the Catholic University School of Medicine, and within five 
minutes' walk of Trinity College. It contains 120 beds for 
medical and surgical cases, and arrangements have been 
made with the medical officers of Cork-street Fever Hospital 
whereby all students of this hospital are entitled to attend 
the clinical instruction of that institution and become 
eligible for the posts of Resident Pupil, ice. There is a large 
dispensary for out-patients. Students of the hospital are 
permitted to attend the gynaecological department, where 
they receive practical instruction. There are special wards 
for the treatment and study of children’s diseases. During 
the past few years the hospital has undergone extensive 
alterations in order to bring it up to modern requirements. 

Appointments. —A House Surgeon is appointed annually. 
There are Five Resident Pupils, and Clinical Clerks and 
Dressers are appointed monthly from amongst the most 
deserving members of the class. 

Tees. —Winter, six months, £8 8s. ; Summer, three months, 
£5 5s. ; nine months, £12 12s. 

Consulting Physician : Dr. J. Magee Finny. Consulting 
Surgeon : (Vacant). Consulting Gynecologist: Dr. J. H. 
Glenn. Consulting Ophthalmic Surgeon: Mr. J. B. 
Story. Physicians: Dr. J. Lumsden and Dr. F. Purser. 
Surgeons : Mr. R. C. B. Maunsell, Mr. S. S. Pringle, and 
Mr. W. Ireland de C. Wheeler. Gynecologist: Dr" Bethel 
Solomons. Radiologist: Dr. T. G. Hardman. Pathologist: 
Dr. J. T. Wigham. Anesthetist: Dr. J. Beckett. Dentist: 
J. Cockburh, L. D.S. 

For further particulars apply to Dr. Bethel Solomons, 
Hon. Sec., Medical Board, 30, Lower Baggot-street, Dublin. 


National Maternity Hospital, Holles-street, Dublin.— 
Estaolished 1894. Masters: Sir Andrew J. Horne and Dr. R. J 
White. The large number of cases at the hospital give 
great opportunities for practical work. Arrangements are 
made for post-graduate and special courses. Certificates of 
attendance at the hospital are recognised by all the licensing 
bodies. For further particulars apply to the Masters. 

Richmond, Whitworth, and Hardwicke Hospitals, 
North Brunswick-street, Dublin.—These hospitals contain 
317 beds—130 for Surgical cases, 70 for Medical cases, 
77 for Fever and other Epidemic Diseases, and an Auxiliary 
Wing of 40 beds for sick soldiers. A Resident Phy¬ 
sician and a Resident Surgeon are appointed each half 
year and are paid for their services. 12 Resident Clinical 
Clerks are appointed each quarter and provided with 
furnished apartments, fuel, fcc. These appointments are 
open not only to advanced Students but also to those who 
are qualified in Medicine and Surgery. The Dressers are 
selected from among the best qualified of the pupils without 
the payment of any additional fee. Women students are 
eligible for election as residents and special apartments 
are reserved for their use. For prospectuses apply 
to Mr. Adams McConnell. F.R.C.S.I., Hon. Secretary, 
69, Fitzwilliain-square, Dublin. 

Rotunda Hospital, Dublin.—This institution is the 
largest combined gynaecological and maternity hospital in 
the British Empire. Women students can reside in the 
hospital on terms similar to those for men. Master: Dr. 
Henry Jellett. Assistants: Dr. Simpson and Dr. Gilmor. 
Pathologist: Dr. R. J. Rowlette. For further particulars 
apply to the Master. 

Royal City of Dublin Hospital.— Founded 1832; 
enlarged 1851; rebuilt 1893. 150beds. Consulting Physician : 
Sir Hawirey Benson. Physicians: Dr. A. R. Parsons and 
Dr. T. G. Moorhead. Surgeons : Mr. G. J. Johnston, Mr. 
H. Moore, and Mr. R. A. Stoney. Ophthalmic and Aural 
Surgeon: Mr. Frank C. Crawley. Gymecologist: Mr. G. 
Fitzgibbon. Ear, Throat, and Nose Surgeon: Dr. T. 0. 
Graham. Anesthetist: Mr. G. P. Meldon. Dental Surgeon : 
Mr. D. L. Rogers. Secretary: Mr. Edw. B. Armstrong. 

Royal Victoria Eye and Ear Hospital, Dublin.— 
Established 1844. Incorporated 1897. 102 beds. Consulting 
Physicians: Dr. J. Little and Dr. R. A. Hayes. Con¬ 
sulting Dental Surgeon: Mr. A. W. W. Baker. Surgeons: 
Mr. J. B. Story, Mr. Patrick W. Maxwell, and Mr. Louis 
Werner. Assistant Surgeons: Mr. H. C. Mooney, Mr. F. C. 
Crawley, Mr. J. O. Cummins, Mr. R. H. Mathews, and Miss 
E. Maxwell. Clinical Assistant: Miss K. F. Lynn. Surgeon 
to Dispensary for Throat: Dr. T. O. Graham (on service 
in France). Surgical Radiographer: Mr. W. S. Haughton. 
Registrar: Mr. G. A. Howell. Anaesthetists: Dr. J. 
Beckett and Dr. T. A. W'atson. In-patients, 1534; out¬ 
patients, 9419. Two house surgeons appointed annually. 

Dr. Steevens' Hospital, Dublin. — Established 1720- 
250 beds. Consulting Physicians : Dr. J. Little, Dr. J. M- 
Purser, and Dr. H. C. Tweedy. Consulting Surgeon: Sir 
Arthur Chance. Physicians: Dr. R. A. Hayes, Dr. T. P. C. 
Kirkpatrick, and Dr. W. A. Winter. Assistant Physician : 
Dr. J. J. Purser. Surgeons : Mr. R. B. McCausland, Mr. 
R. L. Swan, Mr. W. S. Haughton, and Mr. W. C. Stevenson. 
Assistant Surgeon: Dr. W. A. Cooke. Anaesthetist: Dr. 
W. H. Lowe. Obstetric Physician and Gynaecologist: Dr. 
E. H. Tweedy. Ophthalmic and Aural Surgeon: Dr. 
R. H. Mathews. Pathologist : Dr. W. M. Crofton. 
Dental Surgeon: Mr. G. M. P. Murray. Resident Sur¬ 
geon : Dr. G. A. Small. X Rayist : Mr. W. D. Douglas. 
Assistant X Rayist: Mr. G. E. Pepper. Scientific Adviser : 
Mr. John Joly, D.Sc., F.R.S. Assistant Dental Surgeon: 
Mr. H. Hayes. Secretary: Mr. R. J. Ogden. Patients, 1422. 

St. Vincent’s Hospital and Dispensary, Dublin.— 
Established 1834. 160 beds. Physicians and Lecturers on 

Medicine: Dr. M. F. Cox, Dr. W. J. Dargan, and Dr. 
Meenan. Physician for Extern Department: Dr. Magennis. 
Surgeons and Lecturers on Surgery: Mr. J. S. McArdle, Mr. 
R. F. Tobin, and Mr. D. J. Kennedy. Surgeon to Extern 
Department: Mr. H. Meade. Gymecologist and Lecturer on 
Gynecology : Mr. A. J. Smith. Pathologist and Lecturer 
on Pathology : Dr. T. T. O’Farrell. Surgeon-Dentist and 
Lecturer on Dentistry : Mr. J. J. Murphy. Pharmacist and 
Lecturer on Pharmacy : R. Shaw. 
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THE COLONIAL MEDICAL SERVICE. 


In the self-governing dominions, Canada, Australia, New 
Zealand, the Union of South Africa, and Newfoundland, 
medical appointments are made concerning which informa¬ 
tion can be obtained from the High Commissioners or 
Agents-General in London; appointments in Egypt and 
the Soudan are regulated from the Foreign Office; in Aden 
and adjacent territories the appointments are under the 
control of the Government of Bombay; in Rhodesia the 
appointments are made by the British South Africa 
Company, London Wall Buildings, E.C. ; in North Borneo 
application should be made to the British North Borneo 
Company, 37, Thread needle-street, E.C., for appointments; 
and those in Sarawak are in the hands of H.H. the Rajah. 

But in addition to all these there are a large number 
of important posts under the patronage of the Secretary 
of State for the Colonies. These concern E%st Africa 
(the East Africa, Uganda, Nyasaland, Somaliland, and 
Zanzibar Protectorates); Eastern (Ceylon, the Straits 
Settlements, and Federated Malay States, Hong-Kong, 
Weihaiwei, Mauritius, and Seychelles); West India 
(British Guiana, Jamaica, Trinidad, the Windward Islands, 
the Leeward Islands, Barbados, British Honduras, and the 
Bahamas); Fiji and the Western Pacific, Cyprus, Malta, 
Gibraltar, St. Helena, Bermuda, and the Falkland Islands ; 
and West Africa (Nigeria, the Gold Coast, Sierra Leone, 
and the Gambia). As a general rule, eaoh Colony or Pro¬ 
tectorate has its own public service distinct from that of 
every other, and it is usually only the higher officers who are 
transferred by the Secretary of State from one Colony to 
another ; but there are two exceptions to this rule. The 
West African Medical Staff, which serves Nigeria, the Gold 
Coast, Sierra Leone, and the Gambia, form one service, and 
in practice the medical services of the Straits Settlements 
and the Federated Malay States may be regarded as one, as 
the officers may be and frequently are transferred from the 
Colony to the States, or vice versa. In Ceylon, Mauritius, 
Jamaica, Barbados, the Bahamas, and Bermuda vacancies 
are almost always filled locally by the appointment of 
qualified native candidates, or—in the case of some of the 
higher posts—by transfer from other Colonies. Appoint¬ 
ments in Malta are all filled locally. Vacancies in the Hong- 
Kong Medical Department are generally filled by transfer 
from other Colonies. In most cases the duties of a colonial 
medical officer are of a very general character, including 
medical, surgical, and often pablic health work. It is only 
occasionally that a specialist is required. All applicants 
must be between the ages of 23 and 35, but in the case of 
East Africa, Uganda, Nyasaland, Somaliland, and Zanzibar 
preference will be given to candidates who are over 25 years 
of age, while in the case of Fiji and the Western Pacific 
preference will be given to candidates who are under 30. 
Candidates must be doubly qualified, and the choice will 
usually fall, other things being equal, on those who have 
held hospital appointments. 

East African Protectorates .—Medical Officers in the East Africa. 
Uganda, Nyasaland, Somaliland, and Zanzibar Protectorates are 
appointed on probation in the first instance for three years, at the end 
of which period their appointments are made permanent if their 
service has been satisfactory, but special arrangements are now in force 
in Uganda. The salary of a Medical Officer during probation is £400 
per annum fixed, but aasxmas he has been confirmed in the permanent 
appointment his salary rises by annual increments of £20 to £500 per 
annum. There are l7 appointments of this nature in the East Africa 
Protectorate, 18 in Uganda, 11 in Nyasaland, 5 in Zanzibar, and 3 in 
Somaliland. In the East Africa Protectorate there are certain special 
appointments—viz.. Deputy Principal Medical Officer (£600-25-700 
and £60 duty allowance). Bacteriologist (£600-25-700), Assistant 
Pathologist and Assistant Bacteriologist (£400), Two Senior Medical 
Officers (£500-25-600 with £50 duty allowance), Analyst (£400-20-450), 
Chief Sanitation Officer (£600-25-700 and £60 duty allowance), and 
Three Medical Officers of Health (one at £500-25-600 with £50 duty 
allowance, and two at £400-20-500 with £40 duty allowance). In 
Uganda there is a Deputy Principal Medical Officer (£500-25-600 and 
£b0 duty allowance), a Bacteriologist (£500 and £50 duty allowance), a 
Sanitary Officer (£500-25-600 and £50 duty allowance), arid Two Senior 
Medical Officers with the same emoluments. The salary attached to 
the appointment of Principal Medical Officer in the East Africa Pro¬ 
tectorate and in Uganda is £750 per annum rising to £850 per annum 
by annual increments of £25. and £600 per annum rising to £700 per 
annum by annual Increments of £25, in the case of Nyasaland. Medical 
Officers lire permitted to take private practice on the understanding 
that they give precedence to their official duties. There are also at present 
in Uganda certain temporary Medical Officers whose appointments (at 
a salary of £400 a year) have been created in order to cope with the 
work in connexion with special measures to control sleeping sickness, 
venereal disease, and plague. A candidate for the Uganda service will 
in general be offered one of these temporary appointments in the first 
instance and will be considered for absorption, If he wishes, when an 


opportunity occurs, provided that his service is approved. Temporary 
Medical Officers are engaged for three years, and free passages are 
provided. If a temporary Medical Officer is subsequently appointed to 
the permanent staff of the Protectorate in which he has been employed 
on a temporary footing his temporary service will ultimately be 
reckoned ter pension. 

Stiaits Settlements. 1 —Medical Officers are appointed as House 
Surgeons or Assistant Health Officers at a salary of £350. After one 
year's satisfactory service House Surgeons are appointed Medical- 
Officers with salary rising from £400 to £600. Above this- class there 
are nine senior appointments carrying salaries ranging from £600 
(rising to £720) to £750 (rising to £900). The Principal Civil Medica) 
Officer receives £1050, rising to £I2C0. Duty allowances are attached 
to all appointments and free quarters, or an additional allowance in 
lieu thereof, are given to House 8urgeons. The authorised establish¬ 
ment is at present 32 officers. 

Federated Malay States. 1 —Appointments are graded as follows:— 
Principal Medical Officer. £1050 to £1200: Senior Medical Officer, 
Perak, £750, rising to £900; Senior Medical Officer, Selangor. £800, 
rising to £1000; seven Medical Officers, Grade I., £600. by £20 annually 
to £720; 18 Medical Officers, Grade II , £350, and after one year's satis¬ 
factory service £400, rising to £600. with free furnished quarters, 
without private practice. A Medical Officer is attached to the Regi- 
ment of Malay States Guides, bis salary being £360 to £480. The 
Senior Medical Officers in Perak and Selangor and the two Grade I. 
Medical Officers in charge of Negri Sembilan and Pahang are allowed 
consulting practice only. Other Medical Officers are prohibited from 
private practice except in very special cases where the Chief Secretary 
is satisfied that, owing to the absence of private practitioners, it la 
absolutely necessary to allow the Government Medical Officer to attend 
to private patient*. The posts of Medical Officer, Grade II., in the 
Federated Malay States and the corresponding appointments in the 
Straits Settlements are filled by the promotion of officer* who have 
entered the service as House Surgeons. A non-pensionable allowance, 
varying with the appointment, 1 b attached to all medical posts in the 
Straits Settlements and Federated Malay States. In the case of House 
Surgeons the allowance is at the rate of £40 a year. 

Seychelles.—' There are four medical appointments. The Government 
Medical Officer receives Iis.4500. The Assistant Government Medical 
Officers receive Rs.3000. The holders of these latter appointments have 
free quarters. Private practice is allowed. 

Weihaiioei.— There are two non-penaion&ble Medical Officers on £300. 
rising to £400. with free quarters. 

British Guiana.— There are 38 appointments. Candidates must have 
held for at least six months a resident medical appointment in some 
public institution. Officers are appointed on two years' probation as 
assistant medical officers, and are paid a salary at the rate of £300 |>er 
annum, with quarters, without the right to private practice. The per¬ 
manent staff, to which officers may be appointed at the expiration 
of the probationary period, includes the following appointments: 
Surgeon-General, £900, with travelling expenses ami consulting prac¬ 
tice; Health Officer, Georgetown, £800; two Medical Officers at £600 
tc £700: 12 Medical Officers at £500 to £600; 15 Medical Officers at 
£400 to £500; and five Medical Officers at £300 to £400; two at £300. 
Officers, on the completion of two years' service in the fixed £300 class, 
automatically rise to the £3Q0-£4G0 class. Medical officers appointed 
to districts receive travelling allowances varying with the nature of thw 
district. They are also allowed private practice. Medical Officers 
attached to public institutions are. in general, allowed free quarters. A 
deduction of 4 per cent, is made from their salaries for the payment 
of the premiums on an insurance of the officer's life for the benefit of 
the widow or orphans. 

Trinidad and Tobago.— In Trinidad and Tobago there are over 40 
apppolntments. Officers are appointed in the first instance on two 
years' probation as supernumeraries and are eligible for appointment 
as Government Medical Officers at the end of this period. Applicants 
must be ummrrled and must remain unmarried whilst supernumerary 
Medical Officers. Supernumeraries receive a salary of £250 per annum 
with furnished quarters, and are usually attached to the Government 
hospital. Government Medical Officers receive salary at the rate of 
£250 per annum with quinquennial increments of £50 accruing from 
the date of first appointment as supernumerary Medical Officers. Most 
are employed as District Medical Officers, with private practice, a 
residence or a rent allowance of £50, a horse allowance, and in some 
cases other allowances for institution work. All officers are required to 
contribute 4 per cent, of their salaries towards the pensions of the 
widows and orphans of public officers. 

Windward Island* (Grenada, St. Lucia. St Vincent).—The 25 
appointments are, with lew exceptions, district appointments with 
the right to private practice attached ; the salaries pai i by Government 
vary from £250 to £350, with allowances in certain cases. The 
Governor has the power to transfer a medical officer from one island to 
another at his discretion. The appointments are pensionable. 

Leeward Islands (Antigua, St. Christopher aod Nevis, Dominica, i 
Montserrat, Virgin Islands).—The 24 appointments are of the earned 
nature a9 in the Windward Islands, but are not pensionable. Arfi 
officer when first sent out. is not appointed to a particular island but td> 
the service of the Leeward Islands, with a salary of £250, and th)e 
Governor decides as to the district which is to be allotted to him. Iln 
certain districts he maybe required to perform magisterial duties. Tfje 
medical officers receive fees for successful vaccinations, post-mortqfm 
examinations attendance and giving evidence at courts of justice, 
certificates of lunacy, and, in the larger islands, for burial certificates. 
They are also, as a rule, allowed private practice. 

British Honduras.—There are seven medical appointments (besides 
the principal post of Colonial Surgeon) each carrying a salary of $1,701 
per annum. Unless they already possess a Diploma of Public Health, 
medical officers are liable to be required before they join the colony to 
undergo a course of instruction at a laboratory of public health or 
analogous institution. The dollar = about 4s. 2d. 

Fiji and the Western Pacific.—In Fiji the Government Medical 
Officers receive a salary of £350, rising by annual increments of £25 to 
£500, with partly famished quarters, ora house allowance of £50. In 
some districts a medical officer is also a magistrate with a combined 
salary of £500, rising to £600, with free quarters. They are allowed 


1 In the Straits Settlements and Federated Malay States all perma¬ 
nent Government servants are required to contribute 4 per cent, of 
their salaries towards the provision of pensions fof the widows and 
orphans of public officers. 
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private practice, so far as is consistent with the proper discharge cf 
their duty to the Government, but in most districts the private practice 
Is very small. They are required either to take charge of hospitals or 
of districts, at the discretion of the authorities. The posts are 
pensionable. There are at present 15 Medical Officers, in addition 
to a Chief Medical Officer (£700 a year, rising to £800). The medical 
services of Fiji and the Western Pacific are interchangeable. While 
serving in the Western Pacific Protectorates their duties may be of a 
qu&sl-raaglsterUl nature, and they draw an extra non-pensionable 
allowance of £50 per annum. 

Cyprus.—There is a Chief Medical Officer paid at the rate of £500 per 
annum, and three District Medical Officers paid at the rate of £275 per 
annum, all en joying private practice (except the Chief Medical Officer, 
who is allowed consulting practice only) and receiving 2s. per diem 
forage allowance ; these are the only medical appointments in the 
Island which are open to English candidates. 

Gibraltar.— There is a surgeou of the Colonial Hospital receiving 
£400 with fuel and light allowance 1 , and private practice. He also 
receives £50 for medical examination of school children. There are 
also two Assistant Surgeons with a salary of £350 per annum, who are 
allowed private consulting practice only. Free quarters, unfurnished, 
are provided for all three officers. 

St. Helena.— The Colonial Surgeon at present receives £270 per annum 
and £27 horse allowance. Private practice is allowed. 

Falkland Island/*.— There are two appointments. The Colonial 
Surgeon is paid at the rate of £350 per annum, with £25 as Health 
Officer. The Assistant Colonial Surgeon la paid at the rate of £400 per 
annum without quarters. Part of the salarv is provided from private 
sources. Private practice is allowed to the Colonial Surgeon, and to a 
lesser extent to the Assistant Colonial Surgeon. 

Jxare and Passages .—In the East African Protectorates leave of 
absence on full salary Is granted in the normal case after a tour of 
residential service (of not less than 20 nor more than 30 months) to an 
amount of five days for each completed month of residence (or 2-J- days 
when for any reason the officer Is nut returning to East Africa) exclusive 
of the periods of the voyages to and fro. Officers serving in Uganda. 
Zanzibar, or in certain stations in the East Africa and Nyasaland Pro¬ 
tectorates are allowed six or three days' leave respectively in respect 
of each month of service. In Somaliland special leave regulations 
exist which provide for an officer taking leave approximately every 
year. Free first-class passages are provided for the officer only. In 
the Malay Peninsula two months’ leave of absence with full salary may 
be granted in respect of each year's eervice, and this leave may be 
accumulated up to a maximum of eight months. Additional leave 
on half-pay may be granted on special grounds. If an officer on the 
occasion of his fir?t leave is in receipt of a pensionable salary of less 
than £500 a year, he is granted a free return passage to the United 
Kingdom. In Hong-Kong leave of absence on half salary may be 
granted after 4-> years' service, and a portion of such leave may be 
commuted, if the Governor agrees, for half the amount on full pay. 
Leave of absence in exee6sot 10 months at a time will not be granted, but 
an extension may be allowed for ill-health or very urgent private affairs. 

Subject to the necessities of the service, leave of absence on half 
salary may be granted to officers in other Colonies outside tropical 
Africa after a period of six years' resident service without any special 
grounds. Officers of the Fiji and Western Pacific service proposing to 
spend their leave in Europe may receive a grant in aid of passage 
expenses of £60. Leave may be given before the expiration of the due 
period in case of serious indisposition, or of urgent private affairs. In 
the absence of special grounds, the leave must not exceed one-sixth of 
the officer's resident service ; on special grounds it may exceed that 
period by six mouths. In addition to the above, vacation leave oil 
full pay may be granted, if no inconvenience or expense is caused 
thereby, not exceeding three months in any two yeai3. In the case of 
Fiji arid the Western Pacific and the Falkland Islands, 4£ months’ 
leave may be granted in any three years. 

On first-appointment an officer whose salary and foes together do not 
exceed £500 a year will, except in the case of a few Colonies possessing 
\ Representative Assemblies, be provided by the Crown Agents for the 
Colonies with free passages to the Colony for himself and his wife 
and children, if any, not exceeding four persons besides himself. The 
officer so appointed will be required to execute an agreement binding 
him to repay the oost of the passage or passages so obtained in the 
event of his leaving the Government service within thiee years. This 
rule applies also to officers appointed to the Malay Peninsula and 
Hong-Kong. An officer taking leave out of the Colony has to provide 
his own passages. 

Pensions.— Officers on the pensionable establishment in the East 
African Protectorates are at liberty to retire on attaining the age of 
50 years. Earlier retirement In the event of ill-health is also provided 
for. Pensions are computed on the scale of one-sixtieth of the average 
annual salary of the retiring officer’s fixed appointments for three years 
prior to retirement, but for purposes of calculating pensions two years' 
service is reckoned as service for three years. In most of the other 
Colonies an officer holding a pensionable appointment may be allowed 
in the case of ill-health to retire on a pension after ten full years’ 
resident service; otherwise he must have attained the age of 55. For 
ten full years’ resident service fifteen-sixtieths of the average annual 
salary of the retiring officer’s fixed appointments for three years prior 
to retirement may be aw arded, to which ona-sixtieth may bo added for 
each additional year’s service ; but no addition will be made in respect 
of any service beyond 35 years. For pension purposes absence on 
vacation leave counts as full service, and leave on half pay as half 
service. In a few cases the retiring age is 60, and the pension after ten 
years’service is ten-sixtieths instead of fifteen. 

West African Medical Staff. 

The medical services of the West African Colonies and Protectorates 
—namely, the Gambia. Sierra Leone, the Gold Coast (including Ashanti 
and the Northern Territories), and Nigeria—form one service under the 
above name. All the medical officers for the service are selected by the 
Secretary of State for the Colonies, and are on one list for employment 
and promotion. As in other Colonies, applicants must be between 
23 and 35 years of age and possess a double qualification, but preference 
is given to those over 25 and the unmarried. The higher grades are 
usually filled by promotion from the lower. 

The grades and emoluments of officers of the staff are as follows : — 

Director of the Medical and Sanitary Service: This post exists in 
Nigeria only. The salary attached to it is £1400 a year, with a duty 
allowance at the rate of £280 a year. 

A duty allowance is payable to the holder Of the. appointment:to 


which it is attached on’y while he is actually performing its duties, and 
during his absence or incapacity it is paid, at the discretion of the 
Governor, to the officer performing them for the time being. A. duty 
allowance is not a pensionable emolument. 

Principal Medical Officer: The Principal Medical Officers receive 
salary as follows: In Nigeria (Southern Provinces), £1200 a ye*r, with 
a duty allowance at the rate of £240 a year. In Nigeria (Northern 
Provinoes), £1100 a year, with a duty allowance at the rate of £220 a 
year. In the Gold Coast, £1200 a year, with a duty allowance at the 
rate of £240 a year. In Sierra Leone, £1000 a year, with a duty allow¬ 
ance at the rate of £200 a year. There is no Principal Medical Officer in 
the Gambia. 

Deputy Principal Medical Officer; There are four appointments of 
this grade, three in Nigeria and one in the Gold Coast. Salary at the 
rate of £900 a year, rising by annual increments of £25 to £1000 a year, 
is attached to these appointments, together with a duty allowance at 
the rate of £180 a year. 

Senior Sanitary Officer: Thero are four appointments of this grade, 
two in Nigeria, one in the Gold Coast, and one in Sierra Leone. Salary 
at the rate of £900 a year, rising by annual increments of £25 to £1000 
a year, is attached to these appointments, together with a duty 
allowance at the rate of £180 a year. 

Provincial Medical Officer : There are seven appointments bearing this 
title (four in Nigeria, two In the Gold Coast, and one in Sierra Leone), 
with sa'ary at the rate of £800 a year, rising by annual increments of 
£25 to £900 a year, and duty allowance at the rate of £160 a year. 

Senior Medical Officer: There are 20 appoiutments of this grade, 
with salary at the rate of £690 a year, rising by annual Increments of 
£25 to £750 a year, and a duty allowance at the rate of £120 a year. 

The Senior Medical Officer of the Gambia, w ho is the head of the 
Medical Department of that Colony, draws staff pay at the rate of 
£120 a year, in addii ion to duty pay. 

•J unior Sanitary Officer ; There are seven appointments of this grade, 
with salary at the rate of £700 a year, rising by annual increments of 
£25 to £SO0 a year, and a dut-v allowance at the rate of £140 a year. 

Medical Officer : The salary attached to this grade is at the rate of 
£400 a year, rising by annual increments of £20 to £500 a year, with 
duty allowance at the rate of £80 a year Medical Officers who have 
served for five years and are recommended for a higher rate of salary 
are required to take a special course of study for three months. If 
they obtain satisfactory certificates at the end of the course they are 
placed, on comp’etlng six years’ service, on a scale of salary at the rate 
of £525 a year, rising by annual increments of £25 to £600 a year, with 
duty allowance at the rate of £100 a year. A Medical Officer who has 
served for three years on the maximum salary of this scale (£600) 
without obtaining promotion is eligible for the grant ot further annual 
increments of £25 up to a total maximum salary of £750 a year. Salary 
at the rate of £500, rising by annual increments of £25 to £600 a 
year, is attached to about ten posts (those of Pathologist at Accra, Assist¬ 
ant at the Medical Research Institute near Lago?, and Medical Officer of 
Health at various places), irrespective of the seniority of the officer 
holding the appointment. In addition to the duty pay (£100 a year), 
staff pay at the rate of £100 a year is also attached to these posts ; and 
the holder of the appointment draws half of the staff pay during leave 
of absence. 3 the remainder being drawn by his locum tenens. Certain 
other allowances are also drawn by members of the Staff, (a) When 
the Principal Medical Officer certifies that it is necessary for a medical 
officer to keep some means of conveyance to enable him efficiently to 
perform his official duties he may be granted an allowance. (5) The 
Government carries freeof cost a reasonable amount of stores, (c) Govern¬ 
ment officers in Sierra Leone, the Gold Coast, and Nigeria receive, 
when travelling on duty away from their staiions, free transport and 
travelling (or “ bush ") allowance. In the Gambia the travelling allow¬ 
ance is fixed at a rate which includes the cost of transport, (d) All 
medical officers, whatever their rank, while employed with a military 
expedition, will be paid an allowance of 10s. a day ; and they will aUo 
be given free rations, or an allowance of 3s. a day in lieu of rations, 
whenever other officers employed with the expedition are given free 
rations or an allowance in Jieu of rations. While in receipt of these 
allowances medical officers will not be entitled to any repayment or 
allowance under (c). (e) An allowance of £12 is paid to every medical 
officer before his departure on first appointment towards the 
purchase of camp outfit. Instruments and drugs and all medical 
appliances (including microscopes when necessary) are supplied b$- the 
Government for all public purposes. 

Leave and Passages .—The ordinary tour of residential service is one 
year, followed by leave with full pay during the voyages to and from 
England, and for four or two months clear in England, according as the 
officer is returning for further service in West Africa or not. If an 
officer Is detained beyond the year, additional leave is given with full 
pay for ten days in respect of each completed month beyond twelve, 
w hether he is returning or not. If he is invalided before the end of the 
year, the leave with full pay 's for the voyages and for ten or five clays 
in respect of each completed month, according as he ia returning or not. 
Leave granted on the understanding that an officer will return is 
known as “ return leave,” and any pay drawn in respect of such leave 
is liable to be refunded if he does not return. Medical officers desiring 
an extension of ordinary leave of absence for purposes of study may be 
granted such extensions with half salary. Leave may be extended with 
half pay for a period not exceeding four months on the ground of 
ill health, or without pay on that or other grounds. Free passages are 
given to all officers who are granted leave, and free passage is also given 
on first appointment, subject to the officer signing an agreement 
under which he is liable to refund its cost if he relinquishes hia appoint¬ 
ment for any other reason than physical or mental Infirmity, or is 
removed for raisoonduct, within three years from the date of his arrival 
in West Africa. Half pay is given during the voyage out on first appoint¬ 
ment. The period of probation for Medical Officers is two tours of service. 

All officers of the Staff, except Principal Medical Officers, Deputy 
Principal Medical Officers, Provincial Medical Officers, Sanitary 
Officers, and a few other officers holding special appointments, 
are at present allowed to take private practice, provided that 
it does not interfere with the efficient performance or their 'official 
duties, but it is within the power of the Governor to withdraw 
or suspend the privilege in such places and for such periods 
as he may consider desirable. Private practice does not exist 


3 That is, during leave on full salary. During leave on half salary he 
dra«s only one-quarter of the staff pay; during leave without salary 
he draw’s no 9taff pay. 
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at the majority of stations, and as a general rule, Bubject to the 
exigencies of the service, statloas where there is private practice are 
allocated to senior members of the staff. At all the recognised stations 
single quarters, free of rent (but not of rates and similar outgoings), are 
provided for medical officers, or an allowance is paid in lieu of quarters. 

Pensions and Gratuities .—On attaining the age of 50 years, or after 
18 years' service (of which at least 12 must have been residential), an 
officer is qualified for a pension calcu’ated at one-fortieth of the lwt 
annual 3 sUary for each year of service. If invalided after a minimum 
of seven years’service, he is qualified for a pension calculated at the 
same rate. If invalided before completing seven years' service, he is 
qu\llfied for a gratuity not exceeling three-quarte*s of a month's 
salary for each six months of service; provided that he has been con¬ 
firmed in hiB appointment. For the purpoie of calculating the amount 
of these pensions and gratuities, leave of absence without salary is not 
counted In addition to f he ordinary regulations, an officer of the West 
African Medical Staff enjoys the following special privilege At th9 
end of nine years (of which not less than six must have been residential) 
be will be permitted to retire with a gratultj- of £1000, or at the eud of 
12 years (of which not less than eight must have been residential) 
with a gratuity of £1230. All claims to pensions are. however, forfeited 
on the receipt of such a gratuity. In the event of an officer dying 
in the service after completing the period of residence qualifying 
him for the smaller or the larger of these gratuities, a sum 
equal to the gratuity in question will be paid to the credit of his 
estate. Officers are recommended not to take their wives out with 
them until they have acquired expedience of the local conditions, and 
have obtained the sanction of the Governor. Passages for wives and 
children are not provided. If a candidate is offered an appointment 
he can usually bs allowed sufficient time t> make preparations and 
to terminate the employment in which he may be engaged. 

Candidates for medical appointments in West Africa are allowed to 
express a preference for any particular Colony or Protectorate, and 
their wishes in th's respect will be borne in mind and met as far as 
possible, bat they are liable to be posted in the first instance, or trans¬ 
ferred afterwards if necessary, to any other West African Colony or 
Protectorate at the discretion of the Secretary of State. Candidates 
who wish to be posted to the Northern Provinces of Nigeria or the 
Gambia Bhouid b? able to ride. Officers wbo may be transferred to 
pensionable appointments under the Crown elsewhere than in West 
Africa do not forfeit their claim to pension in respect of their West 
African service on final retirement, provided they have been members 
of the Staff for at leaBt 12 months 

Instruction in Tropical Medicine .—Every candidate selecfcei f>r 
appointment will, unless the Secretary of State decides otherwise, be 
required to undergo a course of instruction for twi or three months 
either at the London School of Tronical Medicine. Royal Victoria and 
Albert Dicks, E. (near Connaught Road Station), or at the Liverpool 
8choo\ of Tropical Medicine at University College, Liverpool. The cost 
of the tuition fees, board, and residence during such instruction, 
amounting to a maximum of £18 8* 10<f., for three months, will be 
borne by the Government in the case of the L ondon School . at Liverpool 
thecost of tuition will be borne by the Government, but candidates must 
make their own arrangements for board and lodging ; an allowance of £2 
a week will be paid to them monthly in arrear for this purpose. A daily 
allowance of 5«. (but. no salary) will be paid to each candidate, monthly 
in arrear. during the course, and may be continued subsequently up to 
the date of embarkation. These payments must be refunded by the 
candidate if he declines to accept an appointment in any of the 
Colonies or Protectorates for which lie may be selected, if h'e fails to 
obtain a certificate showing that be has sat isfied the school authorities, 
or if he relinquishes the West African service for any other reason 
than mental or physical infirmity, or is removed for misconduct, 
within three years of the date of his arrival in West Africa. If at. the 
end of the session there exist no vacancy in the staff to which a can¬ 
didate can be appointed, he will be placed in a Reserve and granted 
an allowmce at the rate of £200 a year until the occurrence of a 
vacancy. If a medical officer has for any reason not taken a course 
of instruction prior to appointment be must take it during his first 
leave of absence. 

Course of study for higher scale oj saUiru .—The approve! course of 
s‘udy is the three months’course of the West London Post-Graduate 
College or the London School of Clinical Medicine, Greenwich, in 
clinical medicine, clinical surgery, and pathology. Officers are allowed 
to substitute for this course either the cou'-Be of s*udy and examination 
for a recognise 1 diploma or degree in public health, sanitary science, or 
State medicine; the course of stuij and examination for a further 
medical or surgical diploma or degree; or if the G>vernor, on the 
recommendation of the Principal Medical Officer, approves-a course 
of study in some special branch of medical or surgical practice (e.g., 
ophthalmology, dermatology, genito-urlnary diseases), or an advanced 
course at the London or Liverpool School of Tropical Medicine. 
Whichever of these courses of study is selected, the necessary tuition 
and examination fees will be paid by the Colonial Government save in 
the event of an officer’s deciding to enter for a further medical or 
surgical diploma or degree. 

In conclusion it should be added that the West African 
Medical Staff, from which many British medical officers have 
been lent to serve with the allied forces, receive terms and 
emoluments which compare favourably with other medical 
services of the Crown. Since the outbreak of war it has 
been the policy of the S acre-ary of State for the Colonies 
to refrain from calling the attention of the medical pro¬ 
fession to recent improvements in the pay and prospects of 
the West African Medical Staff in order that the efforts 
of the naval and military authorities to obtain an adequate 
supply of medical officers should not be hampered in 
any degree. This consideration no longer applies as it 
has been so widely recognised by all the younger members 
of the medical profession that the claims of the Navy and 
Army are paramount. 

3 Except that the pension of an officer who has been promoted 
within three years of his retirement is calculated on the average of 
hla salary for the las*, three year.. 
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Anyone who is on the Medical Register is entitled to 
practise as a dentist, although he cannot register as such 
without the special licence ; but it is of eminent advantage 
to take the L.D.S., otherwise few dental appointments at 
general or special hospitals or dispensaries are available. 
The subjects beyond those included in the general 
qualification are—Dental Anatomy and Physiology (Human 
and Comparative), one course; a separate course of 
Dental Histology, including the preparation of micro¬ 
scopical sections; Dental Surgery, one course; a separate 
course of Practical Dental Surgery; a course of not 
less than five lectures on the Surgery of the Mouth; 
Dental Mechanics, one course ; a course of Practical 
Dental Mechanics, including the manufacture and adjust¬ 
ment of six dentures and six crowns ; Dental Metallurgy, 
one coarse ; a course of Practical Dental Metallurgy ; Prac¬ 
tice of Dental Surgery at a recognised school, two years, and 
a certificate of having been engaged during a period of not 
less than two years in acquiring a knowledge of Dental 
Mechanics (this may be obtained by apprenticeship 
to a duly qualified dental practitioner or in the 
mechanical department of a recognised dental hospital). 
The Dental Schools in London are the Royal Dental 
Hospital of London, the National Dental Hospital, Guy’s 
Hospital Dental School, and the London Hospital Dental 
School. Most of the large provincial towns, where there 
are medical schools, have now dental hospitals. 

The Regittrailon of Dental Studentt is carried on at the 
Medical Council Office in London in the same manner as 
the existing registration of medical students, and subject to 
the same regulations as regards Preliminary Examinations. 
Candidates for a diploma in Dental Surgery must produce 
certificates of having been engaged during four years in 
professional studies, including two years’ instruction in 
mechanical dentistry. The two years of instruction in 
mechanical dentistry, or any part of them, may be taken 
by the dental student either before or after his registration 
as a student, but no portion of such mechanical instruction 
will be counted as one of the four years of professional 
study unless taken after registration. 

It is necessary for anyone practising Dental Surgery 
in this country to be on the Register, and no foreign qualifi¬ 
cations are admitted, except the Dental Diploma granted in 
Belgium after examination by the Provincial Medical Com¬ 
mission. Certain dental qualifications granted in Australia 
and New Zealand are also registrable. The Royal Colleges 
of the United Kingdom and seven of ttie Universities grant 
degrees or licences in Dental Surgery. 

The Registering Bodies in Dentistry. 

The Royal College of Surgeon» of England grants a 
diploma in Dental Surgery under the following regulations, 
which apply to all candidates who have registered as dental 
students after Jan. 1st, 1897. Candidates are required to 
pass three examinations: the Preliminary Science Exami¬ 
nation, the First Professional Examination, and the Second 
Professional Examination. I. Preliminary Science Exami¬ 
nation.— This is identical with Part I. of the First 
Examination of the Examining Board in England. 
Candidates who commenced professional study on or after 
Oct. 1st, 1913, must pass the Preliminary Science Exa¬ 
mination before commencing the courses required for 
the Second Professional Examination. II. The First 
Professional Examination.—The candidate must produce 
evidence of instruction in Dental Metallurgy and Practical 
Dental Mechanics. The Examination consists of Part I. 
(Mechanical Dentistry) and Part II. (Dental Metallurgy), 
the examination in Dental Metallurgy being by written 
paper. The parts may be taken together or separately. 
III. The Second Professional Examination.—This is divided 
into two parts : (a) the General, (h) the Dental. The General 
part must be passed before the Dental portion. The instruc¬ 
tion is obtained partly at a General Hospital and partly 
at a Dental Hospital.—The Second Professional Examination 
consists of: Part I., General Anatomy and Physiology, 
General Surgery and Pathology ; Part II., Dental 
Anatomy and Physiology, Dental Pathology and Surgery, 
and Practical Dental Surgery, l'he written examination 
in Part I. comprises General Anatomy and Physiology, 
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General Pathology and Surgery, and in Part II., Dental 
Anatomy and Physiology, and Dental Pathology and 
Surgery, and a Practical Examination. Exemption from 
the Preliminary Science Examination is granted to 
candidates who have passed an Examination in Chemistry 
and Physics for a degree in Medicine at a University 
in the United Kingdom, in India, or in a British 
colony. Exemption from Examination in Anatomy and 
Physiology is granted to candidates who have passed the 
Second Examination of the Examining Board in England or 
the corresponding Examination for any degree or qualifica¬ 
tion in Medicine or Surgery registrable under the Medical 
Act of 1886. Exemption from Examination in General Sur¬ 
gery and Pathology is granted to candidates who have passed 
the Examination in Surgery of the Examining Board in 
England or the corresponding Examinations of the Col¬ 
leges and University above mentioned. The fee for 
the diploma is 20 guineas, and is payable as follows:— 
Preliminary Science Examination, 3 guineas; First Pro¬ 
fessional Examination, 2 guineas ; Second Professional 
Examination, 5 guineas ; the balance to be paid on 
the completion of the Examinations. Synopses of 
examinations and all further information can be obtained 
from the Secretary, Examination Hall, Queen-square, 
Bloomsbury. 

Royal College of Surgeons, Edinburg h. —Regulations 
giving a list of Preliminary Examinations recognised 
for obtaining the Licence in Dental Surgery, as well 
as of the subjects of the Professional Examinations, 
may be obtained from Mr. D. L. Eadie, Clerk to the 
Royal College of Surgeons, at 50, George-square, Edin¬ 
burgh. Candidates must produce certificates of having, 
subsequently to the date of registration, been engaged 
for four years in professional studies and of three 
years’ instruction in Mechanical Dentistry from a regis¬ 
tered dental practitioner, except in the case of previously 
registered medical practitioners, when two years will be 
considered sufficient. Candidates must also have attended 
a course of instruction at a University or in an established 
school of medicine or in a provincial school specially 
recognised by the College as qualifying for the Diploma in 
Surgery. In addition they will be required to have attended 
in a recognised dental hospital, or with teachers recognised 
by the College, special courses of lectures and instruction 
in Anatomy and Physiology (Human and Comparative), 
Surgery, Pathology, Materia Medica. Dental Histology, and 
Practical Dental Mechanics and Metallurgy; two years’ 
attendance at a dental hospital or the dental depart¬ 
ment of a general hospital recognised by the College. 
Practical instruction in Mechanical Dentistry from a 
registered Dentist, or in the Mechanical Depart¬ 
ment of a recognised Dental Hospital and School, for 
three years. Candidates who have passed the First and 
Second Examinations for the Triple Qualification will be 
exempt from the First Dental Examination, and will have 
the advantage of being admissible either to the Final Dental 
Examination or to the subsequent Examination for the Triple 
Qualification, or to both. But the First Dental Examination 
will not be held as equivalent to the First and Second Triple 
Examinations, and will admit to the Final Dental Examina¬ 
tion only. Candidates who are Licentiates of this College or 
who may be registered medical practitioners will be required 
to produce certificates of attendance on the special subjects 
only and will be examined in these only for the dental 
diploma. First Professional Examination : The candidate 
must have attended the required courses. The examination 
embraces (1) Chemistry and Physics ; and (2) Anatomy and 
Physiology. The fee is £5 5s. for the complete examina¬ 
tion, and £3 3s. is payable for each division. In all cases of 
rejected candidates the fee for re-entry is £3 3s Second 
Examination : The candidate must have attended the remain¬ 
ing courses of the curriculum, must produce certificates 
showing that he is 21 years of age, and must pay a fee 
of £10 10s., for re-entry £5 5 s. The examination embraces 
(1) Surgery and Medicine; and (2) the special subjects of 
Dental Anatomy and Physiology, Dental Surgery and 
Pathology, Dental Materia Medica, Dental Mechanics and 
Dental Metallurgy, with a practical as well as the written 
and oral examinations in the subjects of Dental and Oral 
Surgery, Pathology, and Mechanics. The candidate will 
be tested in the Treatment of Dental Diseases, in Operative 
Dentistry, the Administration of Anaesthetics, Ortho¬ 
dontics, and in Prosthetic and Mechanical Dentistry. 


Candidates who claim exemption from the First Dental 
Examination on the ground of having passed the First and 
Second Triple Qualification Examinations or other recognised 
examinations will, before being admitted to the Second 
Dental Examination, be required to pay the total fee of 
£15 15s. payable for the dental diploma. Fees and schedules 
must be lodged with the Clerk not later than one week 
before the examination. 

Royal Faculty of Physicians and Surgeons of Glasgow .— 
The regulations as to certificates, curriculum, number, and 
subjects of examinations, fees, Ac., are in effect similar 
to those of the Royal College of Surgeons of Edinburgh, 
but embrace Dental Bacteriology. Candidates can enter for 
the First Examination in three divisions, the first embracing 
Physics and Chemistry, the second Dental Metallurgy and 
Dental Mechanics, and the third Anatomy and Physiology. 
The examination in Dental Mechanics is practical ; and 
there is at the Final Examination an examination in 
Practical Dentistry conducted in a dental hospital. Copies 
of regulations, Src., to be obtained from Mr. Walter Hurst, 
Registrar, Faculty Hall, 242, St. Vincent-street, Glasgow. 

Royal College of Surgeons in Ireland. —Candidates for the 
Licence in Dental Surgery are required to pass two pro¬ 
fessional examinations. Before the First Examination the 
candidate must produce evidence of having attended courses 
in Theoretical and Practical Chemistry, including Metallurgy 
aDd Physics, at a recognised institution ; of having been 
registered as a medical or dental student by the General 
Medical Council; and of having attended courses of instruc¬ 
tion in the following subjects at a recognised school of 
medicine : (a) Anatomy Lectures ; ( b ) Dissections with 
Demonstrations ; (a) Physiology, including Dental Physio¬ 
logy ; ( d ) Practical Physiology and Histology, including 
Dental Physiology and Histology, Human and Comparative. 
Before the Final Dental Examination the candidate must 
have been engaged during a period of two years in acquiring a 
practical familiarity with the details of Mechanical Dentistry 
under the instruction of a registered dentist, or under the 
direction of the superintendent of the Mechanical Depart¬ 
ment of a recognised Dental Hospital, and have attended, at 
institutions recognised by the College for the purpose, the 
following courses of instruction: (a) Dental Surgery and 
Pathology, Orthodontia, and the Materia Medica and Thera¬ 
peutics applicable to Dental Surgery. Lectures. Two courses, 
(i) Dental Mechanics. Lectures. Two courses, (c) Dental 
Anatomy. Lectures. One course. (d) The practice of a 
Dental Hospital, or of the Dental Department of a General 
Hospital. Two years. He must also have attended Clinical 
instructions at a recognised General Hospital during the 
ordinary teaching sessions (nine months), and have been 
engaged during four years in the acquirement of pro¬ 
fessional knowledge subsequently to the date of registration 
as a medical or dental student. One year's bona-fide appren¬ 
ticeship with a registered dental practitioner, after being 
registered as a medical or dental student, may be counted 
as one of the four years of professional study. He must be 
21 years of age. 

In the First Dental Examination candidates will be 
examined in (A) Physics and Chemistry, including Practical 
Chemistry and Metallurgy. (B) Anatomy, Physiology, and 
Histology—General and Dental. All the subjects may be 
passed at the same time, or they may be passed in two groups, 
(A) and (B). The examination is partly written, partly 
viva voce, and partly practical. 

In the Final Dental Examination candidates will be 
examined in General Pathology. Medicine, and Surgery; 
Dental Surgery, and Dental Pathology, with the Materia 
Medica and Therapeutics applicable to Dental Surgery ; 
Dental Mechanics and Metallurgy; Orthodontia. Candi¬ 
dates must pass in all the subjects at one examination. The 
examination is partly written, partly vied voce, and partly 
practical, and includes the examination of patients and the 
performance of dental operations. Candidates are required 
to provide their own instruments and gold for filling. The 
First Dental Examination will commence on the first 
Mondays in the months of February, May, and November. 
The Final Dental Examination will commence on the 
second Mondays in the months of February, May, and 
November. The total fee for the Diploma in Dental Surgery 
is 20 guineas. Candidates must pay the fees for examina¬ 
tions from which they are exempted, unless when such 
exemptions have been granted in virtue of examinations 
passed before the Conjoint Board in Ireland. 
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University of Birmingham. —The teaching of Dentistry is 
undertaken by the University acting in association with the 
Birmingham Dental Hospital and the Birmingham Clinical 
Board. The instruction at the Dental Hospital is carried 
out under the direction of the University Dental Clinical 
Board, so that students may fully qualify themselves for 
the Dental Diploma (L.D.S.) of this and other universities 
and licensing bodies. There is a special and well-equipped 
Dental Museum and Laboratory. An Entrance Exhibition, 
value £37 10*. is awarded annually at the commencement of 
the winter session. The following are the regulations for 
Degrees in Dentistry 1. The degrees conferred by the Uni¬ 
versity are those of Bachelor and Master of Dental Surgery 
(B.D.S. and M.D.S.). 2. All candidates for these degrees 

must pass the same Matriculation Examination as that 
required from candidates for Medical Degrees. 3. The 
degree of Bachelor of Dental Surgery is not conferred 
upon any candidate who has not obtained a Licence in 
Dental Surgery. The candidate is not eligible for the 
degree until a period of 12 months has elapsed from the 
passing of his examination for the Licence in Dental Surgery. 
Of this period at least six months must be spent in the dental 
department of a general hospital approved by the University. 
4. A. In addition to the Licence in Dental Surgery the 
candidate must produce evidence that he has attended the 
courses required by medical students of the University in 
the following subjects and passed the Examinations held in 
the same for Medical and Suigical Degrees : (a) Chemistry 
and Practical Chemistry, (A) Physics and Practical Physics, (c) 
Elementary Biology, (</) Anatomy and Practical Anatomy, 
and (e) Physiology and Practical Physiology. B. That he has 
passed the class examinations in : ( f ) One Special Course of 
Lectures on Medicine, (y) One Special Course of Lectures 
on Surgery, and (A) Pathology and Bacteriology. C. That 
he has attended courses and passed the class examina¬ 
tions in : ( k ) Dental Histology and Patho-Histology, (1) 
Comparative Dental Anatomy, and (m) Dental Surgery and 
Prosthetic Dentistry. D. That he has received instruction 
in the Clinical Examination of living cases at the dental 
department of a general hospital for a period of not less than 
six months. 5. The Final Examination will deal with the 
subjects in Classes C and £>. 6. On the expiration of 

12 months from the date of passing the Examination for 
the Degree of Bachelor of Dental Surgery, the candi¬ 
date will be eligible for that of Master of Dental Surgery. 
7. For this degree candidates will be required to submit a 
thesis containing original work and investigations in some 
subject connected with Dentistry, which thesis shall be 
submitted to examiners to be nominated by the Dental 
Advisory Board. 

University of Bristol. —Candidates for the degree of 
Bachelor of Dental Surgery must be not less than 21 
years of age and shall have pursued the courses prescribed 
by University regulations during not less than five years, of 
which three 'shall have been passed in the University, and 
shall have been registered as dental students by the General 
Medical Council. All candidates for the degree of B.D.S. 
are required to satisfy the examiners in the several subjects 
of four examinations : the First Examination, the Second 
Examination, the Third Examination, and the Final 
Examination. The First Examination: The subjects are 
Chemistry, Physics, and Zoology, and the curriculum 
extends over one year. The Second Examination: The 
subjects are Dental Mechanics, Dental Metallurgy, and 
Dental Materia Medica, and the candidate shall produce 
evidence of having served for two years an approved pupilage 
in Dental Mechanics. The Third Examination : The sub¬ 
jects are Anatomy, Physiology, and Histology, Dental 
Anatomy, and Dental Histology. The Final Examination : 
The subjects are Medicine and Surgery, Dental Surgery 
(including Prosthetics). Operative Dental Surgery, and 
Dental Bacteriology. Degree of Master of Dental Surgery : 
Candidates shall be Bachelors of the University, shall 
present a Dissertation on some subject of Dental Surgery to 
be approved by the Examiners, and pass an examination in 
Dental Surgery. Diploma in Dental Surgery: Candidates 
need not be undergraduates, but shall be registered dental 
students before being admitted to any professional examina¬ 
tion ; the curriculum extends over four years. A two years' 
pupilage in Mechanical Dentistry is required, and four 
examinations must be passed the subjects of which differ 
only from those of the B.D.S. in that Zoology is not 


required for the First Examination, and Medicine is not 
required for the Final Examination. Candidates who are 
already registered medical practitioners shall be further 
exempted from study and examination in Physics and 
Chemistry, Auatomy, Physiology and Histology, Medicine, 
and General Surgery. 

University of Barham. —Every candidate for the Licence 
in Dental Surgery must be registered as a dental student. 
There are four Examinations. The subjects are:— First : 
(a) Chemistry; and (A) Physics. .Second: (a) Dental 
Mechanics, Theoretical and Practical; (A) Dental Metallurgy. 
Third: (a) Anatomy; (A) Physiology and Histology; 

( c ) Dental Anatomy and Dental Histology; and (d) Dental 
Materia Medica. Final: (a) Surgery; (A) Dental Surgery, 
including Prosthetics and Orthodontia ; (e) Operative Dental 
Surgery, Practical Examination; and (if) Dental Pathology 
and Bacteriology. A candidate before presenting himself 
for examination is required to furnish certificates of 
instruction in the following subjects, attended after 
registration as a dental student at recognised Colleges 
or Schools:— First Examination: Chemistry and Physics. 
Second Examination : Dental Mechanics and Dental Metal¬ 
lurgy. Third Examination: Anatomy, with Dissections; 
Phj-siology ; Histology ; Dental Anatomy and Physiology ; 
Dental Histology; and Dental Materia Medica. Final 
Examination: Dental Hospital Practice (two years); 
General Hospital Practice (nine months) ; Medicine Lectures 
(two terms); Surgery Lectures (two terms); Dental Surgery 
and Pathology (a course of not less than 20 lectures); 
Dental Bacteriology (three terms) ; Operative Dental Surgery 
(not less than 12 lectures); and Anaesthetics (a course of 
not less than one month). 

Before admission to the Final Examination each candidate 
must furnish evidence (1) of having attained the age of 21 
years ; (2) of having undergone a three years’ pupilage in 
Mechanical Dentistry with a registered dentist; and (3) of 
having been engaged in professional study for at least four 
years subsequent to registration as a dental student. The 
examinations will be held concurrently with the medical 
examinations, and the fees payable by candidates are as 
follows: First Examination. £2 10*. ; Second Examination, 
£2 10*. ; Third Examination. £3 10*. ; Final Examination, 
£3 10*. ; fee for Licence, £3 ; total, £15. For reexamina- 
tion : First Examination. £1 10*. ; Second Examination, 
£2; Third Examination, £2 (in one part only, £1); Fourth 
Examination, £2. ‘The practical examinations in dentistry 
will be conducted at the Newcastle Dental Hospital. 

University of Leeds.— The degrees in Dental Surgery 
are Bachelor of Dental Surgery (B. Ch.D.) and Master of 
Dental Surgery (M.Ch.D,). All candidates for the degree of 
Bachelor of Dental Surgery shall be required to have passe.d 
the Matriculation Examination, to have pursued thereafter 
approved courses of study for not less than five academic 
years, two of such years at least having been passed in the 
University subsequently to the date of passing Parts I. and 
II. of the First examination, and to have completed such 
period of pupilage or hospital attendance; or “both, as may 
be prescribed by the regulations of the University. No 
candidate will be admitted to the degree who has not 
attained the age of 21 years on the day of graduation. All 
candidates are required to have passed the following exa¬ 
minations : the First Examination, the Second Examination, 
and the Final Examination. Each examination will include 
practical work in the subjects offered. All candidates shall 
be required, before presenting themselves for examination, to 
furnish certificates testifying that they have attended the 
prescribed courses of instruction in accordance with the 
regulations of the University in each of the subjects 
which they offer, and that they have fulfilled the other 
requirements of the ordinance and regulations in respect 
of such examination. Candidates for the Diploma in Dental 
Surgery (L, D.S.) are required to present certificates showing 
that they have attained the age of 21 years, that they have 
attended courses of instruction approved by the Uni¬ 
versity, extending over not less than four years, and 
that they have completed a pupilage of three years, two 
of such years at least having been taken before the 
First Professional Examination. Candidates are required 
to satisfy the examiners in the several subjects of the 
following examinations: A preliminary examination in 
Arts; a preliminary examination in Science; the First 
Professional Examination ; and the Final Examination. 
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The classes in the Department of Dentistry will begin in 
October. The instruction in the Preliminary subjects of 
Chemistry, Physics, and Biology will be given at the Uni¬ 
versity in College-road. The classes in the other subjects 
and the systematic courses in Dental subjects will be held 
in the School of Medicine of the University in Thoresby 
Place. The clinical instruction will be given in the 
Dental Department of the Leeds Public Dispensary, which 
is affiliated with the University and recognised by the Royal 
College of Surgeons. Applications for the prospectus should 
be made to the Dean of the Faculty of Medicine. 

University of Liverpool {Liverpool Dental Hospital Clinical 
School and School of Dental Surgery ).—The University grants 
a Licence in Dental Surgery (L.D.S.) and degrees in Dental 
Surgery (B. D.S. and M.D.S.). The courses of systematic 
instruction are given in the University buildings, five 
minutes’ walk from the Dental Hospital. The two insti¬ 
tutions are now closely associated, and the manage¬ 
ment of the curriculum is in the hands of the Board 
of Dental Studies. The Dental Hospital, covering a site 
of 672 square yards, was opened in March, 1910, equipped 
in each department with every modern accessory and 
receives constant additions. The laboratory is in charge 
of a skilled dental mechanic under the supervision of 
the Director of Dental Education and Dental Staff, and 
students are able to undertake at the hospital the 
whole of their training in Mechanical Dentistry. The times 
of the lectures at the University are arranged to meet 
the convenience of students, thus allowing the maximum 
time for attendance upon Dental Hospital practice. The 
staff of the hospital includes 12 Dental Surgeons, three 
Demonstrators, six Anesthetists, three House Surgeons, and 
a Curator. Fees: The composition fees are as follows: 
Licence coarse (L.D.S.) : Composition fee £58 10*., for the 
course of other licensing bodies £61 10s , payable in two 
equal instalments, the first on entry, the second 12 months 
later. Two years’ instruction in Mechanical Dentistry 
(pupilage) and two years’ Dental Hospital Practice (com¬ 
bined), £100, or in two instalments of £52 10.- each. Degree 
course(B. D.S.): £67 10.». for all lectures(including Chemistry, 
Physics, and Zoology) in three instalments. Two years' 
dental hospital, £21; general hospital practice, £10 10s. ; 
three years’ mechanical instruction (pupilage), £105. Further 
information may be had from the Director of Dental 
Education. Mr. W. H. Gilmour. 

University of Manchester .—In the University of Man¬ 
chester the Dental Department forms an integral part of the 
Faculty of Medicine. This contains a series of laboratories, 
lecture rooms, and museums which will bear comparison 
with those of anyotherscbool in the kingdom, and the fullest 
opportunities for study are offered to students preparing for 
any of the professional examinations. Instruction adapted 
to the requirements of students preparing for the B.D.S. 
Degree and the Dental Diplomas of the University, the Royal 
College of Surgeons of England, and of other licensing bodies 
is given during the Winter and Summer Sessions both at the 
University and at the Dental Hospital of Manchester adjoin- 
ing the University. The required general hospital practice is 
taken at the Manchester Royal Infirmary. Women students 
are admitted to the classes in the Dental Department, and 
for them common rooms are provided. The composition 
fee for candidates for the University degree of Bachelor of 
Dental Surgery is 60 guineas, payable in two equal 
instalments at the beginning of the first and third 
years of studentship. The composition fee for candidates 
for the University Diploma in Dentistry is 55 guineas, 
payable in two equal instalments at the beginning of 
the first and third years of studentship. The composi¬ 
tion fee for candidates for the L.D.S. of England is 60 
guineas, payable in two equal instalments at the beginning 
of the first and third years of studentship. Students who 
have already served their apprenticeship with a private 
practitioner, and who propose to complete the final portion 
of their attendance at the University and at an approved 
dental hospital, will be required to pay the composition fee 
in two equal instalments at the commencement of the first 
and second years of studentship. The composition fee does 
not include the hospital fees, the examination fees, the fee 
for the conferment of the degree or the diploma, the 
registration fee, nor the fees for chemicals and chemical 
apparatus. 

National University of Ireland .—This University grants 
the degrees of Bachelor of Dental Surgery and a degree 


of Master of Dental (Surgery. A student may not be 
admitted to the Degree of Bachelor of Dental Surgery 
unless a period of not less than four years shall have elapsed 
from the date of his matriculation, during which period he 
must have pursued an approved course of study of not less 
than nine terms. For the degree of Bachelor of Dental 
Surgery candidates must pass four examinations, the first 
two being the same as those for the first and second 
examination in Medicine. The subjects of the third examina¬ 
tion are Dental and Practical Pathology, Dental Surgery 
and Dental Medicine, the subjects of the fourth being 
Dental Surgery and Pathology, Dental Mechanics. Operative 
Dentistry, Orthodontia, and Dental Materia Medica. A 
candidate for the degree of B.D.S. must produce evidence 
of apprenticeship to a registered dentist for a period of two 
years. A portion of or the entire period may be served 
before commencing study for the degree of B.D.S., but no 
portion so taken prior to commencement of study shall 
count as part of the four years of Dental Study. The degree 
of Master of Dental Surgery will not be granted until three 
years after the B.D.S. has been obtained. 


TEACHING INSTITUTIONS IN DENTISTRY. 

See also under Universities of Birmingham, Leeds, Liver¬ 
pool, and Manchester above. 

London. 

Royal Dental Hospital of London , School of Dent at 
Surgery , Leicester-s<iuare. —A school of the University of 
London, and women are now admitted as students and 
are eligible for all hospital appointments and school 
prizes.—The school provides the special dental educa¬ 
tion required by the Royal College of Surgeons for 
the Licence in Dental Surgery. The general part of the 
curriculum may be taken at any general hospital. The 
hospital is open from 9 a.m. to 5 P.M., there being 
one staff for the morning and another for the after¬ 
noon of each day. Pupils are received for the training 
in dental mechanics recognised by the curriculum. The 
demonstrators at the commencement of each session 
give a course of lectures on Operative Dental Surgery. 
The six house surgeoncies are Held for six months 
each and are open to all qualified students. The lecturers, 
in addition to their lectures, give special demonstrations 
on the Microscopy of Dental Anatomy and Dental 
Surgery. The lecturer on Dental Mechanics also gives 
practical demonstrations in the laboratory. There are 
two Entrance Scholarships in Chemistry and Physics of 
the value of £50 and £25 respectively. One Entrance 
Scholarship in Dental Mechanics and Metallurgy value 
£25, open to pupils of the Hospital only. One Entrance 
Scholarship of £25 in Dental Mechanics, open to pupils 
of private practitioners. The Saunders Scholarship of 
£20 awarded to second year students. The Storer Bennett 
Research Scholarship for Scientific Research in any branch 
of Dental Surgery, value £50, is awarded triennially. The 
Alfred Woodhouse Scholarship of £35 and the Robert 
Woodhouse Prize of £10 for Practical Dental Surgery- 
Prizes and certificates are awarded by the lecturers for 
the best examinations in the subjects of their respective 
courses, at the end of the summer and winter sessions. 
Consulting Physician : Sir Richard Douglas Powell, Bart. 
Consulting Surgeon : Sir Frederick Treves, Bart. Consulting 
Dental Surgeon : Mr. C. S. Tomes, F.R.S. Dental 
Surgeons: Mr. J. F. Colyer, Mr. W. H. Dolamore, Mr. 
J. G. Turner, Mr. N. G. Bennett, Mr. D. P. Gabell. Mr. 
R. McKay, and Mr. W. W. James. Assistant Dental 
Surgeons: Mr. F. Coleman, Mr. Landon Whitehouse, Mr. 
F. St. J. Steadman, Mr. H. Stobie, and Mr. E. F, Ackery. 
Anesthetists: Dr. Dudley Buxton and Mr. H. Hilliard. 
Assistant Anesthetists: Mr. F. Trewby and Mr. C. 
Loosely. Demonstrators: Mr. A. T. Pitts, Mr. R. M. 
Fickling, Mr. J. F. Gow, Mr. B. Grellier, and Mr. E. L. 
Fickling. Lecturers : - Dental Anatomy and Physiology 
(Human and Comparative): Dr. Marett Tims. Dental 
Surgery and Pathology: Mr. J. G. Turner. Operative 
Dental Surgery : Mr. W. W. James. Dental Mechanics: 
Mr. D. P. Gabell. Metallurgy in its application 
to Dental Purposes: Mr. I’. A. Ellis Richards. Dental 
Bacteriology: Dr. W. J. Penfold. Dental Materia 

Medica: Mr. F. Coleman. Chemistry: Mr. P. A. Ellis 
Richards. Physics : Mr. John A. Carpenter. Anesthetics : 
Dr. Dudley Buxton. Fee for two years’ hospital 
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practice required by the curriculum, including lectures, 
£53 3*. in one payment, or £55 13*, in two yearly 
instalments. The curriculum requires two years to be 
passed at a General Hospital; the fee for this is about 
£60. Both hospitals can be attended simultaneously. 
For the lectures in Chemistry and Physics for the Pre¬ 
liminary Science Examination £10 10*. The fee for the 
instruction in Dental Mechanics and the two years' hospital 
practice required by the curriculum is £150 if paid in one 
instalment, or 150 guineas if paid in three equal instal¬ 
ments. The fee for tuition in Dental Mechanics is 
50 guineas per annum ; for one year's hospital practice 
£21. The Dean attends at the hospital every Thursday 
morning from 9.45 to 11 o'clock, or he can be seen 
at other times by appointment., The Winter Session opens 
on Oct. 2nd. 

National Dental Hospital and College: University 
College Hospital Dental School. —Corner of Great Port¬ 
land and Devonshire-streets, W.—Students are entered 
as students of University College Hospital and, as such, 
attend the classes of Chemistry, Physics, Anatomy, 
and Physiology in University College, which is a few 
minutes’ walk from the Dental Department in Great 
Portland-street, hitherto known as the National Dental Hos¬ 
pital. Dental Surgeons : Mr. H. K. Pring, Mr. A. E. Relph, 
Mr. H. Creemer Cooper, and Mr. F. R. Smyth. Assistant 
Dental Surgeons: Mr. Arthur E. Ironside and Mr. F. E. 
Sprawson. Anaesthetists : Mr. C. J. Ogle, Dr. J. Maughan, 
Mr. P. H. Parsons, Mr. R. E. Delbruck, and Mr. H M. 
Pinto-Leite. Lecturers : -Dental Anatomy and Physiology : 
Dr. J. W. Pare. Dental Mechanics : Mr. S. Holloway Olver. 
Operative Dental Surgery : Mr. A. E. Relph. Dental Materia 
Medica : Mr. F. R. Smyth. Dental Histology : Mr. A. T. 
Barritt. Dental Surgery and Pathology : Mr. H. J. Relph. 
Bacteriology of the Mouth: Mr. K. W. Goadby. Practical 
courses to comply with the R.C.S. curriculum are also 
held. Clinical Lectures and Demonstrations are given, and 
each student on entering passes through a preliminary course 
under a demonstrator. Twp Entrance Exhibitions, of the 
value of £40 and £20, are open for competition. Prizes are 
open for competition at the end of each course of lectures. 
Fee for the full curriculum of four years, in all subjects 
required by the Royal College of Surgeons, 130 guineas, 
or in four instalments of 62, 41, 41, 41 guineas. A com¬ 
position fee foi medical men has been arranged covering 
the Two Years' Mechanical Work, Hospital Practice, and 
Lectures required by the curriculum of the Royal College of 
Surgeons amounting to 120 guineas. Hospital Practice to 
registered practitioners by special permission of Committee, 
12 months, £15 15*. The Calendar, containing full informa¬ 
tion as to Lectures, Fees, Prizes, and Subjects for the 
Entrance Exhibitions, value £40 and £20 each Session, may 
be had on application to the Dean, who attends the Hospital 
on Tuesday mornings at 10.30. 

Guy's Hospital. —The work of the Dental Department 
begins daily at 9 A.M. both in the extraction rooms and in 
the conservation room. The Extraction Rooms: A new 
Dental Out-patient Department has been provided. There 
is ample accommodation for ordinary extractions and anaes¬ 
thetic extractions, together with waiting-and retiring-rooms. 
Patients are admitted between 8.45 and 9.30 A. M., and are 
seen by the dental surgeon for the day, the dental house 
surgeon, the assistant dental house surgeon, and the 
dressers. The Conservation Room is open from 9 A.M. 
till 5 r.M. It has recently been entirely remodelled 
and greatly enlarged, giving a floor space of over 
6000 square feet. It affords accommodation for about 
100 dental chairs, with the necessary equipment of the 
most modern type, for the use of the Dressers, who, 
under the supervision of the Staff, perform the various 
operations of Dental Surgery. The members of the staff 
attend every morning and afternoon to give demonstra¬ 
tions and otherwise assist students in their work in the Con¬ 
servation Room and Mechanical Laboratory. The Proba¬ 
tioners’ Laboratory is supervised by two of the staff demon¬ 
strators, and instruction is given in operative dentistry on a 
“mannikin” to students during their first three months of 
study. Pupils in Dental Mechanics are received, and a 
graded, systematic, and full course of instruction, extending 
over two years, is carried out. Dental students have the 
opportunity of attending at this hospital the whole course 
of instruction required by the examining board for the 
L.D.S. Eng.—viz., two years’ pupilage in dental mechanics, 


the special lectures and practice of the Dental Depart¬ 
ment, and the general lectures and practice of the 
Medical School. The fees for these two courses may 
be paid separately or together, or they may be combined 
with the fees required to be paid for the course for a 
medical diploma. Students who enter for a medical as well 
as a dental diploma are allowed to pursue their study 
of Dentistry during any period of their medical course most 
convenient to themselves without further charge. Four 
Entrance Scholarships in Dental Mechanics of the value of 
£20 each are offered for competition annually, two in 
September and two in April, and prizes of the aggregate 
value of £47 are awarded for general proficiency and for 
skill in Practical Dentistry. A Dental Travelling Scholar¬ 
ship of the value of £100 is awarded every second year. 
Dental students are eligible for admission to the Resi¬ 
dential College and enjoy the privileges of students in the 
Medical School. Staff.—Consulting Dental Surgeons: Mr. 
F. Newland-Pedley and Mr. W. A. Maggs. Dental Surgeons : 
Mr. Wynne Rouw, Mr. H. L. Pillin, Mr. M. F. Hopson, 
and Mr. J. B. Parfitt. Assistant Dental Surgeons: Mr. J 
I.ewin Payne, Mr. E. B. Dowsett, Mr. F. J. Pearce, and 
Mr. H. C. Malleson. Demonstrators of Practical Dentistry: 
Mr. F. N. Doubleday. Mr. G. B. Pritchard, Mr. W. S. 
Stranack, Mr. L. D. Wright, and Mr. L. Price Harris. 
Demonstrator of Orthodontic Dentistry : Mr. F. Bocquet Bull. 
Demonstrators of Prosthetic Dentistry : Mr. H. L. Messenger 
and Mr. E. A. Tomes. Anaesthetists: Mr. C. J. Ogle, Dr. 
F. E. Shipway, Mr. H. M. Page, and Mr. A. J. McNair. 
Lecturers:—Dental Anatomy and Physiology: Mr. Hopson. 
Dental Surgery and Pathology : Mr. Wynne Rouw. Opera¬ 
tive Dental Surgery : Mr. Parfitt. Dental Mechanics: 
Mr. Payne. Practical Dental Mechanics : Mr. Pillin. Dental 
Bacteriology : Dr. Eyre. Dental Microscopy : Mr. Dowsett and 
Mr. G. Marshall. Metallurgy : Professor T. M. Lowry. Prac¬ 
tical Dental Metallurgy: Mr. Pearce. Resident Dental 
Officer : Mr. F. Bocquet Bull. Curator of Dental Museum : 
Mr. Dowsett. Dean : Mr. L. Bromley For Lectures on the 
general subjects of Dental Curriculum vide Guy’s Medical 
School. 

London Hospital. —This school is a part of the London Hos¬ 
pital and Medical College, and is fully equipped on the most 
modern lines and with the latest appliances. It provides a 
complete curriculum in all subjects for the L.D.S Din'cma, 
and is admirably adapted for the purpose of teaching. The 
Conservation Room is well lighted and ventilated and fitted 
with pump chairs of the latest pattern ; the fountain spittoon 
at every chair has been specially designed and has attached 
to it a saliva ejector, hot and cold water, compressed air, 
gas and electric current, also a swing bracket to carry the 
students' cabinet. Electric sterilisers are supplied in each 
department and motor engines where required. The School 
possesses in addition to the Theatres. Laboratories and 
Museums in the College, a special Museum of Dental 
Anatomy and Surgery, Operative Dentistry. Prosthetic and 
Extraction Rooms, and Laboratories for Practical Dental 
Metallurgy and Dental Prosthesis. A systematic course of 
instruction in Dental Prosthesis is arranged for pupils. The 
up-to-date Laboratory contains every modern apparatus and 
is in charge of a skilled curator and his assistants. Con¬ 
nected with the Medical College and Dental School are a 
Library, Athenaeum, Clubs’ Union, Dining Hall with 
moderate tariff, Students’ Hostel, and an Athletic Ground. 
Lecturers:—Chemistry and Dental Metallurgy: Hugh 
Candy, B.A., B.Sc. Physics: A. H. Fison, D.So. Human 
Anatomy : Professor William Wright. Physiology : Professor 
E. P. Cathcart. Dental Surgery and Pathology : Sir Francis 
Farmer. Operative Dental Surgery: Dr. George Northcroft. 
Dental Prosthesis : Mr. Wilton Thew. Operative Dental 
Prosthesis: Dr. G. Paton Pollitt. Odonto-phosopic Ortho¬ 
paedics : Dr. Harold Chapman. Dental Anatomy : Professor 
William Wright. Dental Microscopy : Mr. Evelyn Spraw¬ 
son. Dental Bacteriology : Professor William Bulloch, F.R.S. 
Dental Materia Medica : Dr. O. Leyton and Mr. F. A. 
Hocking, B.Sc. Lond. Dental Anaesthetics: Dr. R. J. 
Probyn-Williams. For full particulars as to fees and 
course of study advised apply to the Dean (Professor 
William Wright, M.B., D.Sc., F.R.C.S.), who will be glad 
to make arrangements for anyone wishing to see the Dental 
School and Medical College. 

London (Royal Free Hospital ) School of Medicine for Women. 
—Full courses are arranged for women students for the study 
of dentistry, and in preparation for the Licence in Dental 
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Surgery of the Royal College of Surgeons of England, at 
the London (Royal Free Hospital) School of Medicine for 
Women, in conjunction with the London Dental Hospital, 
Leicester Square, and the National Dental Hospital, Great 
Portland-street, W. The course is arranged as follows: First 
and second years: Chemistry, Physics, and Dental Mechanics. 
Third, fourth, and fifth years: Anatomy, Physiology, and 
Special Dental Courses, Courses in Medicine and Surgery, 
General Hospital Course, Dental Hospital Course. The 
combined fees at the London School of Medicine for Women 
and the National Dental Hospital are £180 if paid in one 
sum on beginning the course, or £191 if paid in three annual 
instalments. Bursary : The Council of the School will award 
annually (until further notice) an “ Agnes Guthrie ” Bursary 
of the value of £60 to a student fulfilling the required con¬ 
ditions, who enters for the full dental course. Candidates 
are required to send in applications on or before July 15th, 
to the secretary and warden, from whom a prospectus of the 
School and all particulars can be obtained. 


Provincial. 

Birmingham Dental Hospital .—The Dental Hospital was 
founded in 1858, and was recognised by the Royal College of 
Surgeons in 1880 for the teaching of Dental Students. 
Having an annual attendance of about 16,000 patients, it 
affords every advantage for students about to enter the 
profession to acquire a thorough practical knowledge, as 
required by the Medical Council. The present Hospital was 
opened on July 6th, 1905. It has accommodation for 50 
students. The equipment is in accordance with the most 
modern requirements for the efficient teaching and practice 
of Dental Surgery. The operations performed annually 
average 35,000, including 5000 gold and other fillings, 
and many cases of crowns, bridges, porcelain inlays, and 
regulations. By arrangements with the Birmingham Uni¬ 
versity and with the General and Queen's Hospitals the 
entire course of Lectures, Hospital Practice, kc., may 
be completed for an inclusive fee of £96 15*., or 
including Mechanical Pupilage, £186. The instruments 
and materials necessary for Hospital Practice cost about 
£28. The Composition Fee for the courses required for 
the L.D.S. of the University, or any of the Corpora¬ 
tions alone, is £60, payable in two annual instalments 
at the commencement of the first and second years ; that 
for the courses required for the L.D.S. and the Degree in 
Dentistry of the University is £75; that for the L.D.S. in 
combination with the M.R.C.S. and L.R.C.P. is £85; and 
that for the M.B., Ch.B., and B.D.S. is £95. All of these 
composition fees are payable in two annual instalments at 
the commencement of the first and second years. Each of 
these fees covers the cost of the courses given at the Uni¬ 
versity for the qualifications indicated, but does not include 
fees for Hospital teaching. For two years’ dental hospital 
practice the fee is 20 guineas, payable in two instalments of 
10 guineas each at the commencement of the first and second 
(hospital) years respectively. For two years' mechanical 
pupilage, 85 guineas, which may be paid in two annual instal- 
• ments of 50 and 35 guineas respectively ; mechanical pupils 
may join for a probationary period of one month, fee 5 guineas, 
which is deducted upon payment of the full amount. For 
general surgical hospital practice, lectures, and demonstra¬ 
tions : Surgery, two winters, £10 10*. One Entrance Scholar¬ 
ship is offered annually of the value of £37 10*. It is 
awarded to the student who, entering for the Dental Degree 
of the University in October, or having entered not earlier 
than the previous April, shall pass the best examination in 
the subjects studied during his apprenticeship. Candidates 
must be under the age of 21 years. Application for 
admission, together with a certificate of birth, must be sent 
to the Dean of the Medical Faculty on or before Oct. 15th. 
Staff.—Dean : Mr. W. Thompson Madin. Consulting 
Physician ; (Vacant). Consulting Surgeon : Mr. Haslam 
Consulting Dental Surgeon : Mr. Frank E. Huxley. 
Honorary Dental Surgeons : Mr. F. IV. Richards, Mr, F. H. 
Goffe, Mr. A. E. Donagan, Mr. J. Mountford. Mr. W. T. 
Madin. Mr. J. E. Parrott, Mr. W. M. Knott, and Mr. 
G. F. Cale-Matthews. Honorary Assistant Dental Surgeons: 
Mr. A. H. Parrott. Mr. C. H. Howkins, Mr. S. H. Roe, Mr. 
A. IV. Welling?, Mr. W. Bowater. and Mr. Harold Round. 
Honorary Orthodontics Officer : Mr. G. F. Cale-Matthews. 
Anaesthetists : Dr. S. W. Haynes. Dr. W. J. McCardie, Mr. 
R. H. Rollinson Whitaker, Dr. R. W. Taylor Haddow, Mr. 


L. Kirkby Thomas, Dr. Haitly Burn, and Dr. D. Buchan. 
Demonstrators : Dr. Humphrey F. Humphreys, Mr. N. A. 
Austin, and Dr. R. A. Broderick. Stipendiary Dental 
Surgeon : Mr. C. W. Randall. House Surgeons : Mr. R. L. 
Booth and Mr. L. Williams. Prosthetic Department : Mr. 
W. M. KnOtt and Mr. S. H. Roe. 

Leeds Public Dispensary. —The Dental Department of the 
Leeds Public Dispensary is fully equipped with every modern 
appliance to provide training for Dental Students, and affords 
every opportunity for the student to prepare for any of the 
Dental Degrees or Diplomas. The Demonstrator of Operative 
Dental Surgery instructs students during their probationary 
course. At the completion of this training students have 
patients allotted to them by the Demonstrator, and have 
every opportunity of acquiring knowledge from the members 
of the Staff, two of whom are in attendance each day. The 
following prizes are awarded ;—First year Students, value 
2 guineas. Operative Dental Surgery Prize, value 5 guineas. 
Two prizes in Prosthetic Dentistry : (a) a prize, value 
2 guineas, for first year pupils ; (5) a prize, value 5 guineas, 
open for competition to all Students. Extraction prize, 
value 2 guineas, open for competition to all Students. A 
prize in Orthodontics, value 5 guineas, is open to all 
students. Dental Staff.—Consulting Dental Surgeon: Mr. 
Frederick Sherburn. Dental Surgeons: Mr. Percival T. 
Leigh, Mr. Walter Marston, Mr. A. G. G. Plumley, Mr. 
Stephen D. Hey, Mr. David Saville, and Mr. J. Newsome 
Taylor. Assistant Dental Surgeons : Mr. James W. Mawer, 
Mr. Geoffrey A. Phillips, Mr. J. K. Crawford, Mr. W. S. 
Thorburn, Mr. Harold R. Bentley, and Mr. Sidney H. 
Hole. Ansesthetists : Dr. F. Whalley and Mr. E. Wrigley 
Braithwaite. Demonstrator and Tutor: Mr. C. H. Child. 
Curator of Dental Museum : Dr. A. G. G. Plumley. House 
Surgeon : Mr. E. A. Rogerson. Instructor of Dental 
Mechanics: Mr. C. E. Foster. Warden : Mr. Stephen D. 
Hey, to whom all communications should be addressed. 

Dental Hospital of Manchester. —This Hospital is in 
association for teaching purposes with the University of 
Manchester and the Royal Infirmary, and is in the centre of 
a very large population. Courses of study are provided to 
meet the requirements of the various examining bodies, 
including those of the University of Manchester for the 
qualifications L.D.S. and B.D.S., and the L.D.S. of the 
Royal College of Surgeons of England. Clinical instruction 
is given by the members of the staff and by the house 
surgeons and demonstrators, and also by the honorary 
ansesthetists in the administration of nitrons oxide gas; a 
special class in ansesthetics is conducted by the clinical 
tutor in that subject. 

A Travelling Scholarship, value £100, will be awarded 
from time to time. Ten prizes, varying in value from £2 to 
£8, are awarded annually. 

For the whole course of hospital instruction for the L.D.S. 
(including two years’ mechanical training) the fee is £100. or 
if paid in instalments, £105. For the two years'Operative 
Course only, £21, or if paid in two instalments, 21 guineas. 
For the whole course of hospital instruction for the B.D.S. 
degree (including mechanical training), £130, or if paid in 
instalments, 130 guineas. Additional practice in Dental 
Mechanics may be taken by pupils who have already received 
their mechanical training elsewhere, at a fee of £20 for six 
months. 

Women students are admitted to the practice of the hospital. 
Staff.—Consulting Physician : Dr. J. J. Cox. Consulting 
Surgeon : Mr. J. Howson Ray. Consulting Dental .Surgeons : 
Mr. I. Ri-nsbaw, Mr. Thomas Tanner, Mr. W. Dykes, and 
Mr. W. Simms. Dental Surgeons: Mr. G. G. Campion, Mr. 
J. W. Dunkerley, Mr. J. W. Gibbons, Mr. D. Headridge, Mr. 

R. Howard. Mr. P. A. Linnell, Mr. J. Hilditeh Mathews, 
Mr. H. W. Norman, Dr. C. H. Preston, Mr. T. E. 
Sherratt, Mr. J. Stephenson. Mr. G. 0. Whittaker, Mr. S. S. 
Doran, Mr. T. Dykes, Mr. Felix Rawsthorne, Dr. H. Simms, 
and Mr. B. J. Kodway. Anesthetists : Mr. A. Wilson, Mr. 

S. R. Wilson, Mr. E. Moir, and Dr. W. Wilson. Prosthetic 
Dental Surgeons : Mr. J. Stephenson and Mr. B. J. 
Rodway. Clinical Tutor in Anesthetics : Mr. S. R. Wilson. 
Demonstrator in Operative Dental Surgery: Mr. H. V. 
Brown. Demonstrator in Orthodontics: ( Vacant). Demon¬ 
strator in Dental Prosthetics: Mr. E. V. Pollitt. Instructor 
in Dental Mechanics: Mr. H. W. Fillan. Tutor: Dr. C. H. 
Preston. Curator of Museum : Dr. C. H. Preston. 

Copies of the Prospectus will be forwarded on application 
to Mr. J. Hilditeh Mathews, Dean. 
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Newcastle-upon-Tyne Dental Hospital and School .—This 
Hospital is centrally situated (within five minutes of the 
various colleges, infirmary, and railway station); the rooms 
are well lighted and thoroughly equipped for carrying on the 
work. Dental surgeons and an anaesthetist attend each 
morning. A tutorial dental surgeon is also in attend¬ 
ance. The Composition Fee for the special Dental 
Lectures and Dental Hospital Practice is £45 3*. if paid in 
one sum, or £46 4j. if paid in two instalments of £23 2*. 
The Composition Fee for the Lectures at the Colleges of 
Medicine and Science is 40 guineas; in addition to this there 
is a library and an athletic fee. Particulars of the fee for 
General Hospital Practice may be obtained from the Senior 
House Physician, Royal Victoria Infirmary, Newcastle-upon- 
Tyne. Medals and Certificates of Merit are granted to 
students showing certain standards of proficiency in the 
various classes at the Dental School. Lecturers :—Dental 
Anatomy and Physiology : Mr. E. Y. Richardson. Dental 
Surgery and Pathology : Mr. J. Coltman. Operative Dental 
Surgery : Mr. T. R. D. Walkinshaw. Dental Histology : 
Mr. C. L. Routledge Dental Mechanics : Mr. J. W. Daniels. 
Dental Materia Medica : Mr. J. Bolam. Dental Metallurgy : 
Mr. C. Lotinga. Orthodontia: Mr. A. Jameson. Dental 
Anaesthetics: Dr. W. E. Alderson. The prospectus of the 
Dental Hospital and School, containing full information, 
may be obtained from either Mr. J. T. Jameson, 12, 
Windsor-crescent, Newcastle-upon-Tyne, Dean, or Mr. 
James Coltman, 13, Ellison-place, Newcastle-upon-Tyne, 
Vice-Dean. 

University of Sheffield. —Specially and beautifully fitted 
rooms have been provided for the Dental Lectures in the 
medical block. Dental students are able to take full 
advantage of the teaching of the various departments of the 
University concerned in their special teaching. A course of 
Practical Demonstrations in Dental Histology and Pathology 
has been added. Composition Fee for the Lectures, £30. 
The Dental School forms part of the University of Sheffield. 
Professors and LecturersDental Metallurgy: Mr. F. K. 
Knowles and Mr. F. Ibbotson. Dental Mechanics: Mr. 
H. James Morris. Dental Anatomy and Physiology: Mr. 
W. J. Law. Dental Surgery and Pathology : Mr. F. G. 
Mordaunt. Dental Histology: Mr. W. J. Law. Dental 
Bacteriology : Professor J. S. C. Douglas and Dr. H. G. M. 
Henry. Dental Materia Medica : Mr. P. S. Stokes. 

She.field Royal Hospital.— The Dental Hospital forms 
part of the General Hospital. The department has a 
fully equipped Mechanical Laboratory, with an Instructor 
in daily attendance, where pupils receive the two years’ 
instruction in Mechanical Dentistry required by the 
curriculum. Two additional Dental Anesthetists have been 
appointed, and the whole department has been reorganised 
and fitted with electric motors, Ac. Fee for Dental Hospital 
practice, £21. Honorary Dental Surgeons : Mr. F. G. 
Mordaunt, Mr. Percy S. Stokes, and Mr. H. J. Stoner. 
Honoiary Assistant Dental Surgeons: Mr. R. C. Webster, 
Mr. J. H. Skerritt, Mr. W. Skerritt, and Mr. F. W. Goodwin. 
Further particulars with regard to the Dental, Medical, 
and Surgical studies may be obtained from the Calendar of 
the University or from the Dean of the Medical Faculty. 

Devon and Exeter Dental Hospital, 24, Soutkernkay, Meat, 
Exeter. —Established 1880. —The hospital is open daily 
(Sundays excepted), and patients are admitted between the 
hours of 9 and 11 A.M. Students attending the practice of 
the hospital must consider themselves strictly under the 
control of the medical officers and must not undertake any 
operation without the consent of the dental surgeon for the 
day. Honorary treasurer. Mr. J. M. Ackland ; secretary, Mr. 
W. Alfred Hooker, A.L.A.A. 


Scotland. 

The Incorporated Edinburgh Dental Hospital and School .— 
The Edinburgh Dental Hospital and School is located in 
a spacious and well-equipped building at 31, Obambers- 
street and otfers special advantages to dental students. 
The General Courses required for the Dental Diploma 
may be taken in the Medical School of the Royal 
Colleges of Physicians and Surgeons or in the University 
schools. The hospital attendance and clinical instruction 
are taken at the Royal Infirmary. The University, Medical 
Schools, and Royal Infirmary are within three minutes' 
walk of the Dental Hospital. The special courses are taken 
in the hospital. The Dental Hospital practice, extending 


over two years, affords a student ample opportunity for 
a full acquaintance with every branch of dentistry. The 
hospital admits a limited number of indentured pupils. 
They receive their instruction in Mechanical Dentistry 
concurrently with the general and special courses. A 
premium of 60 guineas is payable with each such 
pupil. The practice and lectures of the hospital are 
recognised by, and qualify for, all the Licensing Boards. 
The cost of the hospital outfit of instruments is 
included in the Dental Hospital fee of £31 10*. The 
minimum cost of classes and Diploma for the whole coarse 
of dental instruction amounts to £90 7». Those students 
who desire to take a Medical and Surgical Diploma 
in addition to the L.D.S. have in this school admirable 
facilities for so doing. The triple qualification of the 
Royal College of Physicians and Surgeons of Edinburgh and 
the Royal Faculty of Physicians and Surgeons of Glasgow 
is recommended. The minimum cost of Professional Educa¬ 
tion, the Triple Qualification, and the Licence in Dental 
Surgery amounts to £169 Is. Further particulars can be 
obtained from the Dean, Mr, W. Guy. 

Incorporated Glasgow Dental Hospital and School, 
15S, Renfrew-street, and 15, Dalhousie-street, Garnethill, 
Glasgow. —The winter session will begin in October, and 
the lectures will be delivered as follows. In Dental 
Mechanics on Tuesday and Thursday at 7 P.M., by Dr. Hugh 
McKay, and in Dental Metallurgy on Monday and Wednesday 
at 7, by Mr. W. Bruce Hepburn, L.D.S. Fee for each of 
the above courses of lectures, £3 3s. Lectures will also 
be delivered on the following subjects : Dental Surgery, 
by Mr. J, Mason Noble ; Dental Anatomy and Physio¬ 
logy, by Dr. Fred. M. Murray ; Dental Pathology and 
Bacteriology, by Mr. J. F. Webster ; Anaesthetics, by 
Dr. It. Home Henderson ; Operative Technique, by Mr. 
Adam Cubie. The leotures and instruction at the 
Glasgow Dental Hospital and School are recognised by 
all the licensing bodies in the United Kingdom. The 
fees for two years’ hospital practice are £15 15*. The 
hospital is opened daily from 5 to 7 P.M. (Saturdays 
excepted). Students may only enrol during the months of 
April or October. Summer session begins in April. Winter 
session begins in October. 

Glasgow Royal Infirmary (Dental Department).—Mr. 
W. Taylor attends at the Royal Infirmary at 9 A.M. 
on Mondays, Wednesdays, and Fridays, and gives a 
course of instruction in Dental Surgery on these days. 
The following course in the curriculum can be taken at 
St. Mungo’s College : Anatomy, six months ; Practical 
Anatomy, nine months ; Physiology, six months ; Chemistry, 
six months ; Practical Chemistry with Metallurgy, three 
months ; Surgery, six months ; Medicine, six months ; Materia 
Medica, three months ; Clinical Surgery, six months ; Dental 
Surgery, six months, and attendance for two years on the 
dental department of the hospital. The attendance on the 
Dental Clinic is free to students of the hospital. 


Ireland. 

Incorporated Denial Hospital of Ireland, lincoln-piace, 
Dublin .—All Dental Students who have passed their First 
Dental Examination in the Royal College of Surgeons in 
Ireland (or an equivalent examination or examinations) are 
admissible to the Clinical Instruction of the Hospital, after 
paying fees and subscribing to the conditions prescribed by 
the staff. In addition to Clinical Instruction and Special 
Demonstrations, courses of lectures are given at the hospital 
on Dental Surgery and Pathology, Mechanical Dentistry, the 
Administration of Anesthetics, Orthodontia, Dental Anatomy, 
and Dental Materia Medica. Practical instruction is also given 
in Anesthetics. In addition to the longer courses of hospital 
attendance, courses of three months’ duration will be given 
to surgeons intending to practise in the Colonies or remote 
country districts, or in the Army and Navy. 

Fees.—Dental Hospital Practice (each year), £12 12«. ; 
Lectures, £6 6*. ; Composition Fee, £15 15». per annum. In 
addition to the above courses registered dentists who are 
members of the British Dental Association will usually be per¬ 
mitted to take out a three months'course for a fee of 6 guineas. 
The course in practical Dental Mechanics can be taken in 
the Hospital Laboratory. Further particulars can be 
obtained from the Dean, Mr. George Sheppard, F.R.C.S.I., 
L.D.S. Eng. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain J. O’Brien, R.A.M.C., attached to the Royal Field 
Artillery. 

Captain H. K. Birley, Manchester Regiment, was educated 
at Owens College, Manchester, and qualified in 1895. 
After holding appointments at the Manchester Cancer 
Hospital and at the Chorlev Dispensary and Rawcliffe 
Hospital, he commenced practice at Irlams-o’-th’-Height, 
and was Assistant Countv Director of the British Red 
Cross Society at Pendleton. On the outbreak of war 
he was given a combatant commission in the Manchester 
Regiment, and went to the front in November last. 

Died of Wounds. 

Captain G. Stanton, R.A.M.C., attached to the Lancashire 
Fusiliers, was educated at Trinity College, Dublin, and 
qualified in 1915. 

Captain G.H. Wood, New Zealand Medical Corps, waseducated 
at Durham University, qualifying in 1909. After holding 
appointments at the Royal Victoria Infirmary, Newcastle- 
on-Tyne, he practised in New Zealand, and subsequently 
joined the New Zealand Expeditionary Force. 

Captain J. P. Walsh, Canadian A.M.C.. attached to the 
Canadian Infantry. 

Died. 

Major T. G. Brodie, F.R.S., Canadian Army Medical Corps, 
was educated at King’s College. London, and qualified in 
1890. He was formerly professor-superintendent of the 
Brown Institute, University of London, and at the time 
of his death was professor of physiology at the University 
of Toronto, Canada. 

Captain R. I. Binning, Indian Medical Service, qualified 
M.B., Ch.B. Glasg. in 1907, and subsequently held 
appointments at the Western Infirmary and at the 
Royal Infirmary, Glasgow. 

Major N. E. J. Harding, R.A.M.C., qualified M.B., Ch.B. 
Edin. in 1900, and was formerly civil surgeon to the 
South African Field Force. At the time of his death he 
was in command of the 22nd Stationary Hospital, Bombay. 

Wounded. 

Lieutenant P. R. Boswell, R.A.M.C. 

Lieutenant W. E. Dimond, R.A.M.C. 

Captain M. Gross, R.A.M.C. 

Captain E. S. B. Hamilton, R.A.M.C. 

Lieutenant T. H. .James. R.A.M.C. 

Captain F. R. Kerr, D.S.O., R.A.M.C., attached to the 
Liverpool Regiment. 

CaptainR. J. B. Madden, R.A.M.C. 

Captain B. C. Maybury, R.A.M.C. 

Captain T. M. Newton, R.A.M.C. 

Captain A. W. Raymond, R.A.M.C. 

Lieutenant J. MacM. Watson, R.A.M.C. 

Captain W. L. R. Wood, R.A.M.C., attached to the Army 
Service Corps. 

Captain J. Fraser, R.A.M.C. 

Captain S. B. Faulkner. R.A.M.C. 

Captain N. G. Chavasse, R.A.M.C.,attached to the Liverpool 
Regiment. 

Captain E. D. Gairdner, R.A.M.C., attached to the Royal 
Scots. 

Lieutenant J. H.C.Gatchell, R.A.M.C..attached to the Royal 
Ijaucaster Regiment. 

Captain H. H. Robinson, R.A.M.C., attached to the Liverpool 
Regiment. 

Captain O. Teiohmann, R.A.M.C., attached to the Yeomanry. 

Captain C. O. Donovan, R.A.M.C., attached to the Loyal 
North Lancashire Regiment. 

Captain F. J. O. King, R.A.M.C.. attached to the Royal 
Fusiliers. 

Captain P. Thornton, R.A.M.C., attached to the Royal 
Fusiliers. 

Major F. Worthington, D.S.O., R.A.M.C. 

Captain H. B. Day, R.A.M.C., attached to the Royal Welsh 
Fusiliers. 

Captain A. M. Trotter, New Zealand Medical Corps. 

Lieutenant W. J. Knight, R.A.M.C. 

Previously reported Believed taken Prisoners at Knt-el-Amara ,, 
non reported Prisoners. 

Major E. Bennett, R.A.M.C. 

Captain T. E. Osmond, R.A.M.C. 

Lieutenant P. E. O'Donoghue, Indian Subordinate Medical 
Department. 

Lieutenant W. C. Spackman, Indian Medical Service. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war :— 

Second Lieutenant F. W. Long. R.F.A., elder son of the late 
Dr. F. T. Long, Greenodd, Lancs. 

Lieutenant L. T. Seymour. York and Lancaster Regiment, 
second son of Dr. L. W. Seymour, of Woodstock-road, 
Oxford. 

Second Lieutenant C. B. Bass, 10th Yorkshire Regiment, 
elder son of the late C. W. Bass, M.R.C.S. 


The Honours List. 

The King has conferred the honours mentioned upon the 
’following medical officers in recognition of their gallantry 
and devotion to duty in the field 

Distinguished Ser>’ioe Order. 

Temporary Captain Edward Carwardine Gimson, R.A.M.C. 
For conspicuous gallantry when continually attending to the wounded 
under very hewy shell fire. He has displayed the greatest devotion 
to duty and contempt of personal danger. 

Temporary CaDtain Penrose Lanvon Watkin-Williams„ 
R.A.M.C. 

For conspicuous gallantry when tending the wounded for six hours 
In a ahell crater under very heavy shell fire. He was twice knocked 
over by the explosion of shells, and hlB coxt and putties were ripped 
by shrapnel. 

Military Cron. 

Temporary Lieutenant George Perry Armstrong. R.A.M.C. 
For conspicuous gallantry and devotion to duty when tending the 
wounded in the open under heavy tire and getting them back to our 
own lines. 

Temporary Lieutenant Frank Russell Hassard, R.A.M.C. 

For conspicuous gallantry and devotion to duty when collecting the 
wounded under shell, machine-gun. and sniper fire. 

Temporary Captain Hubert Arnold Pallant, R.A.M.C. 

For conspicuous gallantry and devotion to duty when attending to 
the wounded under heavy tiro Later he voluntarily acted as. 
stretcher bearer and helped to carry off nearly 40 wounded under 
heavy shell and machine-gun tire. 

Temporary Lieutenant Valentine Frederick Stock, R.A.M.C. 
For c mspicuous gallantry and devotion to duty. After being rendered 
unconscious by shell explosion, he Insisted on returning to duty, and 
for several days carried out his duties by daylight and exposed to 
heavy fire. 

Temporary Lieutenant Gordon Blanchard Wiswell, 
R.A.M.C. 

For conspicuous gallantry and devotion to duty when attending to- 
the wounded and directing stretcher bearers under shell and machine- 
gun fire without sleep or re9t for three days and nights. 

Captain Clarence Woods Johnston, Canadian A.M.C. 

For conspicuous bravery and devotion to duty. He went forward to 
establish a new dressing station under terrific fire, and worked con¬ 
tinuously for three davs, making many trips bxekwards and forwarde 
with complete success in regard to the evacuation of his wounded. 

Captain William Jonas McAlister, Canadian A.M.C. 

For gallantry and devotion t > duty in attending wouoded under very 
heavy shell fire Though blown up and bally shaken he continued 
his work, which at all time? has been splendl 1. 

Captain John Bruce McGregor, Canadian A.M.C. 

For g than try and devotion to duty during a period of great stress. 
Under great difficulties he cleared all his casualties and on occasions 
carried out his duties uuder very heivy tire quite regardless of 
personal danger. 

Captain Albert Ross, Canadian A.M.C. 

For conspicuous courige and devotion in the performance of hia 
duties. After all dug-outs had been blown in he continued to 
dress and attend to the wounded in open trenches or wherever 
necessity existed. 

Captain Frederick James Tees, Canadian A.M.C. 

For bravery and fearless devotion to duty under heavy shell and 
machine gun fire. Captain Tees le t his beirors In exposed situations, 
with great gallantry, and sucoesifully evacuated ail his wounded. 

Captain Herbert William Wadge, Canadian A.M.C. 

For conspicuous bravery and dovotion t) duty when in charge of an* 
advanced dressing station. Under intense bombardment he con¬ 
tinued to dress and eracuate wounded for four hours. Later, under 
conditions of extreme danger and difficulty, he succeeded in evacuat¬ 
ing all his wounded. 

The names of Temporary Captain H. A. Pallant and of 
Temporary Lieutenants F. R. Hassard, V. F. Stock, and 
G. B. Wiswell, all of the R.A.M C.,appeared in the Honours 
List in The Lancet of August 5th, 1916, p. 253, and are 
repeated above with a statement of the specific acts for 
which the honours have been bestowed. 

The following promotions and appointments of medics,* 
men in connexion with the operations in Mesopotamia are 
announced:— 

C.M.G. —Lfc.-Col. H. C. Maudaley, Australian Army Medical 
Corps. 

Military Cron. —Capt. J. A. Cruickshank, I.M.S.; Capt. G„ 
Wilson, R.A.M.C. 
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VOLUNTARY HOSPITALS AND THE SPIRIT DUTY. 


[August 26,1916 


Comspnknce. 


“Audi alteram partem.” 

VOLUNTARY HOSPITALS AND THE 
SPIRIT DUTY. 

To the Editor of The Lancet. 

Sin,—The House of Commons has voted £10,000 as an 
annual grant to be made to Voluntaiy Hospitals by way of 
affording relief in respect of duty paid on rectified spirit used 
for medical and surgical purposes. It is anticipated that the 
distribution of this sum will be based on the scheme recom¬ 
mended by the Treasury Commiitee appointtd by the 
Chancellor of the Exchequer to deal with the matter. This 
grant will go a long way indeed towards meeting the burden 
of the very heavy duty payable on spirit used in hospitals for 
pharmaceutical purposes. 

Many attempts have been made from time to time to obtain 
some relief, but invariably without success, until Mr. W. 
Clive Bridgeman, M.P., one of the Lords of the Treasury and 
treasurer of the Florence Nightingale Hospital, took the 
matter up in March, 1915, when Unionist Whip, by bringing 
the matter to the notice of Mr. Lloyd George. On becoming 
a member of the Coalition Government Mr. Bridgeman 
secured the sympathetic action of Mr. McKenna, whose 
proposals, however, met with opposition from unexpected 
quarters. The British Medical Association and the Pharma¬ 
ceutical Society very strongly objected to Mr. McKenna's pro¬ 
posals for reasons which were difficult to understand and 
which were founded on mistaken and incomplete know¬ 
ledge of the question at issue. Mr. Bridgeman, with 
splendid persistence and tenacity, continued his efforts 
and eventually secured the appointment of a committee 
charged with the duty of devising a scheme ; this committee 
presented its report a few weeks ago, and the result is as 
stated above. It is bare justice to Mr. Bridgeman to state 
that this excellent result is due entirely to his initiative and 
to his continuous efforts, in spite of great difficulties, to 
achieve his object. The thanks of hospital authorities are 
also due to The Lancet for its powerful support of Mr. 
Bridgeman's proposals contained in the two leading articles 
in its July issues of 1915. 

The machinery for administering the grant will doubtless 
be set up by the authorities very shortly. 

I am, Sir, yours faithfully, 

F. A. Hocking, 

August 18th, 1916. Pharmaceutist, London Hospital, E, 


^Tebrcal fttfos. 


The Mesopotamia Inquiry.—T he first sitting of 
the Commission to inquire into the operations in Mesopotamia 
was held on August 21st at the House of Lords, when the 
evidence of Sir Edmund Barrow, Military Secretary to the 
India Office, was taken. The Commissioners decided that 
the meetings of the Commission be conducted in private. 

The Indian Medical Service. —It was recently 
announced in the press that alter the open competitive 
examination held last July for ad mission to the Indian 
Medical Service no similar examination would be held during 
the continuance of the war. but that such appointments as 
might te required to meet the absolutely indispensable needs 
of the service would be made by nomination by the Secretary 
of State. To assist him in making these appointments, 
which, as already announced, will be limited in number to 
the absolutely indispensable needs of the service, Mr. 
Chamberlain has appointed a selection committee, who will 
summon and interview such applicants as may appear to be 
prima facie suitable and make recommendations for appoint¬ 
ment. Applications for appointment should be addressed 
to the Secretary of the Military Department, India Office, 
Whitehall, S.W., and should contain concise particulars of 
the applicant’s medical degrees and career. Applicants 
must, be over 21 and under 32 years of age at the time of 
application. Particulars regarding pay, promotion, Ac., in 
the service can be obtained from the Secretary, Military 
Department. 


Metropolitan Asylums Board : Diploma in 
Public Health.— A three months’ course of lectures and 
demonstrations in hospital administration will be given at the 
undermentioned hospitals on the days and at the times 
stated below: North-Western Hospital, Hampstead, N.W., 
Dr. E. W. Goodall, Moudavs and Fridays at 5 P.M., beginning 
Monday, Oet. 2nd ; Grove Hospital, Tooting Graveney, S.W., 
Dr. J. E. Beggs, Mondays and Thursdays at 5 P.M., beginning 
Thursday, Oct. 5th. The fee for the course is £3 3*., and is 
payable to Mr. Duncombe Mann, clerk to the Metropolitan 
Asylums Board. 

We regret to learn the sudden death in London 
of Dr. Thomas Gregor Brodie.F.R.S., professor of physiology 
in the University of Toronto, and formerly professor-super¬ 
intendent of the’ Brown Institute. 

The Wellcome Historical Medical Museum will 
be closed from Sept. 1st to 30th inclusive for cleaning. It 
will reopen in October with a loan exhibition illustrating 
the folk-lore of London, including medical charms, amulets, 
and other objects found to have been used by the superstitious 
in connexion with the cure and prevention of disease. 

We are informed that Dr. Robert Armstrong- 
Jones, superintendent of the London County Lunatic Asylum 
at Claybury, has retired from his position, which he has held 
with much distinction for the past 24 years. The Clayburv 
Lunatic Asylum was the first asylum opened by the London 
County Council, and was also the first establishment to try 
the care and treatment of private patients under municipal 
control. _ 


IJarliamentaqr Intelligence. 


NOTES ON CURRENT TOPICS. 

The Autumn Recess. 

Both Houses of Parliament adjourned on Wednesday, 
August 23rd, for an autumn recess. They reassemble on 
Oct. 10th. _ 


HOUSE OF COMMONS. 

Wednesday, August 16th. 

Medical Examination of Recruits. 

Mr. Harvey asked the Financial Secretary to the War 
Office whether any detailed physical standard had been issued 
to the various Army medical boards to ensure that cases 
should be dealt with on uniform principles and, in particular, 
whether any instructions had been issued to secure a 
uniform method of dealing with organic diseases such as 
diseases of the heart.—Mr. Forster said in reply: The 
physical standard is fixed for each of the categories, and 
this standard is determined by the nature of the duties 
assigned to the particular category. Apart from this, con¬ 
ferences are from time to time held to secure coordination 
between the work and practice of the different boards. 

Mr. Harvey a9ked whether the examination of recruits 
by the various Army medical boards was inspected from time 
to time by competent medical experts.—Mr. Forster : Yes, 
sir, the Deputy Directors of Medical Service of the commands 
are responaibfe for inspecting from time to time the work of 
examining recruits. 

Invalided Officers from Mesopotamia. 

Captain Ormsby-Gore asked the Financial Secretary to 
the War Office whether he was aware that a number, about 
20, of officers wounded or sick from Mesopotamia were 
invalided home to England on leave on medical certificate 
for limited periods of three or four months, leaving Bombay 
on a hospital ship on July 7th, 1916, were landed at Suez on 
July 18th, and were there' informed that there would be no 
hospital ship to take them on from Egypt until August 20th, 
if then ; whether these officers were kept at Alexandria in 
hospital until August 2nd, when they were informed that if 
they liked they could go by ordinary transport thence to 
Marseilles, and, on embarking on this transport, were com¬ 
pelled to sign a declaration certifying that, if a passage to 
England by transport was granted to them, they would 
pay all expenses incurred en route, including, if lauded 
at' Marseilles, the fare through France, that they were 
travelling by transport at their own request and risk, that 
they would not iu future prefer any claim whatsoever 
for the payment of any expenses incurred during the 
journey to England, and that they were aware that 
they were allowed to stay in Egypt and await passage to 
England by hospital ship, but that if they did so they must 
stay in hospital or convalescent home and adhere to the rules 
of that institution ; whether he is aware that the transport 
on which they travelled on these conditions also carried 
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officers not sick or wounded, on ordinary leave from Egypt, 
who were given free warrants across France and were forced 
to pay no expenses; why this differentiation was made 
against officers invalided from the Mesopotamian front; 
and whether, seeing that the period of leave dated from 
leaving Bombay and no proper arrangements were made 
for transportation for these sick and wounded officers 
beyond Suez, he would see that their leave was 
extended for the time they were detained in Egypt. 
—Mr. Forster answered : The statements made' in the 
first three parts of the question are, I am informed, 
substantially correct, so far as the information in the 
possession of the War Office goes. As regards the 
fourth and fifth parts of the question, I cannot at present 
sav precisely why the authorities in Egypt made these 
officers sign the declaration referred to, but I may inform my 
honourable and gallant friend that the question of reimburs¬ 
ing the travelling expenses and also extending leave will be 
sympathetically considered. I may add that it is impossible 
to provide hospital shipB in Egypt to meet the Indian 
hospital ships, and that patients from India have to be 
transferred to hospitals in Egypt until they can come on. 
There has been a shortage of hospital ships in the 
Mediterranean lately owing to the heavy requirements 
arising from the operations in France, but this has now 
been remedied. 

Health in Military Camps. 

Mr. Bennett-Goldney asked the Financial Secretary to 
the War Office whether the Government had again refused 
to deal with the dangers to health to which Canadian and 
other soldiers were exposed in the neighbouring towns to 
military camps; whether, as these dangers must continue 
so long as the Government would take no adequate steps 
bv legislation to keep sick, undesirable women under 
surveillance and control until they were cured, he would 
take steps to provide suitable and sufficient hospitals for 
the victims of our present neglect; and, with this end in 
view, whether he would ascertain to what the present 
delay in carrying out the necessary work at Elham was 
due.—Mr. Forster answered: There has been no refusal 
to deal with the dangers mentioned. The matter is receiving 
attention, and my noble friend the Under Secretary of 
State has recently held a conference on the subject. 

Elham Hospital. 

Mr. Bennett-Goldney asked the Financial Secretary to 
the War Office whether he would take the necessary steps to 
accelerate the work which had been considered advisabl* 
to undertake in connexion with the conversion of the union 
at Elham into a hospital for sick Canadian soldiers; 
whether he was aware that, although the Government 
had now taken over the whole of this block of build¬ 
ings, which it was estimated could aicommodate some 
five to six hundred patients, arrangements were only 
in progress for the receptiou of 200; whether bis atten¬ 
tion had been called to the position of the present tent 
hospital for such cases as it was contemplated to send to the 
Elham institution; whether he knew that the men were now 
in immediate proximity to the much-frequented and dusty 
high road between Hvtlie and Folkestone, and that the tents 
and the patients were visible to every passer-by; and whether 
he would take steps to provide more’suitable accommodation 
either in the buildings or grounds at Elham.—Mr. Forster 
replied: The building referred to has been allotted to the 
Canadian authorities, and they are making their own arrange¬ 
ments. The Army Council have no information regarding 
any work contemplated or already undertaken at this hos¬ 
pital, but I will make inquiries. 

Treatment of Venereal Diseases. 

Major Astor asked the President of the Local Government 
Board whether any, and, if so, how many, councils of 
counties and county boroughs had not yet submitted to the 
Board any scheme for providing diagnosis and treatment 
of venereal diseases based on the recommendations of 
the Royal Commission in their report dated Feb. 11th, 1916, 
and promised by him on behalf of the Government to a 
deputation of the National Council for Combating Venereal 
Diseases on April 14th, 1916.—Mr. Long answered: I am 
afraid that my honourable friend does not realise that it 
takes some time and consideration to evolve documents 
containing the technical and administrative details which 
the Department's order and circular comprise. I am as 
anxious as he is that the scheme shall be set going, and I 
can assure him that there has been, and will be, no avoidable 
delay. 

Thursday, August 17th. 

Supply of Cocaine to Dentists. 

Mr. McCallum Scott asked the Home Secretary whether, 
if he was satisfied that novocaiue was an effective’substitute 
for cocaine, he would make his restrictions with regard to 
the supply of cocaine apply equally to all dentists, registered 
as well as unregistered.—Mr. H. Samuel replied: I see no 
grounds, as at present advised, for applying the restrictions 


to practitioners duly registered under the Dentists Act. I 
would point out also that if registered dentists were pre¬ 
vented from using cocaine the supply of novocaine for the 
unregistered would be made more difficult. 

Mr. McCallum Scott : Is there any reason why restric¬ 
tions should apply to unregistered and not to registered 
dentists?—Mr. Samuel; Yes, because registered dentists 
are persons who are registered to receive cocaine, and un¬ 
registered dentists are not registered. Any person can call 
himself an unregistered dentist. 

Exemptions from Vaccination. 

Mr. Chancellor asked the President of the Local Govern¬ 
ment Board whether, in cases where exemption from vacci¬ 
nation was granted for a child to the mother in the absence 
of the father on service in the Army, the father remained 
liable to penalties on his return home.—Mr. Long replied : 
My department has sent a circular letter to all vaccination 
officers impressing on them that it is their duty to accept as 
valid declarations made by the mother of a child in the 
father’s absence from home on naval or military service. 

Outbreak of Fever at Lettermore. 

Mr. O’Malley asked the Chief Secretary to the Lord 
Lieutenant of Ireland whether his attention had been drawn 
to the outbreak of fever at Lettermore in the Oughterard 
Union; and whether he would authorise an inquiry to be 
held with a view to ascertaining and removing the cause or 
causes of the periodic outbreaks of fever in this district.— 
Mr. Duke wrote in reply: Investigations are being made by 
the medical inspector of the Local Government Board with 
a view to ascertaining and, if possible, removing the cause of 
the outbreak of fever at Lettermore. If further inquiry 
appears to be necessary it will be made. 

Tuesday, august 22nd. 

Unfit Men in the Army. 

In the course of the debate on the motion for the adjourn¬ 
ment of the House lor the autumn recess, several honourable 
Members complained that numbers of men who were phy¬ 
sically unfit had been passed into the Army. 

Mr.’ Lloyd George (Secretary for War) said that, owing to 
the bringing of the Military Service Act into operation, it was 
almost inevitable that anomalies and hardships should have 
arisen. The marvel was that in the light of these conditions 
so few should have arisen. The men now going into the 
army were about the best we had since the beginning of 
the war. No doubt amongst them were men not quite up 
to the average physical standard. No doubt in certain 
cases mistakes might have been made by medical men, and 
it was quite obvious that there might have been cases of 
tuberculosis which were not at once detected. On the other 
hand, there were cases which had been let off which ought not 
to have been let off. It was only fair that before cases were 
brought up in the House of Commons, the opportunity 
should first be given to the War Office to set matters right. 
The military authorities certainly did not wish to get men 
physically unfit passed into the Army. 


JJlamages, anb gtafys. 


BIRTHS. 

Turner.— At Dene House, Ellison-place, Newcastle-on-Tyne, on the 
16th Inat.. the wife of Major G. Grey Turner, R.A.M.C, (T.P.), 
of a son. _ 


MARRIAGES. 

Roxburgh—Fletcher. —On August 16th, 1916, at St. Michael’s, 
Higbgate. by the Rev. W. Ogle, Vicar of the parish, assisted by the 
Rev. Prebendary F. S. Webster, Rector of All Souls’, Langham- 
place, and the Rev. P. E. Tivamley, Alexander Bruce Roxburgh, 
M.B., F.R.C.S., of 3. Manchester-square, W., son of the late 
William Roxburgh, M.D., F.R.C.P., to Edith Annie, daughter of 
George Fletcher, M.D., J.P., and Mrs. Fletcher, of Highgate, N. 


N.B.—A fee of 5s. is charged for the Insertion oj Notices of Births, 
Marriages, and Deaths. 


OUR CURRENT NUMBER 
Being almost exclusively devoted to information especially interesting to 
iStudents, we are necessarily compelled to defer the publication of 
communication* on other important subjects. 

We tender our best thanks to those gentlemen who have at considerable 
personal trouble kindly supplied us with the returns and prospectuses 
upon which the information given in this Students' Number of 
The Lancet relative to the various medical examining bodies, 
hospitals, and medical school* of the United Kingdom is based. 
We regret that in some cases, however, owing to proofs having been 
either not returned at all or too late, certain inaccuracies may be found. 
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MANAGER’S NOTICES. 

ALTERATION OF INLAND SUBSCRIPTION RATES. 

OWING to the alteration in the Inlaui Newspaper Postal 
rate, the postage on on'i copy oi Ths Lancet will in future 
be Id., ami sometimes lid. 

The revised Inland Subscription rates are 

One Year.£13 3 

8ix Months .0 13 8 

Three Months .0 7 0 

The rates for the Colonies and Abroad (thin paper edition) 
will be as usual:— 

One Year.£15 0 

Six Mouths .0 14 0 

Three Months ..0 7 0 

Subscriptions (which may commence at any time) are 
payable in advance. Cheques and Post Office Orders (crossed 
“ London County and Westminster Bank, Covent Garden 
Branch") shoull be made payable to the Manager, 
Mr. Charles Good, The Lancet Offices, 423, Strand, 
London, W.C. 


TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions nicer above. 

The Manager will be pleased to forward copies direot from 
the Offices to places abroad nt the above rates, whatever be 
the weight of any of the copies so supplied. 


ADVERTISEMENT RATES. 

Books and Publications .) 

Official and General Announcements 1 Five lines and 

Trade and Miscellaneous Advertise- f under. 4s. 0d 

ments and Situations Vacant.I 

Every additional line, 61. 

Situations Wanted : First 31 words, 2s. 6d. 

Per additional 8 words, 6 d. 

Quarter Page, £110s. Half a Page, £2 15s. 

Entire Page, £i 5s. 

Special terms for Position Pages. 
Advertisements (to ensure insertion ttie same week) 
should be delivered at the Office not later than Wednesday, 
accompanied by a remittance. 


Oommnnications. Letters. &c.. have been 


received 

A.—Messrs. Allen and Hanburys, 
Lend.; Mr. E. Arnold, Lond.; 
Mr. M. Alderson, Liverpool; Mr. 
W. L. Allott. Ho3’land Nether; 
Anderson College of Medicine, j 
Glasgow, Secretary of; Mr. S. F. ' 
d’Azevedo, Foz do Douro: Dr. i 

J. L. Aymard. Johannesburg; 
Dr. T. D. Acland, Lond.; Dr. I 

N. A.Alexereff, Stretensk, Siberia; I 
Dr. Robert Armstrong-Jones, | 
Woodford Bridge; Mr. R. J. 
Albery, Lond. 

B —Dr. D. M. Barcroft, Lond.; Dr. 
Thos. S. Blair, Harrisburg, Fa,; 
Mr. J. Brindley-James. Lond.; i 
British Journal of Nursing, ! 
Lond., Assistant Editor of; Sir • 
Lauder Brunton. Bart., Lond.; 
Mr. D. M. Bel', Pelham Manor; 
Black's Advertising Agency, 
Lond.; Bristol Eye Hospital. 
Secretary of; Messrs. John Bale, 
Sons, and Danielsson, Lond.; I 
Messrs. Butter worth and Co., 
Lond.; Lieutenant E. G. Barker, 

K. A.M.C.; Messrs. P. C. Burton 
and Co., Lond.; Dr. W. C. Bosan- 
quet. Lond.; Lieutenant Norman 
Bradly, R.A.M.C.; Board of Agri 
culture and Fisheries, Lond.; i 
British Dental Association, Lond., 
Secretary of ; Messrs. Burroughs 
Wellcome and Co., Lond.; Messrs. 
Baker Bros., Lond.; Mr. A. de : 
Winter Baker, Lond.; Dr. A. , 
Bygott, Bury St. Edmunds;! 
Dr. C. S. Bluemell, Rugby; Mr. 
Henry Bazett, Lond. 

0 .— Mr. T. P. Cooper, York; 
Messrs. E. Cook and Co., Lond.; 
Church Army, Lond., Secretary 
of; Dr. Celotto. Naples; Messrs. 
J. and A. Churchill. Lond.; I 
Captain M. A. Collins, R.A.M.C.; 
Clinical School, London Univer¬ 
sity, Secretary of. 

D.— Dr. T. Dutton, Lond.; Dental j 
Record , Lond., Publisher of, 1 
Lieutenant T. Newman Darling, 

R.A.M.C.; Captain A. H. T. 
Davis, H.A.M C.: Dr. Drum¬ 
mond, Newcastle - on - Tyne ; 
Messrs. W. Dawson and Sons, ; 
Lond. 

B.—Major C. H. Evans, K.A.M.C.; ‘ 
Exeter Dispensary, Secretary of ; j 
Lieutenant-Colonel J. S. Elliott, 

M.D.; Erasmie Co., Warrington. 

F. —Mrs. M. Forrester, Cambus; 
Factories, Chief Inspector of, 
Lond.; Dr. George Foy, Dublin;, 
Messrs. Fannin and Co., Dublin; ! 
Mr. H. Freeman, Lond. 

G. — Dr. A. C. Gcmmell, Aropton : 
Dr. W. Qarstang, Hueknall 
Torkard ; Gas Lighting Improve-1 
mont Co., Lond.. Secretary of; j 
Mr. J. Gambor, Paris; Messrs. 
R. D. Galbraith and Co., Lond.; 
General Post Office. Lond., Secre¬ 
tary of: Mrs. Green, Lond.; 
Messrs. Gerth van Wyk and Co., 
Lond.; G. 


from— 

H.—Mr. PaulB.Hoeber,New'York; 
Rev. A. J. Heath, Berrnw; Hull, 
Medical Officer of Health of; 
Mr. B. W Housman, Northfield ; 
Dr. J. Haddon. Denholm; Colonel 
J. C. Humphreys, Brighton; 
Huddersfield Education Com¬ 
mittee, Secretary of; H. H.; Dr. 
Gr L. Hill. Birmingham; Dr. 
Eardley Holland, Lond.; Major 
Arthur F. Hertz. R.A.M.C.; i 
Mr. F. A. Hocking. Lond.; Dr. 
Henry R. Harrower, Los Angeles; 
Hospital for Sick Children, Lond., 
Acting Secretary of. 

J. —Jeyes Sanitary Compounds Co., I 
Lond.; Mrs. Jones, East Meon : 
Captain Edgar Jones, K.E ; Dr. 

E. Jackson, Denver. U.S.A.; 
Dr. A. J. Jex-Blake, Lond. 

K. —Mr. H. Kimpton, Lond.; 
King's Cross (Fever) Hospital, 
Dundee, Medical Officer of; 
Messrs. T. Kerfoot and Co., 
Bardsley; Captain F. H. Ken¬ 
nedy, R.A.M.C.; Lieutenant 
James J. Kelly. 

L. —Leeds University, Secretary of; 
London Lock Hospital, Secre¬ 
tary of; Messrs. Lee and 
Martin, Birmingham; Leeds 
Public Dispensary. Secretary of; 
London Electro-Medical Supply 
Co.; Captain J. R. Lee, R.A.M.C.; 
Miss T.C.Lennard, H<ve; London 
(Royal Free Hospital), School of 
Medicine for Women, Assistant 
Secretary of. 

M. -Mr. J. A. Manton, Sheffield; 
Mr. J. E. R. McDonagh, Lond.; 
Dr. C. F.Marshall, Lond.; Captain 
W. T. Dakin Mart, R A.M.C.(T.); 
Metropolitan Asylums Board, ! 
Lond., Clerk to the; Colonel 
Kenneth Macleod I.M.S., (retd.); 
Mr. A. R. Mansell, Lond.; Lieu¬ 
tenant-Colonel C. S. Myers, 
R.A.M.C.; Maruzen Co., Tokyo; | 
Fleet-Surgeon G. E. Macleod, i 
R.N.; Manchester Northern Hos- ! 
pital. &c.. Secretary of; Manches- . 
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Latent tuberculosis, in a sense other than that applied 
clinically, may be defined as an infection of the body with 
tubercle bacilli without the infection showing a specific 
development—that is, a new formation or change of tissue, 
■which can be recognised by macroscopic or microscopic 
examination. 

The present research was undertaken with a view to 
determine the presence and frequency of this form of 
tuberculous infection in adults and in children, and for this 
purpose my investigation has been directed to post-mortem 
cases which presented to a careful examination by the naked 
eye no evidence of tuberculous lesions anywhere in the 
body. 

Method of Investigation. 

The material chosen for this inquiry was furnished bv 
lymphatic glands, such as those of the cervical, bronchial, 
mesenteric, or retroperitoneal groups, which, on gross exa¬ 
mination, either presented a liealthy appearance or only 
showed a simple enlargement without being visibly diseased. 
These glands were dissected from the body, and, as a pre¬ 
cautionary measure lot destroying the organisms acquired 
secondarily during the process of conducting the post¬ 
mortem examination, their surfaces were carefully seared. 

' The material from different sites, after such preliminary 
treatment, was then separately emulsified in the following 
way. It was cut up into minute pieces with scissors and 
ground to pulp with a pestle in a porcelain mortar; normal 
physiological saline was then gradually added, while the 
grinding was continuously kept up until a fine emulsion 
was formed. This was filtered through muslin to strain off 
the coarse particles, the filtrate so obtained being then 
inoculated into the animals. 

Guinea-pigs were employed in every instance for the 
detection of tubercle bacilli, and the intraperitoneal method 
of injection was, with few exceptions, that adopted. The 
animals, if they did not die prematurely, were killed at the 
fifth or sixth week after inoculation, and a careful post¬ 
mortem examination was conducted with a view to determine 
the presence or absence of tuberculous infection. 

Results of Investigation. 

My study, in the attempt to throw light on the subject 
of latent tuberculosis in the meaning defined, comprises 
32 cases which were found free from tuberculosis at necropsy 
and, also, subsequently on microscopic examination of a 
section of the glands employed for the test. I investigated 
. four other cases which are not included for the following 
reasons; in one, a section of the glands submitted to the 
test showed definite tuberculous lesions microscopically, 
though giving no indication of the disease to the naked eye ; 
in the second case, the guinea-pigs inoculated with the 
material all died prematurely; the remaining two cases 
were also excluded, as the material utilised for the study 
was furnished by glands which subsequently, on further 
examination, were determined to be affected with malignant 
disease, thougn showing only a simple enlargement at the 
necropsy. 

For descriptive purposes the oases can be conveniently 
divided into two groups, one of adults and one of children. 
The adult group consisted of 18 cases constituted as 
follows:— 

Seven cases in each of which the cervical, bronchial, and 
mesenteric glands were separately studied. 

F'ive cases iu which the mesenteric glands alone were 
studied. 

Three cases in which the bronchial glands alone were 
investigated. (One case also includes the glands along the 
pancreas). 

One case in which the cervical and bronchial glands were 
separately tested. 

One case in which the cervical and mesenteric glands were 
separately examined. 

One case in which the cervical glands alone were 
determined. 

No. 4853. 


The other group, that of children, consists of 14 cases 
as under;— 

The mesenteric glands from nine cases. 

Thecervical and mesenteric glands from each of three cases. 

The cervical, bronchial, and mesenteric glands from one 
case. 

The bronchial glands from one case. 

On the result of animal inoculation, the material from 
2 out of 18 cases of adults and from 1 out of 14 cases of 
children was proved to be tuberculous. 

A summary of the 32 cases into a tuberculous group 
(Table I.) and a non-tuberculous group (Table II.) is given 
below. 


Table I. —Three Cases shotting neither Macroscopic nor Micro¬ 
scopic Evidence of Tuberculosis , but Proving to be Tuberculous 
on Animal Inoculation. 


Kef 

No. 

of 

cas« 

3ex 

Age 

Nature of disease. 

Source of 
material for 
inoculation. 

Nature of material. 

25 

M. 

56 

Pericarditis, ne¬ 
phritis. 

Cervical gl. 

81ightly enlarged. 

52 

F. 

61 

Beart disease, lupus 
erythematosus. 

Glands near 
pancreas. 

Swollen, congested. 

54 

M. 

3i 

Osteomyelitis. 

Mesenteric gl. 

Soft, congested. 

ii.- 

-Twenty 

-nine Canes showina no Evidence of Tuberculosis on 

Naked-Life and Microscopic Examination, and on Animal 
Inoculation . 

3 

M. 

43 

Injuries to spine. 

Cervical gl. 
Bronchial gl. 
Mesenteric gl. 

Slightly enlarged. 
Enlarged, pigmented 
Healthy. 

4 

M. 

39 

Lobar pneumonia. 

Cervical gl. 
Bronchial gl. 
Mesenteric gl. 

Slightly enlarged. 

Normal. 

6 

F 

36 

Myocarditis. 

Cervical gl. 
Bronchial gl. 
Mesenteric gl. 

Enlarged, pigmented 
Slightly enlarged. 

7 

F. 

22 

Eclampsia. 

Cervical gl. 
Bronchial gl. 
Mesentexic gl. 

Normal. 

Slightly enlarged. 

9 

F. 

64 

Heart disease. 

Cervical gl. 
Mesenteric gl. 
Bronchial gl.* 

Normal. 

*• 

10 

M. 

44 

Burns. 

Cervical gl.* 
Bronchial gl. 
Mesenteric gl. 

Enlarged, congested. 
Normal. 

26 

aM. 

44 

Bronchitis. 

Cervical gl. 
Bronchial gl. 

Enlarged, pigmented 
ti 

30 

F. 

10 

Splenic amemla. 

Cervical gl. 
Bronchial gl. 
Mesenteric gl. 

Enlarged. 

Greatly enlarged. 

31 

F. 

16 

Heart disease. 

Bronchial gl. 

Enlarged, cedema- 
tous. 

36 

F. 

13 

Meningitis, peri¬ 
carditis. 

Cervical gl. 
Mesenteric gl. 

Greatly enlarged. 
Moderately enlarged. 

41 

F. 

19 

Heart disease. 

Mesenteric gl. 

Slightly enlarged. 

42 

M. 

28 

Intestinal obstruc¬ 
tion. 

Mesenteric gl. 

Moderately enlarged 

43 

M. 

u 

Cerebral hemor¬ 
rhage. 

Mesenteric gl. 

Enlarged. 

65 

F. 

29 

Peritonitis. 

Mesenteric gl. 

Several enlarged. 

56 

M. 

22 

Diabetes. 

Mesenteric gl. 

Many enlarged. 

58 

M. 

10 

Bronchopneumonia 

Cervical gl. 
Mesenteric gl. 

Enlarged. 

61 

F. 

12 

9 

Mesenteric gl. 

Generally enlarged. 

62 

M. 

13 

Osteomyelitis. 

Mesenteric gl. 

.. 

68 

M. 

3 

Pneumonia. 

Mesenteric gl. 

Some enlarged. 

69 

F. 

7j 

9 

Mesenteric gl. 

Enlarged. 

79 

F. 

52 

Lymphadenoraa (?). 

Cervical gl. 

Greatly enlarged. 

87 

F. 

3 

Bronchopneumonia 

Mesenteric gl. 

Enlargod. 

88 

M. 

31 

Bronchopneumonia 

Mesenteric gl. 

A few enlarged. 

90 

M. 

1 

Intussusception. 

Mesenteric gl. 

Generally enlarged. 

92 

F. 

7 

? 

Cervical gl. 
Mesenteric gl. 

Markedly enlarged. 
Enlarged, massed 
together. 

93 

M. 

20 

Syphilis (?). 

Cervical gl. 
Mesenteric gl. 

Enlarged, pale. 

102 

It. 

38 

Heart disease. 

Bronchial gl. 

Enlarged. 

116 

M. 

47 

Heart disease. 

Mesenteric gl. 

One enlarged. 

117 

M. 

24 

Heart disease. 

Bronchii.1 and 
mediastinal gl 

Enlarged, congested. 


* Animal died prematurely. 
K 
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As already mentioned, in none of these 32 cases was there 
any evidence of tuberculosis in the body either on naked eye 
or on microscopic examination. Hence it may be stated 
that 3 of my 32 cases were undoubted instances of latent 
tuberculous infection, in which living tubercle bacilli were 
demonstrated in the tissues of the human body by means of 
animal test, and yet in situ these produced no changes 
detectable by the naked eye or the microscope. 

The following is a summarised account of the three cases 
of latent tuberculosis :— 

(а) Case 25.—The patient, a male aged 56, died from heart 
disease. At the post-mortem examination none of the 
organs were affected with tuberculosis. The cervical and 
mesenteric glands were slightly enlarged, while the bronchial 
glands presented a normal appearance. The guinea-pigs 
inoculated with the cervical glands developed tuberculosis; 
those with the bronchial and mesenteric gland9 remained 
healthy. 

A culture isolated from the cervical glands, which showed 
histologically only some congestion, was of the human type. 
(The criteria’ I used in the identification will be described in 
a paper to be published shortly in the Journal of Pathology 
and Bacteriology.) 

(б) CASE 52.—The case was that of a woman, aged 61, who 
died of a terminal pneumonia following lupus erythematosus. 
At the necropsy no trace of tuberculous lesions could be 
discovered in the body. None of the glands showed any 
signs of disease, except that along the aorta and pancreas a 
few were simply swollen and congested. Sections of these 
glands showed, on microscopic examination, diffuse fibrosis 
and pigmentation. A culture raised from the glands men¬ 
tioned belonged to the human strain. 

(e) Case 54.—The patient, a boy 3 years and 6 months old, 
died from acute osteomyelitis of the tibia. Numerous 
abscesses of the lungs were found on post-mortem examina¬ 
tion, while the other organs showed extremely cloudy 
swelling. Other than enlargement and congestion of some 
of the mesenteric glands, there were no changes detectable 
in the glands. A microscopic examination of the mesenteric 
glands employed for the test failed to reveal any signs of 
tuberculosis. A culture isolated from the mesenteric glands 
was identified to be of the human type. 

A review of the literature on this subject furnishes the 
following results of previous observers. 

Orth, 11 as early as 1879, pointed out that glands, though 
normal in naked-eye appearance, may show tuberculous 
changes on histological examination, and he was probably 
the first to demonstrate the existence of such lesions in the 
tissues of the human body in conditions where they were 
undetected by the unaided eye. 

This view was subsequently corroborated bv Loomis, 12 who 
demonstrated that glands which did not present to the 
naked eye any evidence of disease and were therefore con¬ 
sidered normal, could give rise to a tuberculous infection in 
animals on inoculation. This author used for his experi¬ 
ments the bronchial glands from adults. 

In the following year further confirmation was found in 
the investigation of Pizzini, 15 whoshowed that out of 30 cases 
of adults in whom no tuberculous lesions could be ascer¬ 
tained, 12 (10 with the bronchial and 2 with the bronchial 
and cervical glands) were found infected with tubercle 
bacilli, on submitting the glands to the animal test. 

Eastwood and Griffith,'' in the course of their investigation 
into the incidence and bacteriological characters of tuber¬ 
culous infection in children, have studied 150 cases in 
children. Among these were 61 cases, showing at the post¬ 
mortem examination neither evidence of infection with 
tubercle bacilli nor visible lesions of tuberculosis. In every 
case excepting one (in which the cervical glands were also 
included) the bronchial and mesenteric glands were 
separately studied by inoculating each group into guinea- 
pigs. Of the 61 non-tuberculous cases, 5 produced tuber¬ 
culosis in the inoculated animals, the tubercle bacilli isolated 
being of the bovine type in three instances. 

Stanley Griffith 7 has also studied, by means of animal 
inoculation, the bronchial and mesenteric glands of 
33 children who showed at necropsy no macroscopic evidence 
of tuberculosis. In one of two further cases the bronchial 
glands alone, and in the other the mesenteric glands alone, 
were investigated. Exclusive of one case, in which all the 
guinea-pigs inoculated died prematurely, out of the groups 
of these glands belonging to 34 children two produced 
tuberculosis in the guinea-pigs inoculated, and in each 
instance it was the bronchial-gland group. The cultures 
obtained from these two cases were of the human type. 

There was no record of a hiBtologieal examination of the 
glandB being undertaken by the last four observers; hence 
their cases cannot be identified with conclusiveness a 9 
instances of latent tuberculosis in the sense above defined. 


Our definite knowledge, probably the first, of the occur¬ 
rence of latent tuberculosis appears in the communica¬ 
tion of Kaeble," who mentions that two cases (one aged 
41 years, the other 54 years) out of 23, in which normal 
bronchial glands were used for the inoculation, conveyed 
tuberculous infection to the experimented animals. 

Not long afterwards this subject was further investigated 
by MacFadyean and MacConkey. 13 who examined a series of 
mesenteric glands from 28 post-mortem cases, all of which, 
excepting one of 6 years and another of 8 years old, were 
under 5 years of age. The 28 cases, based on a gross examina¬ 
tion at necropsy, were divided into two groups, tuberculous 
and non-tuberculous, the former numbering 8 cases, while 
the latter numbered 20 cases. Of the non-tuberculous 
cases, 5 were proved to be tuberculous on animal experiment, 
and in 2 of these a histological examination did not demon¬ 
strate the presence of any tuberculous lesions. 

More recently additional investigations on this subject 
have been recorded. Rosenberger, l,< in his inquiry involving 
a study of the mesenteric glands in 21 non-tuberculous cases, 
which showed no tuberculous changes histologically, found 
that 6 (4 adults and 2 children) out of 14 cases were capable 
of transmitting tuberculosis to the inoculated animals. 

liarbitz' examined at necropsy 142 cases of children and 
found that 18 of the 91 cases.in which there was neither macro¬ 
scopic nor microscopic evidence of tuberculosis, were tuber¬ 
culous on animal test. The material giving this result was 
in 13 instances the neck glands. In the other 5 cases the 
result was produced by injection of thefollowing: (1) tracheal 
glandB; (2) neck and mesenteric glands; (3) mesenteric and 
retroperitoneal glands; (4l neck, tracheal, and mesenteric 
glands; and (5) neck and tracheal glands. 

That latent tubercle bacilli may also be found in glands 
other than lymphatic glands has been recorded by Goodale 6 
in his report oh the clinical examination of children with 
enlarged tonsils. These he examined from 9 cases of 
children, varying from 2 to 9 years old. The tonsils, before 
being inoculated into guinea-pigs, were examined histo¬ 
logically in 7 instances. Of the latter cases, 2 showed no 
tuberculous changes either to the naked-eye or microscopic 
examination, yet they were instrumental in giving rise to a 
tuberculous infection in the experimental animals. 

Ipsen, 0 during the course of his examination of 102 cases 
of children, of which 74 were non-tuberculous, was able to 
demonstrate the presence of 9uch latent tubercle bacilli in 
the mesenteric glands of one case, aged 2 years. These 
glands on inoculation into guinea-pigs produced tuberculosis. 

Again, Weber and Baginsky, 19 in their investigation, have 
been able to establish the presence of this form of latent 
tuberculosis in one case, that of a child of 24 years old, 
in a series of 26 children, ranging from 3 months to 12 
years of age. This case showed neither macroscopic nor 
microscopic evidence of tuberculosis, and the material 
capable of infecting the animals on inoculation was furnished 
by the cervical glands. 

Bartel 1 has shown that in 8 out of 68 cases of children 
dying from measles, diphtheria, or scarlet fever, in whom 
there were no tuberculous lesions detectable, either by the 
naked eye or the microscope, the giands (cervical, bronchial, 
or mesenteric) were proved to be tuberculous on inoculation. 

Other evidence haB been furnished by the work of 
Rabinowitsch. 18 This author mentions the case of a child, 
aged ;14 months, who died from broncho-pneumonia, the 
cervical and mesenteric glandB from which, though normal 
in appearance in every respect, were capable of causing 
tuberculosis in the inoculated animals. 

Further instances of this latency are found in Beitzke’s 
paper. 1 He showed that among 27 cases of children dying 
from disease other than tuberculosis 9 were tuberculous 
on animal test, the material employed being normal cervical, 
tracheo-broncbial, and mesenteric glands. 

Examples of quiescent tubercle bacilli are not only 
confined to the human body, for they have also been 
observed in animals by, amongst others, Rabinowitsch and 
Kempner. 17 

From the large amount of evidence accumulated one may 
draw the conclusion, in spite of objections from certain 
quarters, notably that of Joest, 10 that the existence of 
latent tuberculosis in the human body, in the meaning 
already defined, has been abundantly proved. Further, by 
means of the animal test, it can be substantiated in a 
certain proportion of individuals otherwise not recognisable 
as tuberculous by the naked eye or the microscope, probably 
an average of about 12 per cent., as the appended table 
indicates, with perhaps variations at different periods of 
life. 

Bartel and Spieler 3 lay great stress on the importance of a 
lymphoid or pre-tubercular stage, which is characterised by 
enlargement and swelling of the glands before there is any 
histological evidence of tuberculosis. How long tubercle 
bacilli may remain latent in the human body cannot be 
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determined on the present knowledge of the subject ; but in 
the case of animals Bartel 2 has demonstrated that tubercle 
bacilli may reside in the tissues as long as 104 days without 
producing any specific changes. He used for his experiment 
rabbits and guinea-pigs which were fed with human tubercle 
bacilli, and found that the glands of the infected animals, 
though normal to the naked eye and microscopic examina¬ 
tion, contained tubercle bacilli, as was proved by their 
potency in producing tuberculosis in animals on inoculation. 

Summarising the results obtained by the various workers 
and myself gives the following table. 


Table III. 


Authors. 

■o’ 
m 0 

II 

» 

*3 , 

O I 

-x 

SS 

Glands in which latent tubercle 
bacilli were demonstrated. 


.3* 

■3 3 

Cervical. 

Bronchial. 

Mesenteric. 

Kaeble . 

23 

2 

8'7 

— 

2 

— 

Harbitz . 

91 

18 

19*7 

16 

3 

3 

Weber u. Biginsky 

25 

1 

3-85 

1 

— 

— 

Ipsen . 

74 

1 

1-35 

— 

— 

1 

MacFadycau anil 
MacConkey 

20 

2 

10-0 

_ 

_ 

2 

Bartel . 

68 

8 

11-75 

5 («) 

3 

2 

Rosenberger. 

14 

6 

42-85 


— 

6 

Goodale. 

9 

2 

222 

2(6) 

— 

— 

Own caseB . 

32 

3 

9-4 

1 

1(c) 

1 

To als . 

357 

43 

12-0o 

25 

9 

15 


(a) Including 4 tonsils. (0) Tonsils. (C) Bronchial and retroperi¬ 
toneal glands. 
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Relief Work in Armenia.—T he chairman of 
the Armenian Refugees (Lord Mayor’s) Fund sends us 
an account of three months’ work in the devastated 
vilayets of Armenia from an eye-witness, Rev. Harold 
Buxton, honorary secretary to the fund, who has just 
returned to England. It is urgently necessary that 
public opinion should be focussed oh the position of 
these most unfortunate viotims of the war. Mr. Buxton 
confirms the terrible stories of their sufferings told in the 
House of Lords some months ago by Lord Bryce. Of the 
estimated 2,000,000 Turkish Armenians, perhaps 1,000,000, 
the account goes, have been deported and 500,000 massacred. 
Only some 200,000 escaped into the mountains and so across 
to Russian soil. These are the people whom the fund is at 
present relieving, and help must be available during the 
coming winter. The most urgent matter is now to repatriate 
them on their own lands. The address of the fund is 
96, Victoria-street, 8.W. 


THE DIAGNOSIS OF THE ENTERIC 
FEVERS IN INOCULATED INDIVIDUALS 
BY THE AGGLUTININ REACTION. 

By GEORGES DREYER. M.A Oxon., M.D. Copenhagen, 

MAJOR, R.A.M.C. ; PROFESSOR OK PATHOLOGY, UNIVERSITY 
OK OXFORD; 

AND 

E. W. AINLEY WALKER, M.A., D M. Oxon., 

CAPTAIN. O.T.C., ATTACHED THIRD SOUTHERN GENERAL HOSPITAL; 
LECTURER IN PATHOLOGY, UNIVERSITY OF OXFORD. 

(From \n . — Stationary HoepitaX s B.E.F ., and Department 
of Patholoyy, University of Oxford.) 

A Report to the Meploal Research Committee. 


In addition to material collected at the Department of 
Pathology in Oxford, we refer in the following communica¬ 
tion to details of material already published in outline by 
Dreyer and Torrens from the — Stationary Hospital, 
British Expeditionary Force. For permission to make use 
of this material we are greatly indebted to the officer com¬ 
manding, Lieutenant-Colonel Evans, D.S O., R.A.M.C., as 
well as to the officer then in charge of the bacteriological 
laboratory of that hospital, Lieutenant-Colonel Grattan, 
R.A.M.C., and his staff of workers. 

The agglutinin reaction constitutes the most valuable 
guide which we possess for the diagnosis of the enteric 
fevers (typhoid, paratyphoid A, and paratyphoid B). For 
while direct cultivation from blood, fmces, and urine is, 
when successful, final and convincing, the percentage of 
cases in which positive results are obtained by culture 
methods does not at a liberal estimate exceed about 50 per 
cent. Among these cases will, of coarse, be also included 
carriers not actually suffering from active disease. 

Unfortunately, there appears to exist a belief that the 
introduction of protective inoculation against B. typhosus, 
and more recently against the paratyphoid bacilli also, has 
rendered the agglutinin reaction lees reliable or less con¬ 
clusive diagnostically than was formerly the case. This 
belief, however, is not justified by the evidence available ; 
though it is undoubtedly the fact that the practice of inocula¬ 
tion has not only enhanced certain difficulties whicli already 
existed, but also introduced some new difficulties of its own. 
As a result of this it is no longer possible to make use with 
advantage of certain methods largely qualitative in character 
which before were commonly considered adequate for 
diagnostic purposes. And it has become necessary to employ 
some accurately quantitative method. Moreover, since the 
diagnosis now depends on the results of a series of several 
(three or more) successive observations, the method used 
must be one whose results on successive occasions are strictly 
comparable, inter ge, and can be expressed in definite and 
accurate measurements relative to some fixed standard. Such 
a method has the further very great advantage that wherever 
and whenever such tests may be performed they will form 
a part of a homogeneous statistical material. All these 
requirements are met by the method which has been 
rendered generally available in naval and military hos¬ 
pitals for the past 12 months by the issue, on behalf 
of the Medical Research Committee, of the standardised 
agglutinable cultures prepared in Oxford. But the diagnosis 
of individual cases could equally well be carried out by any 
other method of an accurately quantitative character if such 
method be in use. 

The curious and widespread lack of appreciation which 
still exists with regard to the necessity for employing exact 
quantitative methods in performing agglutination tests in 
inoculated individuals has led to most remarkable and con¬ 
tradictory statements. Thus, while C. D. Hamilton, 1 for 
example, declares that “a positive Widal reaction in any 
person who has ever been inoculated with the antityphoid 
vaccine is of no value in diagnosing typhoid fever,” H. L. 
Tidy 2 maintains that ' ‘ a positive agglutinative reaction to 
bacillus typhosus after the fifth day of pyrexia is as definite 
a proof of typhoid fever in an inoculated man as in a non- 
inoculated one.” 

The answer to these statements is that the exact measure¬ 
ment of the agglutinin title of inoculated persons by means 
of standardised agglutinable cultures shows that they are 
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equally errontous. On the one hand, active infection can be 
diagnosed as well in typhoid-inoculated individuals as in 
non-inoculaied persons ; and, on the other hand, the absence 
of inoculation agglutinins within the first 12 months or 
more after inoculation is a very rare occurrence in properly 
inoculated individuals, and is no more frequent in the 
subjects of pyrexial attacks than in persons who remain in 
perfect health. 

These points have already been dealt with on several 
occasions by ourselves and others. There is, however, this 
difference as regards practical bearing between the views of 
Hamilton and Tidy—namely, that while Hamilton’s conten¬ 
tion, if accepted, merely leads to the result that about half 
the cases will go undiagnosed, Tidy’s view would entirely 
vitiate all statistical material bearing on the protective 
value of antityphoid inoculation. Since, as we have stated 
before, the vast majority of all febrile attacks occurring in 
persons inoculated within a year or so would, if his con¬ 
clusions were accepted, necessarily be diagnosed as typhoid 
fever. Now that a triple (typhoid, paratyphoid A, and 
paratyphoid B) vaccine is in general use in the armies at 
war, the questions at issue will acquire a steadily increasing 
importance. Accordingly, although we have already 
endeavoured to explain the fallacy of the contentions put 
forward by Tidy, his continued efforts to elaborate a defence 
of his views, his failure to produce evidence in support of 
them, and the misuse of the data published by ourselves and 
others into which he has been led, make it necessary for us 
to seek indulgence while we return once more to the exa¬ 
mination of his contentions. We may add that were it not 
for the urgent practical importance of enteric diagnosis 
under existing conditions we should not have considered it 
at all necessary to deal further with statements so obviously 
at variance with the accumulated evidence of different 
observers as those put forward by Tidy. 


U. L. Tidy'8 Contention *. 

We have already quoted one of Tidy's leading statements 
■made at the discussion on paratyphoid fever at the Royal 
Society of Medicine. 3 We now place in parallel columns 
the views which he put forward in The Lancet 2 in the 
early part of this ) eir and our own replies based on evidence 
which we presented in the same journal. 4 


Tidy’s ConcUurtons. 

“ 1. Inoculation agglutinins are 
diminished or entirely removed 
by febrile conditions. It is possible 
that they are converted into 
agglutinoirls.” 

“2. In certain cases they may 
return, but usually do not do so.” 


“3. A positive agglutination re¬ 
action to B. typhosus after the 
fifth day of pyrexia lias the same 
value in an inoculated as in au un- 
inoculated person." 

“4. Immunity conferred by in¬ 
oculation may be affected at the 
same time as the inoculation 
agglutinins.” 

These three statements in reply bo Tidy’s conclusions were 
proved quite fully by the figures which we published. But 
shortly after the appearance of our contradiction Tidy, 
ignoring altogether the fact that this demonstration of the 
futility of his original contentions had been afforded, but at 
the same time tacitly abandoning all further effort to defend 
them, proceeded in a letter to the Editor of The Lancet 5 to 
re-shuffle his cards. He then took up an entirely new posi¬ 
tion, but with such adroitness as to convey to the casual 
reader the impression that what he now put forward was 
actually the view that we had attacked. And he took us 
severely to task for having failed to offer evidence adequate 
to disprove this new theory which had not been before ns 
when we wrote. Finally, by making considerable play with 
a totally inaccurate interpretation of the figures which we 
submitted he purported to show that they were really 
favourable to his view. Upon this letter a brief comment was 
written by one of us (E. W. A. W.°), pointing out that Tidy 
had been entirely misled in his use of our figures. Tidy then 
replied in a new letter, 7 which showed still more clearly his 


Evidence presented by us to show 
that : 

“ 1. The febrile condition asso¬ 
ciated with paratyphoid fever does 
not cause disappearance of typhoid 
agglutinins from the blood of 
persons inoculated against 
typhoid.” 

“2. Other febrile conditions 
also, in so far as they have 
hitherto presented themselves, do 
not cause disappearance of typhoid 
agglutinins from the blood of 
inoculated persons.” 

“3. The statement ‘opposite' is 
entirely erroneous. Its acceptance 
would lead to such deplorable 
results in diagnosis that we feel 
compelled to repeat Its categorical 
denial.” 


inability or unwillingness to appreciate the meaning of 
numerically expressed scientific observations, and castigated 
us again, because, as he stated, we had failed to submit 
figures in disproof of his revised but equally fallacious views 
which, as a matter of fact, he has not himself as yet 
supported by any solid or significant evidence.* 

Having thus briefly, but as we believe correctly, indicated 
the general character of Tidy's dialectic, we shall now try 
to deal as concisely as possible with the details of his 
arguments, and to show how completely he has misinterpreted 
the evidence. 

On two different occasions Tidy applied two different 
processes to our figures. On the first occasion he compared 
the arithmetical mean of the numbers of standard agglutinin 
units found in normal inoculated individuals (Dreyer and 
Inman' 1 ) with the means of the numbers of the units found 
in inoculated persons suffering from paratyphoid fever or 
other febrile conditions. This procedure was fallacious for 
the following reasons. 

1. The relatively limited number of observations given in 
each of our series showed an enormous range of individual 
variation, as, for instance, among 74 normal inoculated 
individuals a range from 30 to 1390 standard agglutinin 
units ; in the case of 75 individuals suffering from para¬ 
typhoid fevers a range from 6 to 875 units; and in 33 
cases of other febrile conditions a range from 6 to 438 
units. They therefore constituted a material to which the 
method of taking means was quite inapplicable. 

2. The normal inoculated individuals were not comparable 
as regards inoculatiou agglutinins with the febrile cases, 
since the former were examined within a comparatively short 
time of their inoculation, while the latter were only observed, 
after the lapse of a much longer interval of time. This point 
is naturally fundamental, since, as is well known, the inocu¬ 
lation agglutinins steadily diminish from the period, within a 
few weeks of the date of inoculation, when their maximum 
is reached. 

On the second occasion Tidy instituted a comparison 
between the values of the middle terms of the different 
series. This method, however, was equally unsuitable, and 
for the same reasons. Moreover, the fact that the figures 
which he arrived at by the method of means were widely 
divergent from those which he obtained by his second method 
of taking middle terms should have afforded him a mathe¬ 
matical demonstration of the fact that both these methods 
of comparison were inapplicable to the figures in question. 

To make this point clear we place in parallel columns the 
results obtained by taking arithmetical means and by taking 
middle terms as done by Tidy. 


Table I. 


Series. 

Averages arrived at by 

Arithmetical 
Oj cans. 

Middle 

terms. 

Normal typhoid inoculated persons . 

238-9f 

139 0t 

Paratyphoid A occurring in typhoid inocu- ( 
lated persons ..) 

37 2 

325 

Paratyphoid B occurring in typhoid Inocu- t 
lated persons ..... s I 

150 3 

75 0 

Other febrile conditions occurring In typhoid ( 
inoculated persons . \ 

77-5 

440 


t Tidy gives these figures Incorrectly as 225 and 138 respectively. 


Now it is well known that unless the figure obtained by 
taking the arithmetical mean of a series of observations is 
approximately the same as the value of the middle term of 
the series, the material concerned cannot properly be used 
for the purpose of arriving at mean values. In the table 
above it is seen that only in one of the series (paratyphoid A 
cases) do these figures at all approach each other in value. 
In the paratyphoid hi series the figure for the arithmetical 
mean is doable that of the middle term of the series. And 
in the other two serieB the difference is enormous, though 
not quite so great. It follows that the arguments which 
Tidy bases on the mean values obtained from our figures by 
these two methods necessarily fall to the ground. 


* Since the present communication was written It baa come to the 
knowledge of one of us that Dr. Tidy prepared his material for publica¬ 
tion some eight months ago. Its non appearance hitherto has been 
due to circumstances beyond his contiol. 
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That the inoculation agglutinins do not disappear as a 
result of febrile attacks we had already proved. And from 
what his just been said it is evident that our material 
cannot be made use of to support the view that they are 
diminished. 

Tidy further states that if he applies a method of com¬ 
parison which we ourselves made use of—namely, to take 
the presence of as much as 25 Standard Agglutinin Units 
per c.c. of serum as an arbitrary standard of comparison— 
to the normal inoculated individuals in Dreyer and Inman’s 
series and to our series of cases, he finds that the febrile 
cases show a marked diminution in inoculation agglutinins. 
This limit of 25 agglutinin units was chosen by us as an 
arbitrary point of comparison as beiag very far above the 
titre of typhoid agglutinins found in normal non-inoculated 
persons who have not had typhoid fever, since such persons 
only very exceptionally exhibit the presence of as much as 
4 standard units. It in no way represents a diagnostic 
limit. But this method of comparison was equally inapplic¬ 
able as employed by Tidy for the reasons already given — 
namely, that the normal individuals and the febrile cases 
constituted dissimilar materials, owing to the fact that the 
two series were examined at very different times from the 
dates of their protective inoculation. Ou the other hand, 
the material to which we applied this form of comparison 
was not subject to any such objection. 

In this connexion we must advert to an astonishing 
statement made by Tidy in the course of his arguments — 
namely, that a serum tit c of 100 Standard Agglutinin Units 
“apparently corresponds to a ‘positive’ reaction in non- 
inoculated persons.” It is difficult to understand how so 
entirely fallacious a statement could commend itself to 
anyone acquainted with the ordinary limits which have been 
recognised for years as forming a reliable standard in the 
serum diagnosis of typhoid infection, and still less to anyone 
who had read attentively the communications which he 
undertook to criticise. For 100 standard units correspond 
to standard agglutination in a serum dilntion of anything 
from 1 in 250 to 1 in 700 or 800 according to the sensitive¬ 
ness of the particular standardised agglutinable culture 
employed. Whereas it is definitely laid down in the direc¬ 
tions for the use of standardised agglutinable cultures, 
which since the middle of July, 1915, have been issued 
from this department on bihalf of the Medical Research 
Committee, as follows: "In nnn-inooulated persons who 
have not had typhoid (or paratyphoid) fever agglutination in 
a dilution of 1 in 25 justifies a strong suspicion of typhoid 
(or paratyphoid) infection. But th^ test must be applied 
again in the course of a few days to ascertain whether there 
is any change in the titre of agglutination Marked 
agglutination in a dilution of 1 in 50 or more is (nearly 
always) diagnostic of active typhoid (or paratyphoid) 
infection." That is to say that the presence of from 4 units 
to 10 units of agglutinin justifies strong suspicion ; and the 
presence of 10 units to 20 units is (nearly always) definitely 
diagnostic. These limits of serum dilution were clearly 
stated by one of us (G. D.) as long ago as 1906,” and have 
been maintained in all subsequent communications, since all 
experience showed them to be fully adequate. It was on 
this account that we were able to deny Tidy’s statement that 
“a positive agglutination reactidn to B. typhosus after the 
fifth day of pyrexia lias the same value iu an inoculated as 
in a non-inoculated person,” and that “other febrile con¬ 
ditions ” cause disappearance of typhoid agglutinins. Since, 
as has been shown, normal non-inoculated persons who have 
not had typhoid fever only very exceptionally exhibit an 
agglutinin titre of as much as 4 standard units, while more 
than 98 per cent, of the “ febrile cases” which we quoted 
had a titre of from 6 to 875 units per cubic centimetre of 
serum 

But Tidy further claims that the tables published by 
Dreyer and Torrens 10 in their first contradiction of his 
statements also show “that it is evident that the febrile 
cases have distinctly less agglutinin than the normal inocu¬ 
lated persons.” How he arrived at this conclusion from the 
data given we cannot conceive. But we can easily show 
that it is not the case by now giving, as an example, the data 
for the 149 paratyphoid B. cases (from the 171 cases of 
paratyphoid fevers then referred to) in greater detail, 
expressing the observations in Standard Agglutinin Units. 
This form of expression was not employed on the previous 
occasion because the tables as they stood contained ample 
evidence to refute the contentions then put forward by Tidy. 


Table II a contains the individual observations summarised 
in the table published by Dreyer and Torrens from the 
— Stationary Hospital, British Expeditionary Force. In 
all the cases the B. paratyphosus B was isolated in the 
course of the disease. Tables IIB and II c give the material 


Table II .—Data for Typhoid-innonlated Individuals. 

A. Typhoid Agglutinin Unit » in Paratyphoid It Fever chiefly 
during the Acute Stage. 
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C. Typhoid Agglutinin Unite in Paratyphoid A Fever, chiefly 
during Convalescence. 
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published by Dreyer, Gibson, and Ainley Walker from the 
3rd Southern General Hospital, and Table II D the data 
for normal inoculated individuals obtained by Dreyer and 
Inman. All the data are expressed in terms of standard 
typhoid agglutinin units per cubic centimetre of the serum. 

It is obvious on the most cursory inspection of these tables 
that it would be entirely irrational to attach any kind of 
value whatever to their arithmetical means or to their 
middle terms for the pnrpose of direct comparison between 
the different series, since they show a range of individual 
variation so extreme—as, for example, from 5 to 20,001 
Standard Agglutinin Units in a series of 149 observations. 
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To show how utterly irrelevant this method of comparison 
is for the figures in question, we give in Table III. the figures 
representing the arithmetical means and middle terms of the 
series of observations recorded above, eicher individually or 
in various combinations. The entire lack of agreement 
between the value of the different arithmetical means and 

Table III. 


Seriee. 

Average arrived at by 

Arithmetical 1 
means. 

Middle 

terms. 

1. Normal typhoid inoculated person (72 cases)... 

238 9 

139 0 

2. Paratyphoid B observed chiefly during the 1 
acute stage (L49 c-nes) .f 

1146 8 

462 0 

3. Paratyphoid B observed chiefly during con- ) 

valescence (33 cases;.1 

4. All the cases of paratyphoid B taken to -1 

gether (224 cases) .) 

! 1503 

966 1 

75-0 

235 5 

5. All the cases of piratyphoid B and para-) 
typhoid A take a together (255 cases).1 

791-9 

200-0 


the corresponding middle terms for each series of observations 
renders obvious the illegitimate character of snch a method 
of comparison in the case of the observations concerned. 

Nevertheless, it may be of interest to note for the benefit 
of anyone to whom the elementary principles of mathematics 
are unfamiliar what extraordinarily adverse evidence as to the 
validity of Tidy’s views would be afforded by this erroneous 
method of comparison. Thus it is seen that the agglutinin 
titre in those cases of paratyphoid B fever which were for 
the most part examined during the acute stage of the disease 
yield an arithmetical mean 4'8 times as great as the arith¬ 
metical mean of the titres found in normal inoculated 
individuals. Expressed by middle terms the former series 
shows a titre 3-3 times as great as that in the latter. 
Assuredly there is here no evidence of diminution or dis¬ 
appearance of typhoid agglutinins as the result of the 
pyrexial attack. Similarly, when all the paratyphoid B cases 
are taken together the arithmetical mean of their agglutinin 
titres and the middle term are respectively 4 times and 17 
times as great as the corresponding figures for the normal 
inoculated individuals. In the same manner, taking all the 
paratyphoid fever cases A and B together, the arithmetical 
mean and the middle term of their agglutinin titres are 
respectively 3 3 times and 14 times as great as in the case 
of normal inoculated individuals. 

On the other hand, if we consider by themselves the cases 
of paratyphoid B fever observed chiefly during convalescence 
it is seen that the typhoid agglutinin titre of normal inocu¬ 
lated individuals is 16 times, or 19 times as great as that of 
the former, according as we take arithmetical means or 
middle terms But this difference is an entirely artificial 
and meaningless one, since the cases of paratyphoid B 
fever observed in the acute stage have themselves a titre 
7-6 times, or 6 3 times as great as that of convalescent 
cases according as we take arithmetical means or 
middle terms. There is therefore no evidence whatever in 
any of the data given above which lends the least support 
to Tidy's views. Moreover, our emphatic and repeated con¬ 
tradiction of his statement that inoculation agglutinins are 
removed or markedly diminished by pyrexial attacks, and 
that a positive Widal reaction after the fifth day of pyrexia 
has the same value in an inoculated as in an uninoculated 
person, is not based exclusively on the extensive material 
which has accumulated during the present war. It is in 
absolute agreement with the important and careful observa¬ 
tions carried out by Grattan and Harvey, and Grattan and 
Wood some years ago in their investigation of paratyphoid 
fever in India. Thus Grattan and Harvey 11 showed that in 
undoubted cases of paratyphoid A fever in typhoid-inoculated 
individuals (in which the bacillus was recovered from the 
blood) a marked increase in the agglutinins for B. typhosus 
was noted. They further stated that “these cases would have 
been diagnosed on the Widal reaction as mild cases of true 
enteric fever.” In a later communication Grattan and 
Wood 12 repeated and amplified the foregoing conclusions, 
and laid particular stress on the danger of errors in diagnosis 
arising from this increase in inoculation agglutinins. 

The fact of the matter is that the question whether the 
inoculation agglutinins are diminished at all or not after the 


fourth or fifth day of pyrexia can never be settled finally by 
comparing different individuals. Since the range of individual 
variation is so enormous as regards the agglutinin content of 
the serum, whether in normal inoculated persons or in those 
attacked by fever, it can only be decided by following the 
serum titre of individuals during the acute infection by 
means of exact quantitative measurements capable of reduc¬ 
tion to a constant standard so as to ascertain what are the 
changes which do actually occur in their agglutinin titres. 
This is done in all our cases as a matter of routine, since, as 
has been fully explained on a previous occasion (as well as 
in the directions for the use of Standard Agglutinable 
Cultures) it is necessary to do so in order to arrive at a 
reliable serum diagnosis. 

The effect of the pyrexial condition associated with para¬ 
typhoid B infection is exemplified in the cases shown below 
in Table IV., which are taken from cases where the titre of 
typhoid agglutination was definitely affected by the febrile 


Table IV —Paratyphoid B Fever in Tyjihoid-inoculated 
Individuals. 


Case. 

| Day of 
illness. 

Standard agglutinin units per c.c. of serum. 

Typhoid. 

1 Paratyphoid A. | 

Paratyphoid B. 


9 

556-0 

< 1-4 

2060-0 


13 

3700-0 

< 1-4 

1060U-0 

1 i 

17 

13090-0 

< 14 

29400 0 

( 

21 

3700-0 

<1-4 

16480-0 


8 

37-0 

< 1-4 

29-4 

) 

15 

83-0 

<1-4 

735'0 

2 \ 

22 

55-6 

< 1-4 

1040-0 

( 

32 

25-9 

< 14 

470 0 


10 

463 

<1-4 

588-0 

,J; 

14 

2780 

< 1-4 

29400 


18 

650 0 

< 1-4 

111800 

( 

22 

593-0 

<1.4 

8240-0 


9 

481*0 

<1-0 

588-0 

4 - 

13 

2960 0 

< 10 

7650 0 


17 

3520-0 

<1-0 

26400-0 


attack. In other cases, as we have shown elsewhere, the 
typhoid agglutination titre may remain unchanged or only 
slightly increased throughout the course of paratyphoid 
fever. But wherever the typhoid agglutination titre is 
affected at all the change produced is one of active rise, 
subsequently followed by a fall towards the former level. 

When such rise occurs its beginning is either somewhat 
antecedent to, or synchronous with, the beginning of the 
rise in paratyphoid B agglutination titre. Its maximum is 
reached either before or at the time that the paratyphoid B 
agglutinins reach their maximum. And, as seen from the 
examples given in Table IV., in cases where the typhoid 
maximum precedes the maximum of paratyphoid B agglu¬ 
tination the subsequent fall in typhoid titre progresses 
rapidly, while the paratyphoid B titre continues to rise 
sharply to its maximum. This maximum occurs between 
the sixteenth and twenty-fourth (usually the eighteenth to 
twentieth) day of the disease (as is also the case in typhoid 
fever and in paratyphoid A fever), after which the usual fall 
in paratyphoid B titre sets in. 

The cases quoted in Table IV. are a few examples from a 
long series. They prove clearly that there is no diminution 
or disappearance of typhoid inoculation agglutinins as the 
result of the pyrexial condition in paratyphoid fever. It 
follows that in view of the great mass of evidence produced 
by other workers, as well as by ourselves, it is obvious that 
Tidy’s startling conclusions, which we have been at pains to 
discuss in detail, are entirely erroneous. Moreover, he has 
not himself as yet offered any substantial body of data in 
their support. The real question at issue is a simple question 
of facts, and there we now propose to let the matter rest. 

Alortire Cases of Typhoid and Paratyphoid Fevers. 

The occurrence of mild cases of enteric fever has long been 
recognised, and Woodruff and others have called special 
attention to the danger of neglecting these cases, which may 
only have slight fever lasting a few days. In practice they 
are often taken for other conditions, and are not uncommonly 
put down as febricula. Sometimes, as Osier and McCrae 
point out, they may only be recognised through the routine 
Widal reaction. If these facts were true before the intro¬ 
duction of protective inoculation, still more must they be 





The Lancet,] MR. DONALD: A METHOD OF DROP-MEASURING LIQUIDS AND SUSPENSIONS. [Sept. 2, 1916 423 


true since the widespread introduction of inoculation against 
typhoid and the paratyphoid fevers. 

The effect of prophylactic inoculation is threefold: 
firstly, it diminishes the incidence of these infections; 
secondly, it lessens the mortality among those infected ; 
and, thirdly, it increases the proportion of mild and atypical 
onset among the latter. Now, in non-inoculated persons 
the diagnosis of mild cases is not difficult where the Widal 
reaction is employed as a matter of routine. But in 
inoculated individuals the mere detection of agglutinin is, 
of course, without significance. Accordingly, all doubtful 
febrile cases, of however short duration, occurring in 
inoculated persons, require a quantitative determination of 
their agglutinin titre for typhoid and paratyphoid bacilli on 
three or more successive occasions at a few dayB’ interval 
before the presence of typhoid or paratyphoid infection can 
be excluded. 

In a certain number even of the mildest cases of these 
infections the rise and subsequent fall in the agglutinin 
titre are so definite that the diagnosis could never be in 
doubt. But in other cases the rise and fall of the curve are 
much less marked, and differences of opinion may exist as 
to whether the case is one of active infection or not. In 
order to assist in the elucidation of such cases it may be 
stated that the following points are of importance in the 
interpretation of the agglutinin curves. 

1. The maximum agglutinin titre of active typhoid or 
paratyphoid infection occurs between the sixteenth and 
twenty-fourth day of the disease, and most frequently about 
the eighteenth to twentieth day. 

2. If the maximum is reached at what appears to be an 
earlier date, it is important to institute a careful inquiry into 
the actual date of onset of the illness. 

3. If it is clear that the maximum falls markedly outside 
the limits given above (day 16-24) a diagnosis of typhoid or 
paratyphoid fever should not be based on a rise in titre of 
only moderate extent—i.e., a 100 or 200 per cent, increase 
in agglutinin titre. Because experience is not at present 
sufficient to exclude the possibility that a rise of this extent 
may be due to other febrile conditions. 

4. In following out the titration of the patient’s serum on 
several successive occasions it will frequently be found that 
the maximum has fallen between two dates of observations. 
And two successive observations at about the same level do 
not mean that the curve is stationary at this point, but 
merely that the maximum has occurred between there. 
Similarly, if the two highest observations are at different 
levels, it does not follow that the highest titre observed 
represents the maximum of the agglutinin curve. But it 
does follow that the maximum has occurred between these 
points. 

5. In inoculated persons among whom mild and atypical 
attacks of typhoid (or paratyphoid) fever are likely to occur 
with fever of perhaps only a few days’ duration, and with 
few if any of the usual symptoms, the diagnosis of typhoid 
or paratyphoid fever must not be rejected without the most 
careful consideration. As far as experience at present goes, 
if a regular rise and subsequent fall, even of only 100 or 
200 per cent., occurs in the typhoid (or paratyphoid) 
agglutinin titre of the serum, and its maximum clearly 
falls between the sixteenth and twenty-fourth day from the 
onset of illness, the case is likely to be one of typhoid (or 
paratyphoid) infection. And we must not be misled by the 
fact that the patient may be convalescent or quite well again 
long before the date when his maximum agglutinin titre is 
reached. 
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A METHOD OF DROP-MEASURING LIQUIDS 
AND SUSPENSIONS. 

(SUPPLEMENTAL NOTES AND NOTES ON APPLICATIONS.) 
By R. DONALD, B.SC. N.Z., D.F.H. OxF. 

(.From the London Hospital Baateriolor/ieal Laboratory — 
Professor W. Bulloch, M.D. Aberd., F.R.S.) 

Reference to the various topics of the two articles— 
the article in The Lancet of Dec. 4th, 1915, and this 
article—will be facilitated by the following summary of 
contents. The roman numeral refers to the article, the 
ordinary number to the paragraph. 

Surface tension promotes accurate delivery by drops and 
hinders accurate delivery otherwise of small quantities of 
liquids: I., 1-3; II., 61. Outline of this drop-measuring 
method: I., 4-17; II., 2. The conditions determining drop- 
size briefly stated: I.,4; cf. II., 24. Tubing required: I.,6; 

II., 15. Drawing pipettes: I., 7. Gauging: I., 8. Testing 
drop-count of a liquid: I., 9, especially by small measure- 
llask : II., 23. Effect of drop-rate on drop-volume : I., 10; 

II., 26. Mercury-plunger tube: I., II; II., 64. A method 
of using the teat: I., 11. Separator cylinder with Mariotte 
tube: I., 15, 16. Resistance in pipettes by capillary, cone- 
valve, Ac. : I., 10; II., 17. 

Apologia for the second article; II., 1-3. Fundamental 
physical phenomena : II., 4-8. Apparently these phenomena 
are misunderstood in some quarters: II., 9,10. Errors in 
“ Standard ” dropping-pipettes : II., 9,10 ; 34-42. Corrective 
experiments: II., 12. Table of gauge-sizes, Lancashire 
(i.e., Stubbs) and Morse; drops per c.c.; c.mm. per drop: 

II., 20. Explanation of table: II., 19, 21,15. Various liquids 
have various surface tensions: II., 22 et passim in the applica¬ 
tions Making and use of small measure-tlask for check¬ 
ing drop-count: II., 23. Acid-fast marking with blue-black 
ink: II., 23. Recapitulation of essentials for correct drop¬ 
measuring; II., 24. Drop-volume increases more and more 
rapidly as pipette slopes from vertical : II., 25. 

List of applications of the method : II., 28. Bibliography 
of the method : I., l.note ; II., 28. Applications in stalagmo- 
metry and in viscosometry: II., 29. In the Widal test: 

II., 30-33. Critique on the drop-measuring part of 
“ Standard Directions ” and pipettes: II.. 34-42. Micro- 
Wassermann technique: II., 43-55. Counting suspended 
bacteria and other cells: II.. 56-66. General features of 
technique : II., 56. Staining bacteria in milk, in vaccineB, 
in water: II., 58. Removing stain-adsorbing salts: II., 59. 
Method of using oil-immersion lens on stage micrometer: 

II., 60. Importance of direct bacteria-count of water and 
of milk: II., 61. Staining drop-lilms of c.s.f. cells: II., 62. 
Blood dilutions : II., 63, 65. Steady filling of hsemocytometer 
pipette by mercury plunger tube : II., 64, Super-lability of 
some red blood corpuscles: II., 66. Summary: II., 67. 

Id this and in the earlier article is described a simple 
method designed to make practically uniform drops of any 
required size “grow” readily in the serological or in the 
chemical laboratory, whereas hitherto practically accurate 
drops, and those of a limited choice of sizes, have been pro¬ 
duced only in the physical laboratory, or from some more or 
less mysterious "plant” raised in the physical laboratory. 
The physical principles underlying the method have been 
more or less widely known for generations, and full general 
acknowledgment is here rendered to the authors of scores 
of papers on the investigation of those principles. 

2. This method of simply gauging the pipettes as required 
merely places in the hands of the ordinary laboratory worker 
the means of applying those complex component forces, or 
rather the resultant of them, to suit his purpose. 

3. Inquiries made by correspondents and circumstances 
observed by me since the former article indicate the need for 
the early publication of these further practical details, in¬ 
troduced by a brief exposition of the fundamental phenomena 
on which a trustworthy method of drop-measuring must 
depend. The opportunity is taken of adding a few notes on 
some applications of the method. 

4. Fundamental physical phenomena. —A small drop of 
water on a paraffined surface maintains its almost spherical 
form by surface-tension—the force exerted on the surface 
layer of liquid molecules by all the molecules within that 
layer, which layer consequently behaves as if it were an 
elastic skin, constantly tending to compel the liquid drop to 
take the shape that will allow it to have a minimum of 
surface, that shape being, of course, spherical. 

5. The amount of force exerted by the surface of a water- 
drop varies inversely as its radius. The smaller the drop, the 

K 2 
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more strongly is it braced together. This is illustrated 
by the observable fact that a tiny water-drop on, e.g., 
paraffined paper is so “well knit” that its surface of 
contact with the paper is not noticeably flattened, while a 
large drop near it is so loosely knit that its weight forces it 
to take a characteristic flattened shape. 

6. If the small water-drop is allowed to roll off the 
paraffined surface on to a horizontal clean glass surface, 
the water will now forsake its spherical form and will extend 
its edge as widely as it can over the glass. Similarly, if a 
freshly drawn (i.e., clean) glass capillary is held vertical 
with one end dipping into clean water, the water will rise 
in the bore until the amount of the force exerted by the ring 
of climbing edge is balanced by the weight of the column of 
water raised. In a capillary of 0 34 millimetre internal 
diameter the column of cold water so raised is nearly 
9 centimetres high, and it weighs about 8 milligrams. 
Accordingly, the circumference of the ring of climbing edge 
being 1-07 millimetres, the capillary force between water 
and glass is nearly 7 5 milligrams per millimetre of 
contact-edge. 

7. Again, if a clean glass capillary of outer diameter 
0 34 mm. is fitted as the needle of a clean hypodermic 
syringe, filled now with water and held steadily vertical 
while its plunger is screwed slowly and steadily down till 
the pear-shaped drop with its small end clinging by a 
contact-edge of 1 -07 mm. round the outside of the capillary 
tube is just ready to fall, then the weight of that hanging 
drop is practically the same as that of the capillary column— 
namely, 8 mg. nearly. 

8. It is not surprising that the amount of capillary force 
exerted round the outer circumference of a tube with outer 
diameter 0*34 mm. should be about the same as the amount 
of capillary force exerted round the inner circumference of a 
tube with inner diameter 0 34 mm. True, the weight of the 
drop that falls from a pipette of outer diameter 0 34 mm. is, 
as shown on the table in par. 20, only 7-6 mg. And, as a 
larger and yet larger pipette is tried, the weight*of the drop 
fails, as is shown in the same table, more and more from the 
weight of the similarly corresponding capillary column. 
This defect is largely accounted for by the hemisphere of 
water left on the horizontal lower surface of the pipette as 
the drop falls. The defect in the case of the 0 34 mm. 
pipette is not much more than l per cent, of the drop- 
weight, but with large dropping-points it attains, as Guye 
and Perrot 1 found, 17 to 29 per cent, of the hanging drop. 

9. In the earlier article on this subject it was pointed out 
that the size of a drop of a given liquid yielded by a clean 
pipette is determined by the outer circumference of the 
pipette at the level where the contact-edge of the drop 
clings round the glass, the pipette being held vertical or 
nearly so, and due allowance being made for the rate at 
which the drop is detached and for the temperature. Strange 
it may seem that there should be need to enlarge on this 
topic and to emphasise the importance of the outer circumfer¬ 
ence in determining the drop-size. But no less a presumable 
authority than the writer of the article on the Wassermann 
reaction in Kolle and Wassermann’s large work ~ has referred 
variations in the drop-size of a given liquid to 14 the tem¬ 
perature, the outflow opening, and the more or less vertical 
holding of the pipette. ” And another apparently authorita¬ 
tive German article 3 on drop-measuring also refers the drop- 
size especially to the size of the outflow opening. Moreover, 
in London two “Standard” pipettes, issued a few weeks 
ago to workers making an extensive Widal research, were 
found to have outer diameters 2 1 and 2 5mm., and drop- 
count per c.c., in carefully identical conditions, 31 7 and 
254 respectively. 

10. In arranging for the manufacture of “Standard” 
dropping pipettes it might seem prudent to pay rather more 
attention to the quasi-principle of the inner diameter than 
to the less authoritatively quoted principle of the outer 
diameter. For glass-blowers would probably not be able to 
secure simultaneous equality of the two diameters, unless at 
considerable expense for unsuccessful work. But such 
prudence would tend to be disastrous to the accuracy of 
work done with such “ Standard ” pipettes. 

11. True, the outflow opening determines the drop-size 
when the liquid does not wet the pipette, e.g., when the 

1 Guve et Perrot: Comptee Rendus, cxxxv. (1902), p. 458. 

* Kolle und Wassermann: Die pathogenen Mikroorganismen. 
2 0 Vusgabe, vil.. 985. 

Beckers: Berliner kllnische Wochonschrift. 1913, Feb. 3rd, 210. 


liquid is mercury in a glass pipette, or when it is water 
dropping through a hole freshly pierced in a paraffin ping 
occluding the pipette mouth. 4 Also the outflow opening 
might be said to determine the drop-size when the pipette 
nozzle is of material so thin that the inner diameter is 
almost equal to the outer diameter, as in Thomas Tate’s 
pipettes. 5 

12. But that the outer diameter is the diameter concerned 
in determining the drop-size is indicated by the physical 
phenomena just described. The indication is strongly 
supported by hundreds of observations made in an investiga¬ 
tion of the drop-measuring method of this paper. But the 
pipettes ordinarily used in the investigation were made of 
ordinary glass-tubing, which in its various sizes has roughly 
the same proportion of inner to outer diameter. Accordingly, 
there might be made the suggestion that the drop-size is 
determined really by the inner diameter, though the outer 
diameter also thus happens in these ordinary pipettes to be 
proportional. But the following simple experiments show 
that when the drop-rate is duly regulated the drop-size is 
freely independent of the internal diameter. 

(1) Pipettes from tubing of considerably different propor¬ 
tions drawn and cut at the same gauge give practically 
the same-sized drop. Ordinary tubing of outer diameter 
4 5 mm. and inner diameter 0 3 mm. drawn and gauged to 
Morse 74(0 572 mm. diameter) gave at 15° C. 84 5 drops 
per c.c. Next, small thick-walled tubing 2*3 mm. in outer 
diameter and 0-6 mm. in inner diameter drawn and gauged 
Morse 74 and then welded to a pipette body of convenient 
size gave in similar circumstances 84*3 drops per c.c. 

(2) A still more severe test was performed with dropping- 
points of a large size, Morse 38, 2*53 mm. diameter. 
First, a piece of ordinary tubing drawn out and cat at this 
size yielded drops of 0 04 c.c. Next, a solid glass rod of 
this size, supplied at the same slow rate with water trickling 
down its surface from a fine capillary held some 2 cm. 
above the point, was found to yield drops of the same size, 
0 04 c.c. 

13. As to methods hitherto used for making quickly 
pipettes of required drop-size, experienced workers may 
have individually acquired the art of drawing pipettes to 
give drops of one more or less uniform size, especially when 
they have the use of one size of tubing and one particular 
burner. But of formulated methods I have met only one, 
mentioned by Dopter and Sacqu6p6e/' in their compendious 
volume: “ AVidal recommends drawing out in the flame a 
glass tube and breaking at the middle of the drawn-out part 
to get two equal pipettes. ” But in ordinary hands this method 
may give very unequal results, even for a single pair of 
pipettes. 

14. The method of this article yields readily any number of 
closely uniform pipettes of any required sizes. Detailed 
directions for making the pipettes are given in the earlier 
article under this head. 7 To these a few hints may be added. 

15. Capillaries drawn from ordinary tubing 6 mm. external 
and 3 5 mm. internal diameter are more correctly gaugable 
than are thicker-walled capillaries : they are thin enough to 
have their elastic outline reduced, at the moment of gauging, 
by moderate pressure in the gauge-hole, from a possible oval 
to the circle of the same circumference. Then, although the 
drop-size is determined, strictly speaking, by the circum¬ 
ference of the capillary a short distance above the gauge- 
hole—that is, by the circumference where the contact edge 
clings round the glass—yet the practically negligible error 
due to the taper can be reduced by reducing the taper—i.e., 
by gauging only nearly cylindrical portions of capillary. 
Sizes intermediate between two gauge sizes may, of course, 
be obtained by cutting the capillary at a point between the 
4 4 poi nts ” engaged by those two gauge holes. The Lancashire 
(or Stubbs) gauge affords some sizes intermediate between 
Morse sizes (cf. par. 21). 

16. For steady dropping by teat from a pipette—especially 
from a wide capillary with not much resistance—good 
control of the teat, e.g., by the method prescribed in 
par. 11 of the previous article, is important. 

17. To provide suitable resistance in a wide-bore pipette 
the proximal part of the capillary may be suitably stenosed 


4 A Wright's multiple dilution pipette wetted inside while hot with 
melted paraffin and then shaken to expel all but a coating will deliver 
complete, e.g.. the drop of known si/e taken up for calibration. 

3 Philosophical Magazine. iv. t 27 (1864), 176. 

“ Dopter et Snccjuepee: Bacteriologle, Paris. 1914, p. 65. 

T Thk Lancet. 1915. vol. ii.. p. 1243. 
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by heating it in a Bunsen by-pass flame, or, better, a cone 
valve may be formed by dropping in stalk first a pear-shaped 
drop of glass with a straight pointed stalk. Such a cone- 
valve can be easily pushed or shaken ont if the pipette is to 
be washed out. 

18. The principal difficulty in the application of drop¬ 
measuring to general laboratory purposes is the fact that 
different liquids have different surface-tensions. For this 
fact due allowance must be made. The worker must know 
what error is involved in using the same size of pipette 
for two different liquids, and he must know how to allow for 
errors of practical importance, either by making calculations, 
if he and others concerned are fond of calculations, or else 
by being able to adapt his pipettes to his requirements. 

19. The table forming par. 20, worked out afresh by hand¬ 
dropping, at about one drop per second and at about 20° C., 
from capillaries nearly cylindrical, affords a useful selection 
of pipette sizes and values. Indeed, it forms, as it were, a 
keyboard on which may be found more than one set of 
pipettes harmonising to suit the liquids of various snrface- 
tensions concerned in a test. The keyboard might be 
extended, but smaller wire-gauge holes would be expensive 
to standardise, and pipettes larger than about Morse 45 are 
not easily drawn with ordinarily available burners. 


20. 

Diameter In 

mm. 


Morse. 


Stubbs. 

Morse. 

Drops 

C.mm. 



per drop. 

10 . 

(Non-standard ised 0-25 

198-0 

. 505 

8 . 

drawplate 

0-291. 

.... 173-0 

. 5-78 

SO . 

0-330 . 

0-343 . 

.... 131-0 

7-63 

79 . 

0-356 . 

0-368 

... 122-0 

8-20 

78 . 

0-381 . 

0-406 

.. 112-9 

8-86 

77 . 

0406 . 

0457 

.... 101-0 

. 9-9 

76 . 

0-457 . 

0-508 

.... 900 

. 11-1 

75 . 

0-508 . 

0-533 . 

.... 87-0 

. 11-5 

74 . 

0-559 . 

0-572 . 

83-0 

. 12-05 

73 . 

0-584 . 

0-610 . 

80-0 

. 12-5 

72 . 

0-610 ..... 

0-635 . 

76-0 

. 1316 

71 . 

0-660 . 

0-660 . 

73-0 

. 13-7 

70 . 

0-686 . 

0-711 

66-6 

. 15-04 

69 . 

0-737 . 

0-743 

.... 63-7 

. 157 

68 . 

0-762 . 

0-787 . 

.... 59-6 

. 16-78 

67 . 

0-787 . 

0-831 . 

.... 57-7 

. 17-33 

66 . 

0-813 . .. 

0-838 . 

56-6 

. 17-67 

65 . 

0-838 . .. 

0-889 . 

54-6 

. 18-32 

64 . 

0-889 . 

0-914 . 

.. 53-7 

. 18-62 

63 ... . 

0-914 ... 

0-940 

52-9 

. 18-94 

62 . 

0-940 . .. 

0-965 

... 520 

. 19-23 

61 . 

0-965 . 

0-991 . 

51-2 

. 19-53 

60 . 

0-991 . 

1-016 

50-4 

. 19-84 

59 . 

1016 . 

1-041 

.... 49-7 

. 2012 

58 . 

1011 . 

1-067 

. .. 49-0 

. 20-41 

57 . 

1 067 . 

1-092 

48-3 

. . 20-70 

56 . 

1143 .. .. 

1-181 

46-0 

. 21-74 

55 ... . 

1-270 . 

1-321 

.... 42-0 

. 23-81 

54 . 

T397 . 

1-397 

.... 40-0 

. 25 0 

53 . 

1-473 . 

1-511 

37-5 

. 26-7 

52 . 

1-600 . 

1-613 . 

35-4 

. 28-25 

51 . 

1-676 . 

1-702 . 

33-7 

. 29-68 

50 . 

1-753 . 

1-778 . 

.... 32-3 

. 30-96 

49 . 

1-829 . 

1-854 

31 1 

. 32-15 

48 . 

1-905 

1-930 

30-0 

. 33-3 

47 . 

1-956 . 

1-994 . 

291 

. 34-36 

46 . 

2-007 . 

2-057 . 

28-2 

. 35-46 

45 . 

2 057 . 

2 083 . 

27-9 

. 35-84 

44 . 

2-159 . 

2-184 

27 1 

. 369 

43 . 

2-235 . 

2-261 . 

26-6 

. 37-6 

42 . 

2-337 . 

2-375 . 

25-8 

. 38-76 

41 . 

2-413 . 

2-438 . 

25-2 

. 39-68 

40 . 

2-464 . 

2-489 . 

24-8 

. 40-32 

39 . 

2-515 . 

2-527 . 

24-6 

. 40-65 

33 . 

2-845 . 

2-874 . 

20-3 

. 49-26 

. . 

. . 

8-4 

80 

. 1250 

. . 

— . 

14-4 

4-2 

. 238 1 

21. The 

table illustrates the 

statement 

made in the 


earlier paper that small differences of dropping-point diameter 
hare proportional differences of drop-count. Thus though, 
taking widely different sizes, M. 76 with diameter 0-508 mm. 
has drop-volume 11T c.mm., and M. 60 with diameter 1016, 
i.e. 0-508 x 2 mm., has drop-volume, not 22-2, but only 
19 8, yet, now taking small differences, Lancashire 79, 
diameter 0-356. which has its diameter half-way between 
Morse 80 (0-343 mm.) and Morse 79 (0-368 mm.) will be 
found to have its drop-volume £ (7 63 -i- 8 20). i.e. 
7 9 c.mm.. and its drop-count i (131 + 122), i.e. 126-5. 
Similarly L. 41 (2-413 mm.) has its diameter larger than 


M. 42 (2 375 mm.) by 0 038 mm., while M. 41 (2-438 mm.) 
has a diameter larger, than M. 42 by 0 063 mm. So L. 41 
will have a drop-volume larger than M. 42 by 38/63 of 
(39-68 - 38-76), i.e. by 38/63 of 0-92, i.e. by 0-55. Thus 
L. 41 has drop-volume 38-76 -I- 0-55, i.e. 39-3. 

22. Various organic liquid compounds and solutions of 
organic substances as used in serology have Burface-tensions 
less than that of water, and accordingly have their drop- 
count from the same sized pipette greater than that of water. 
Whereas mere suspensions, as of washed red blood corpuscles 
or of bacteria free from albuminoids and extractives, have 
practically the same surface-tension and the same drop- 
count as the suspending saline has. Thus a typhoid culture 
washed off with saline from an agar slope without “conden¬ 
sation water ” and immediately pipetted off, has nearly the 
same drop-count as saline, while, if allowed to remain on 
the agar for an hour or so, it takes up peptone and extractives 
so that its drop-count factor in one hour is about IT, in seven 
hours 114, and in three days 1-2. The addition of about 
| per cent, of formalin to a typhoid suspension raises its 
drop-count factor by about 0 01, e g. from 1 14 to 115. 


The following may be used as further drop-count factors : — 


Water . 

Saline . 

Serum, human . 

Serum, human, inacti¬ 
vated . 

Serum, human, 1 in 4 

dilution. 

Serum, rabbit, inacti¬ 
vated . 


1-0 

1-0 

1-1 

IT 

1-03 

1-09 


Serum, guinea-pig ... 106 
Cerebro-spinal fluid ... 1-02 

Peptone broth . 1-2 

•• Standard Agglutinable 
Typhoid Culture" ... 12 
Alcoholic antigens ... 2-5 
•• Antigen ” 1 in 15 c. 
complement 1 in 24 aa. 1-16 


23. For exact drop-measuring the worker ought to check 
his technique by the simple plan of dropping into a small 
measure-flask of about 1 c.c. capacity. The purchasable 
1 c.c. measure-flasks, with long neck only 3 mm. internal 
diameter, jam intolerably with watery liquids. But a useful 
measure may easily be made from tubing 7 to 7-5 mm. outer 
diameter. One end is closed hemispherical. Then at a 
suitable distance, judged according to the length that 1 c.c. 
of water occupies in that tubing, a narrow zone of the tube 
is heated—e.g., by revolving it in a large bypass flame—and 
is then drawn to a constriction about 8 mm. long and 4 mm. 
inner diameter at its narrowest. Next the tube is cut off 
about 1 cm. above this neck and is funneled out while soft- 
hot with a hot, pointed negative (coreless) carbon. Such a 
neck, if kept free from grease, will not jam with a drop if 
the measure is supported at about 30° from the vertical and 
if the drops are delivered on the lower slope of the funnel. 
The measure is now filled, shaken out, and “ tared ” wet- 
empty. Then it is filled to near the narrowest part of the 
neck with water, which is, on the scale-pan, adjusted by a 
fine pipette to 9/10 or 4/5 or 3/4 of a gramme—i.e., to such a 
fraction of a c.c. as will allow ready calculation of the drop- 
count per c.c. On the measure, held without undue warming, 
a scratch is made at the lowest point of the meniscus. Before 
heating black-hot to anneal the scratch the mark may be 
filled with ordinary blue-black ink, dried, and rubbed off 
level with hard smooth paper. When heated the ink is fast * 
to all ordinary solvents. In cleaning the measure or the 
pipettes traces of greasy matter may be removed by first 
swabbing or even rinsing with solution of caustic alkali in 
“ industrial spirit ” and then rinsing with tap water. 

24. Recapitulating before considering some applications 
of the method—We have seen that for practical correctness 
in drop-measuring due attention must be given to the 
following six matters : 1. The outer diameter of the pipette 
nozzle. 2. The practically vertical position of the pipette 
nozzle. 3. The drop-rate. 4. The surface-tension of the 
liquid. 5. The temperature. 6. Due checking of the 
technique by means of a 1 c.c. measure-flask. 

25. Of fundamental importance is the outer diameter of 
the pipette nozzle, or, more correctly, the horizontal length 
of the circular or oval ring of contact-edge where the drop 
clings round the glass. As the pipette nozzle declines from 
the vertical, the circle of contact becomes an elongated 
oval. The long diameter of the oval is proportional to the 
secant of the angle of declination from the vertical. Now, 

B Simple, blue-black ink writing on ordinary slides will, after heating 
facedown over a Bunsen flame till quite black, stand rubbing while 
wet and even treatment with 25 per eeDt. 1I 2 S0,. The film ought to 
be on the other side of the slide, which during the beating ought, of 
course, to be sloped down from the (lame. 
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the secant increases very slowly at first, bat more and more 
rapidly as a right angle is approached. As the secant 
increases only 1 per cent, in the first 8°, the oval periphery 
and the drop-volume will be found to increase still more 
slowly in that range. But even at 45° from the vertical the 
secant increases some 16 times faster than near the vertical, 
and the oval periphery, consequently also the drop-size, will 
increase at nearly that rate. 

26. The importance of the drop-rate and the ways of 
securing uniform drop-rate have been pointed out in the two 
articles. The actual variations of the drop-count as the 
drop-rate varies are shown in a table on p. 201 of the 
Proceedings of the Royal Society. B, vol. lxxxvi (1913). 
To this table may be added that a Morse 80 pipette that gave 
at 1 -3 seconds per drop 134 drops per c.c. gave at 10 seconds 
per drop 141 drops per c.c. 

27. The rise of temperature lowers the surface-tension of 
water about i per cent, per 18 C., and consequently lowers 
the drop-volume similarly. 

28. Some applications of the method may now be briefly 
described. These were mentioned thus in the original ” 
brief report to the Royal Society :— 

(i.) Comparison of surface-tension of liquids, in quantity as 
little as 1 cc., e.g. in testing the value of the meiostaginin 
reaction in syphilis. 

(ii.) Measurements of various small quantities, in e.g. 
Wassermann reaction, micro-Wassermann reaction, and 
other complement-fixation tests. Widal reaction; alkali¬ 
metry, acidimetry, and other volumetric tests; testing 
cultures and disinfectants; and in pharmacy. 

(iii.) Direct estimation of cells, numerically and qualita¬ 
tively, in small drops of cerebro spinal fluid. 

(iv.) Blood count, red cells and white cells, from drops of 
dilated blood. 

(v.) Direct counting of bacteria in small dried drops of 
diluted vaccines, distilled water, domestic water, sewage 
effluent, diluted milk. 

Even at that time the method had shown itself efficient 9 10 11 
iu the trials that had been made of it in those applications. 
Between then and the outbreak of war opportunity occurred 
for further working out of item v., n and then item iii., 
item ii., and incidentally and partially item iv.' 2 

29. For the comparison of surface-tension in serum and in 
other liquids an efficient gtalagnwmeter may be formed of a 
$ c.c. pipette with gauged small dropping-point under 
control of the constant-pressure apparatus described in the 
Proceedings of the Royal Society, B, lxxxvi., 198-202. In 
testing the meiostaginin reaction each serum and each 
cerebro-spinal fluid had its own pipette and dropping-point 
used before and after incubation. The constant-pressure 
apparatus together with capillary tubes, gauged internally 
by the wire-gauge through the intermediary of a set of 
sewing needles, seems to form a useful ritcosometer. 

30. A few suggestions may now be made on 

The Application of Drop-measuring to the Widal Technique. 
The first requisite is to have reliably though simply formed 
pipettes. The second is to use them with reasonable accuracy 
in allowing for the differences in surface-tension or at least in 
“drop-count.” The surface-tensions of two liquids are, of 
course, compared by their drop-weights—i.e., by the product 
of drop-volume and specific gravity, not simply by the drop- 
volumes of those liquids yielded by the same or by equal 
pipettes. But in ordinary serological work the strength of 
a dilution, of, e.g., serum, is reputed on the respective 
volumes of the ingredients before mixing. Accordingly, 
specific gravity may be disregarded. The differences in 
drop-count by the worker’s particular technique may be 
•easily observed by dropping into a small measure-flask such 
as is described in par. 23. 

31. In the short list of comparative drop-counts and in 
the commentary on them as given in par. 22 may be found 
several data that must be taken into account in any Widal 
technique using drop-measuring, especially in view of the 
possibility of even recognising the day-by-day rise of a 
Widal patient's serum titre and in view of the accuracy that 
a careful worker may possibly attain with graduated pipettes 
when considerable quantities of serum are available. 

9 Donald, It.: Proceedings of the Royal Society, B, vol. lxxxvi.. 1913. 
p. 202. 10 Donald. It. : The Lancet, June 29th, 1912, p. 1752. 

n Donald, It. : A Method of Counting Bacteria in Water, The 
Lancet, May 24th, 1913, pp. 1447-9. 

11 Idem : Drop-methods of Counting the Cells of the Corebro-spinsl 
Fluid. The Relation of the Cell-count to the Wassermann Reaction. 
Review of Neurology and Psychiatry, August, 1914, 333-369. Folia 
flEcmatologica, xvii., 1913, 139-166. 


32. In that list the average drop-count of human serum is 
given as IT times that of water or of saline. Accordingly, 
to make a 1 in 10 dilution when only about one drop of 
serum is available we might, with our one pipette washed 
and dried, measure out one drop of the serum, and then 
with the same pipette, once more washed, we might measure 
out not 9 but 8 drops of saline, the 8 drops of saline 
amounting to 8 8 times the volume of the one drop of 
serum. But instead of all this washing we keep for the 
saline an M. 77 pipette, for the dilated seram another 
M. 77 or several such, and for each undiluted serum we use a 
dry small M. 76 with body some 3 em. long of small tubing 
about 3 mm. outer diameter, costing little in glass or in 
making, and washable if necessary. 

33. Then, in view of the progressive fall in surface-tension 
of a saline suspension remaining for some hours on an agar 
slope, reasonable care ought to be taken to secure uniform 
surface-tension in the various suspensions. Even if the 
typhoid suspension has “ drop-count ” 1 2, and consequently 
drop-volume 1/1'2 that of water, we may make accurate 
allowance by taking of it the same number of M. 74 drops 
^120 c.mm. of water or 10 c.mm. of suspension) or half the 
number of M. 55 drops (nearly 24 c.mm. of water or 20 c.mm. 
of suspension). It seems as easy to have three pipettes of 
different size/ as to use three pipettes for different liquids. 
They ought, of course, to be marked. These sizes of pipette 
are convenient, e.g., for setting up dilutions in powers of 2, 
thus : We take serum 2 M. 76 + saline 6 M. 77, making 
1 in 4. Of this into control tube and tubes 1 to 3, M. 77 : 
0, 4, 2, 1 ; and also one drop into saline 7 M. 77, making 
1 in 32. Of this into tubes 4 to 6, M. 77 : 4, 2, 1. Next 
into control tube and tubes 1 to 6, saline M. 77 : 4, 0, 2, 3, 
0, 2, 3. Finally typhoid suspension 2 M. 55 into each of 
the 7 tubes. Thus we have dilutions of 1 in 8 to 1 in 256. 
Or again, if we take serum 1 M. 76 + saline 7 M. 77, we may 
put into tubes 1 to 3, M. 77: 4, 2, 1, which when completed 
as above will give 1 in 16 to 1 in 512. 

34. As regards the drop-measuring part of the “Direc¬ 
tions ” for the “ Use of the Standard Agglutinable Cultures ” 
and the pipettes used for the technique it seems a public 
duty to point out some serious inaccuracies in them. For 
months past these directions and pipettes have been 
widely distributed, and apparently no modification of the 
“ Directions ” has yet been issued 

35. Of the six precautions mentioned in par. 24 as 
necessary for practical accuracy in drop-measuring, four 
are entirely omitted from the “Directions,” and the drop- 
rate is only vaguely hinted at by the prescribing of “ gentle 
pressure on the teat,” while the warning to get rid of ether 
would suggest the phenomenon of surface-tension only to 
those not needing the warning. “At each stage of the 
procedure the pipette is carefully washed and dried oat 
with successive quantities of absolute alcohol followed by 
successive quantities of ether” and the ether is got rid of. 
The fact that the recommendation of a precaution so expen¬ 
sive of time and of materials occurs twice with an interval 
of only about a hundred words suggests that the omissions 
were not dne either to lack of space or to disregard of detail. 

36. The omission of the precautions leads to serious errors 
in the details of the “ Directions” and in the carrying out of 
those details with “ Standard ” pipettes. But before con¬ 
sidering these errors we shall mention some serious errors 
in the “Standard ” pipettes themselves as actually observed. 

37. From the “Directions” it seems clear that only one 
size of “ Standard ” pipette is intended to be produced by the 
unpublished method of manufacture, whatever it is. The 
only three “Standard” pipettes that have come into my 
hands are of seriously different sizes. One, supplied to my 
order by authorised agents, has outer diameter 2 3 mm. and 
drop-count 28-5 per c.c. The other two, issued along with a 
set of S.A. cultures to workers performing an extensive 
Widal research, have outer diameter 21 and 2 5 mm. and 
drop-count 31-7 and 25 4 respectively, thus differing by some 
20 per cent. 

38. One of the errors referred to in par. 36 is that, 
although an average serum has a drop-count per c.c. 

I T times that of saline, yet the worker is told that one 
“ drop ” of serum in nine “ drops ” of saline gives a 1 in 10 
dilution. This “serum-error” of 10 per cent, might be 
allowed for if it occurred alone. But it is complicated by 
the further errors now to be discussed. 

39. A second error, the “ culture-error," results similarly 
from not taking into account the fact that “Standard 
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Agglutinable Culture” has a drop-count 12 times that of 
sermn. Thus, if the same pipette were used throughout the 
measuring, as is implied in the “ Directions, ” each drop of 
S. A. Culture would have an error 20 per cent, of itself. 

40. Further, there were mentioned above and in para¬ 
graphs 9 and 10, which may be read again in connexion with 
this topic, two pipettes, differing in drop-size some 20 per 
■cent., and indistinguishable by the unwarned worker. The 
use of these two pipettes as if they yielded e'pial drops 
causes the “ pipette-error. ” 

41. Now, if the larger pipette were used for the diluted 
serum, the drop-count of which is practically that of saline, 
and the smaller pipette for S. A. Culture, of drop-count 12, 
then each drop of the S.A. Culture would be 40 per cent, 
smaller than the companion drop of dilute serum. Even this 
“culture-pipette-error” of 40 per cent, might be allowed 
for. But it is complicated by the equal probability that the 
smaller pipette might happen to be used for the dilute serum 
and the larger for the culture by the same unwarned worker 
on another occasion, with the effect that the drop of dilute 
serum would then happen to be of the same volume as the 
drop of culture, thus making the “ alternate culture-pipette- 
error ” nil. The application of the 40 per cent, correction 
to all the results would make on these alternate results a 
40 per cent, error. So even the “culture-pipette-error" 
would baffle correction 

42 The reader will understand how the “culture-pipette- 
error” is complicated also by the "serum-error” or by a 
“ serum-pipette-error ” produced by using these two pipettes 
for diluting the serum with saline. And he will understand 
that the three pipettes described here, of three different 
sizes, represent, almost certainly, at least a good many other 
pipettes of those respective sizes made from the same lengths 
■of tube. 

.1/1 cro - tech a iq lie of the Wassermann Test. 

43. A micro-technique of the Wassermann test with 
quantities just 1/10 of those used by Fildes and McIntosh 1S 
was used in a series of 263 serums and cerebro-spinal fluids 
just after the same samples had been tested by Dr. Fildes 
with the full-scale technique. The micro-technique may 
seem in places rather complicated. But the reader must 
remember that it was not composed lie novo to suit the 
peculiarities of drop-measuring, but was a faithful “trans¬ 
position ” of a well-established technique. It was intended 
to form a careful test of a tenth-scale method against the 
ordinary-scale method, and at the same time a test of the 
adaptability of this drop-measuring method. The micro¬ 
test agreed with the macro-test in every case, even quanti¬ 
tatively. Such agreement of a micro- with a macro-test is to 
be expected if the quantities are justly measured. The 
micro-test proved itself to be not only quick and reliable but 
also convenient and even indispensable in doing private 
practice tests when the sample sent was small, and in, e.g., 
testing with four different antigens the small remnants of 
serum from the full-scale tests. The great saving of reagents 
and of incubator space would often be of importance. 

44. The test tubes to accommodate the total volume of 
0T5 c.c. are about 6 x lc.c. outside measurement. They 
are conveniently hung in a single row of a dozen by their 
lip-flange, which ought, therefore, to be 2 or 3 mm. wide. 
The holed upper board of the tube-stand is covered with a 
strip of stout brown paper, pierced with a spike and then 
with a test tube, which thus makes its own well-fitting 
socket, allowing well-controlled shaking of a whole stand of 
tubes. The lower board of the stand is covered with white 
paper, so that the little mass of unhiemolysed red cells can 
easily be seen from above. (Colourless flozeuli, as in the 
Widal test, are best seen by similar side-light from above 
against a black ground ) The cover of the upper board may 
otherwise be made of white non-inflammable celluloid, mat 
on its upper surface for pencil marking, with punched holes 
slit radially to give a spring grip. 

45. The serum is inactivated in a clean water-bath in Pasteur 
pipettes 5 mm. outside and 3-5 mm. inside diameter, small 
enough to prevent the column of serum from breaking and 
flowing about in the tube. After inactivation the capillary 
is cut at Morse 76. This gauge, corresponding to 90 drops 
per c.c. of water, will correspond to about 100 drops per c.c. 

is McIntosh, J., and Fildes, P.: Syphilis from the Modern Stand¬ 
point. London, 1911. Fildes, P.. and McIntosh. J. : The Wassermann 
Reaction and Its Applicatlou to Neurology, Brain, xxxvl., November. 
1913. pp. 193-253. 


of serum, the drop-count of which is on the average 11 
times that of water. 

46. The technique of the Wassermann test as given by 
Fildes and McIntosh in their recent paper in /train , referred 
to in par. 43, is closely followed, the actual quantities men¬ 
tioned there being merely reduced to one-tenth. Reference 
to that paper will accordingly elucidate obscurities due to 
the necessary brevity of this account. 

47. Standardisation of amboceptor (mill/ occasionally neces¬ 
sary). —In nine test tubes we have to put up micro-quantities 
of amboceptor ranging from 0 00001 to 9 times that. First 
we take 0 01 c.c.—i.e., 10 c.mm. of amboceptor, choosing 
the pipette thus. In the table in par. 22 rabbit serum is 
found to have drop-count 1 09 that of water. So the pipette 
required would give a water-drop of 10 x 109— i.e., 
10 9 c.mm. We choose the nearest to this, M. 76 with 
drop-volume just over 11, and we put 1 M.76 of amboceptor 
into 1 c.c. of saline, making a 1 in 100 dilution, with drop- 
count practically the same as that of water. Of this 0 1 c.c., 
i.e. 10 M. 77, goes into 0 9 c.c. saline, i.e. into 1 c.c. of 
saline from which 10 M. 77 have been taken with the M. 77 
pipette kept for saline, making amboceptor 1 in 1000. Of 

this we put into the tubes M. 77 : 1, 2. 3.8, 9, and 

then equalise with saline M. 77 : 8, 7, 6, . 1, 0, thus 

making 0 09 c.c. in each tube. 

48. Then of complement 1 in 2 we put 0 01 c.c.—i.e., 
practically 1 M. 76—into each tube. The slight further 
excess in complement is here of no consequence. Finally, 
of 5 per cent, suspension of washed sheep corpuscles 
0 05 c.c., i.e. 2 x 0 025 c.c., i.e. 2 M. 54, goes into each 
tube. The total in each tube is now 0 15 c.c. 

49. Incubate for 20 minutes at 37° C. For these small 
tubes the incubator suffices. Note what is the micro-minimal 
haemolytic dose of amboceptor (m. M. II. D. Amb.) thus required 
for 0 05 c.c. of 5 per cent, sheep corpuscles deposit. Three 
m.M.H.D.Amb. is used in the Wassermann test. 

50. Standardisation of complement (daily). —Of complement 

1 in 24 we have to put into 9 tubes the following fractions 
of a c.c. :— 

0 01, 0 0125, 0 05, 0 0175, 0 02, 0 025, 0 03, 0 035, 0 04 

It will be seen that the common increment is 0 0025 for 
the first five and 0 005 for the last five, considering 0 02 
twice. Indeed, the quantities are multiples as following of 
0 0025 c.c. 4 5 _ 6 7 8 10 _ 12 , 14 _ 16 

Now, even drops of 0 005 c.c. are rather small for con¬ 
venient use. The nearest multiple of 5 c.mm. that we have 
in our table is 2 5 times 5,i.e., 12 5 c.mm., i.e. M. 73. So 
we dilute to 2 5 times weaker, i.e. to 1 in 60, and we put 
into the last five tubes 

M. 73: — — — — 4, 5, 6, 7, 8. 

Then, as the common increment in the first four tubes is 
J M. 73 of 1 in 60 dilution, we dilute the remainder to 1 in 
120, so that we may make the common increment M. 73 of 
in 120. Of this new dilution we put into the first four tubes 

M. 73: 4, 5, 6, 7, _ — _ _ — 

To equalise add saline 

M. 73: 4, 3, 2, 1, 4. 3, 2, 1, 0 

—making up 8/80 c.c., i.e. 01 c.c. in each tube. Lastly, 
we add of 5 per cent, corpuscles with 3 m.M.H.D.Amb. 
0 05 c.c., i.e. 2 x 0 25 c.c., i.e. 2 M. 54, in each tube. After 
incubation for 20 minutes at 37°C. we note the tube with least 
complement that has complete hmmolysis. For the Wasser- 
mann test we use 2 5 m.M.H.D.C. made up to 0 05 c.c. in 
each tube. As McIntosh and Fildes point out, if the 
m.M.H.D.C. is found in the tubes corresponding to 0 0175, 
0 02, 0 025, or 0 03 of the 1 in 24 dilution, then the 

2 5 m.M.H.D.C. for the Wassermann test will be obtained in 
0 05 c.c. of 1 in 27, 1 in 24, 1 in 19, or 1 in 16 dilution 
respectively. We reject any weaker complement. 

51. Arrangement for the actual Wassermann teat of SO ter a, 
each requiring 5 antigen tubes and one control without 
antigen, i.e. 120 tubes in all. The micro-M.H.D. of 
amboceptor being, say, 0’00003 c.c. of amboceptor, and 

3 m.M.H.D.Amb. going to each tube, we shall need 
120 x 0 00009, i.e. 0 0108 c.c. amboceptor, or 10 8 c.mm. 
Now, since rabbit serum has its drop-count 1 09 times that of 
water (see table in par. 22), the pipette that would give a 
serum-drop 10 8 c.mm. wx>uld give a water-drop 10 8 x 109, 
i.e. 119 c.mm. The nearest is M. 73, giving a water-drop 
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12*05 mm., only 1 per cent, too large. The total volume of 
sensitised 5 per cent, r.b.c. suspension required is 
120 x 0 05, i.e. 6 c.c., made np of 0 3 of the centrifuged 
deposit and 5 7 c.c. saline, or of 1*5 c.c. of 20 per cent, 
r.b.c. suspension and 4 5 c.c. saline. Accordingly we dilute 
1 M.73 of amboceptor in 4-5 c.c. saline, add 1-5 c.c. of 
20 per cent, r.b.c., and mix at once. 

52. While the complement is being standardised antigen 
is prepared for 100 antigen tubes. They will require 
100 X 0 05—i.e., 5 c.c. of 1 in 15 antigen dilution—made 
up of 0*33 c.c. mixed heart and cholesterin antigen and 
4*7 c c. saline added rapidly. The antigen may be measured 
as 33 M. 54, M. 54 giving 40 water-drops, and therefore 
40 x 2-5, i.e., 100 drops of antigen, per c.c. Of course, 
1/3 c.c. of antigen is a quantity that could well be measured 
by a graduated pipette—one kept for antigen, or else, if 
used for other liquids, well cleaned immediately after 
antigen. (But if the M. 54 pipette after measuring antigen 
is shaken and allowed to dry partly and then roughly 
rinsed with water, it is in a suitably greasy condition in 
which it will deliver of the greasy antigen dilution 50 drops 
per c.c. And then, if the volume of antigen were made 
0 06 instead of 0 05, i.e. if the total 5 7 c.c. were taken 
instead of 4*7 c.c., as the volume of the diluent saline for 
100 doses, then 3 M. 54 would deliver correctly the dose 0 06. 
In compensation lc.c. less of saline could be used in the 
complement by putting the 0 25 of complement into 4*75 c.c. 
of saline. The dose of dilated complement would then be 
5/120 c.c., i.e. 42 c.mm. of 1 in 20 complement, with drop- 
count nearly the same as that of water. This volume, 
42 c.mm., could be conveniently delivered as 2 M. 56. But 
this plan of distributing the antigen and the complement 
separately is surpassed by the plan of combined distribution 
as described in the next paragraph.) 

53. If the complement titre shows the m.M.H.D.C. to be 
0*02 c.c. of 1 in 24, then, taking for the actual test 2-5 
m.M.H.D.C., i.e. 2 5 x 0 02, i.e. 0 05 c.c., we shall need for 
120 tubes 120 x 0 05, i.e. 6 c.c. of complement 1 in 24, i.e. 
575 c.c. saline -f- 0*25 c.c. complement. If the requisite 
complement, 0*25 c.c., is measured by drops we may take 
24 M. 76 of complement since the drop-count of guinea-pig 
serum by M. 76 is 90 x 1 06, i.e. only 954, not quite 100 
drops per c.c. But so large a quantity as 1/4 c.c. can be well 
measured by a graduated pipette. The dilution of antigen 
and the complement may, as recommended by McIntosh and 
Fildes, be mixed together immediately before distributing in 
a total quantity of 0*1 c.c., i.e. 4 M. 51 or 5 M. 55 per tube. 

54. The schema of the test, given below, needs little 
further explanation. From each pipette of inactivated 
serum, cut, as described in par. 44, at M. 76. one drop each 
is put intotube 1 and tube 6, also, with 15 M. 77 of saline, into 
a third tube. The contents of this tube are drawn into an 
M. 77 pipette and are distributed to tubes 2, 3, 4, and 5, as 
indicated in the schema. The rack of tubes ought to be 
shaken after each ingredient. 


render the film adherent in spite of wetting. The small 
circular drop-films, suitably stained and covered, form per¬ 
manent preparations. In “ blotting ” all rubbing ought to 
be avoided ; the blotting-paper ought to be pressed down 
with a soft pad of cotton-wool in surgical gauze. In mount¬ 
ing, the cover-glass is pressed down on a minimum of clear 
soft paraffin gently warmed. Thus mounted and stored away 
from light, delicate stains such as pyronin-methyl green last 
well. Seccotine may be used to “ring ” the cover-glass. 

67. Wet-fixed preparations may be mounted in soft paraffin 
by using ligroin or heavy petroleum-ether after or instead 
of xylol, and by gently pressing on the preparation thus 
wet the cover-glass with a drop of soft paraffin melted 
on it. 

58. Details of treatment in counting bacteria depend on 
the nature and on the bacterial richness of the liquid. Milk, 
for instance, needs dilution to yield a tractable drop-film : 
3 Morse 80 drops of milk, i.e. 3/183 c.c., diluted in 1 c.c. 
of germ-free water, gave 164 drops per c.c. Three drops of 
this dilution gently dried, heated, rinsed with xylol, then 
collodioned and stained with carbol-fuchsin as described in 
par. 59, showed 4000 bacteria per drop. Vaccines similarly 
need successive dilutions, by mixing one drop, e.g., M. 80, in 
a 1 c.c. capsule of fresh-distilled autoclaved water, and 
dropping without delay. On the other hand, in the case of 
water fresh from a filter a couple of drops may be succes¬ 
sively dried on the same spot. 

59. Stain-adsorbing mineral matter, such as calcium car¬ 
bonate, in dried water drop-films ought to be dissolved with, 
very dilute HC1, one-tenth per cent*, before rinsing All water 
drop-films ought to be wetted with 10 per cent, alcohol just 
before dropping on carbol-fuchsin containing an extra 10 per 
cent, of alcohol, which after a minute or so ought to be 
washed off with 10 per cent, alcohol. All water use'd in 
stain or in treatment until staining is finished ought to be 
bacteria-free, i.e., either fresh distilled or else fresh distilled 
and autoclaved before keeping. Finally, the delicate drop- 
films are blotted, without rubbing, and mounted, as described 
in par. 56. When desired, staining may be by Gram 
stain, decolorised with 95 per cent, alcohol, or by carbol- 
fuchsin for acid-fast bacilli. 

60. In the drop-film counting of bacterial suspensions the 
actual area of the drop-film can be easily calculated from 
the diameter as observed by the verniers on a mechanical 
stage ; and for a conveniently small field the area corre¬ 
sponding to the square eyepiece diaphragm may be observed 
by viewing with the oil-immersion lens the squares on a 
hcemocytometer slide covered with a tiny square of cover- 
glass mounted in water. 

61. It may be noted that such direct and prompt counting 
of bacteria in water or in milk affords a valuable test either 
of the efficiency of a water-filter or of the cleanness of a 
milk-supply. Moreover, the drop-method seems to be the 
only method of depositing accurately and neatly on a slide a 
known volume of suspension. 


55. Schema of the micro-Wassermann text showing the six tithes belonging to one serum. All the quantities are in c.c. 
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Shake. Incubate for 20 minutes at 37° C. in incubator. Then read the results, or allow to stand for one hour at room temperature 
_ without shaking. 


56. In counting suspended bacteria and other cells the pro¬ 
cesses have general features in common. Several small drops 
of convenient known size are deposited in a group on an 
ordinary slide, then dried, fixed by heating, collodioned by 
immersing while warm and dry in collodion of 1/10 B.P. 
strength, drained, dried, and heated to expel alcohol and to 


62. Cell-suspensions such as cerebro-spinal fluid and diluted 
blood may be stained with dilute Leishman stain for 7 to 
15 minutes, or more if red cells are to be strongly shown up. 
Rinsing for a couple of minutes with very dilute, 0*01 per 
cent., acetic acid brightens the eosinophilia. 14 Bacteria 


14 Muir and Ritchie’s Bacteriology. 1913 edition, p. 116. 
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present in cerebro spinal fluid may be stained as desired. 
For details of drop-methods of counting the cells in cerebro¬ 
spinal fluid the reader may consult the original paper 15 
describing the method and the results published as a tributary 
to the extensive work on parasyphilis by Dr. Head and 
I)r. Fearnsides with Dr. Fildes and Dr. McIntosh. 

63. Blood dilutions may be conveniently made with a 
hreinocytoraeter pipette or other capillary pipette whose 
volume contained has been determined by weighing, first dry- 
empty and then filled with water to the mark. The figures 
on the haemocytometer pipette indicate, apparently, only 
proportionate volumes of bulb and stem. 

64 The ordinary method of filling by mouth-suction is 
unpleasant, especially with a public ivory mouthpiece, and is 
uncertain in its results, except in expert hands. When once 
the bore is filled beyond the mark expelling back the 
meniscus to the mark leaves still on the walls of the wetted 
part a considerable portion of the very slender column of 
blood. But considerable precision ran be attained by a 
mercury plunger-tube with stop-cock , even using only one 
hand, the other hand yielding the blood. For the mercury 
plunger-tube a piece of clean dry tubing, 12 to 15 cm. long 
and 1J to 2 mm. bore, is opened out slightly funnel-shaped 
at each end. One end is tightly plugged with grease-free 
cotton-wool; the tube is filled about two-thirds with clean 
mercury; andtheotherendissimilarlyplugged. Ashortrubber 
tube about 3 cm. long is fitted to join one end of the tube to 
one side of a tiny brass stop-cock, such as is used for model 
engines, the other side being joined to the blood-pipette by 
another short rubber tube. The suction of the falling 
mercury can be precisely regulated by the slope at which 
the mercury plunger-tube is held. As the pipette gets filled 
to near the mark the suction is slowed by lessening the slope, 
and the moment the mark is deliberately reached the stop¬ 
cock is shut. The pipette point is wiped with, e.g., tissue 
paper, and the contents are washed out by repeatedly 
drawing up and expelling saline solution, which has been 
previously measured into a small stoppered cylinder. 

65. The drop-film method of counting the cells in diluted 
blood has some advantages over the counting-chamber 
method. A differentiating stain such as Leishman’s may 
be used. And the cells may be not only counted but also 
examined with suitable powers and proper lighting. More¬ 
over, as soon as the drop-films are dried the further stages 
may be postponed at the worker's convenience. As regards 
the degree of dilution suitable for counting either or each of 
two methods may be followed : (1) To make the drop-film 
density such as 5 or 10 c.mm. blood in 10 c.c. saline : this 
for normal blood will give in each of the drops 30 to 60 leuco¬ 
cytes and some 20,000 red cells. The red cells may be com¬ 
puted by observing the number of times that the field- 
diameter is contained in the drop-film diameter, squaring 
the number to get the number of fields in the drop-film, and 
hence computing on the content per average field. (2) To 
make the dilution, say, 100 to 200 times weaker so that the 
whole number of red cells may be counted through and com¬ 
puted from. 

66. A phenomenon that led me to make some investiga¬ 
tions, not completed when the war broke out, is the high 
degree of lability sometimes found in some of the red cells, 
causing not only a considerable loss in drying a film but 
also, on more than one occasion, lysis of many of the red 
cells under one’s very eye in the counting chamber 
illuminated by ordinary electric bulb. This lability is 
perhaps too little mentioned. Apparently it is prevented by 
the addition of a small amount of osmic acid solution to 
the dilution (and probably by other fixatives). The osmic 
acid, as Gustave Mann pointed out, increases the ability of 
the red cells to be stained strongly by fuchsin, so that a 
rapid easy count of them can be made even with an 8 mm. 
lens. This staining is especially applicable to a through 
count of a high dilution drop-film. 

67. Summary .—In the two articles under this heading is 
described a simple method (communicated to the Royal 
Society in 1912) of gauging ordinary pipettes drawn from 
glass tube. The method is designed to make practically 
uniform drops of any required size “grow" readily in the 

15 Donald, It. : Drop-methods of Counting the Cells of Cerehro-sp'nal 
Fluid ; The Relation of the Cell-count to the VVassermann Reaction, 
Review of Neurology and Psychiatry, August, 1914, pp. 333-369. Heal, 
H., and Fearnsides, E. G.The Clinical Aspect^ of Syphilis of the 
Nervous 3yetem in the Llghtof the Wassermann Reaction and Treatment 
with Neosalvarsan, Brain, vol. xxxvii., September, 1914, pp. 2, 140. 


serological or in the chemical laboratory, whereas hitherto 
practically accurate drops, and those of a limited choice of 
sizes, have been produced only in the physical laboratory or 
from some more or less mysterious “plant’’ raised in the 
physical laboratory. Detailed directions and an extensive 
table of drop-volumes corresponding to various sizes of 
dropping-point afford the means of making This method of 
drop-measuring generally applicable to the accurate measure^ 
ment of small volumes of liquids. It is pointed out that 
the action of surface tension tends to make drop-measuring 
accurate and other methods of delivering small volumes 
inaccurate. Also there are outlined various applications of 
the method in serology and in counting directly bacteria and 
other cells. 

Incidentally are described : a simple method of rendering 
almost indelible ordinary blue-black ink writing on slides, a 
method of mounting pyronin-mcthylgreen-stained sections 
permanent in soft paraffin, and a method of drawing blood 
with precision into a hiemocytometer pipette. 


A NOTE UPON THE 

EMPLOYMENT OF BLOOD TRANSFUSION 
IN WAR SURGERY . 1 

By EDWARD ARCHIBALD, M.D., 

MAJOR, CANADIAN ARMY MEDICAL CORPS. 


Judging from my own observations, the value of trans¬ 
fusion lies chiefly in the quick supply of oxygen to the cells 
of the exsanguinated person. It is remarkable to see the im¬ 
mediate return of colour in the face of the blanched patient; 
and, moreover, it is now generally admitted that the 
transfused red cells remain alive and carry on normal 
function. 

With regard to the technique, my own preference before 
the war was for the Kimpton tube, and this was used five 
times in four cases. There is, however, another method, 
the citrate method, recently brought forward, which seems 
to me peculiarly suited for easy adoption in Army work. 
Indeed, a chief purpose of these remarks is to call attention 
to the fact that we have in the citrate method a means of 
transfusing blood so simple that it can be done by a junior 
medical officer with the instruments at hand in any clearing 
hospital, and at the same time that it takes to give an 
intravenous saline. 1 have used the method on four 
occasions. The vein of the donor is exposed under novocaine ; 
the end of an ordinary glass medicine-dropper inserted into 
thedistal endof the vein, a bandage having brer, tied ronndthe 
arm above; and the blood allowed to flow into a glass graduate. 
An assistant holds the vessel, in which 1] drachms of a 
10 per cent, solution of sodium citrate in distilled water 
has been previously placed, and stirs constantly with a glass 
rod. After 8 ounces have been taken, a further 1£ drachms 
of the solution are added, that being the proportion of citrate 
advised for each quantity of 8 ounces. (The original recom¬ 
mendation is 5 c.c. of a 10 per cent, solution of sodium 
citrate to 250 c.c. of blood; or 30 c.c. of a 2 per cent, 
solution to 300 c.c. of blood). Thereupon, the vein of the 
recipient being exposed, and an ordinary cannula provided 
with a short piece of rubber tubing being inserted, the blood 
is injected with an ordinary 4-ounce glass syringe. There 
would appear to be no danger of clotting. Nothing could 
be more simple. One can deal with the blood as one would 
deal with saline. 

We are yet, naturally, uncertain as to the results. Un¬ 
doubtedly the procedure if extensively tried at the front, as 
1 venture to recommend, will in many cases accomplish 
nothing, or too little. We have to consider above all the 
coincidence of shock, for which, as has been shown recently 
by Libmann and Ottenberg, transfusion of blood is of little, 
if any, value. The recent work on shock seems to prove 
clearly enough that that condition is due to no primary loss 
of power in the vaso-motor centre, nor to lack of blood, but 
rather to the displacement of a critical amount of blood from 
the arterial to the venous side of the circulation, and its 
retention to a large extent on that side. Consequently, a 
transfusion of blood may do no more good than the infusion 
of an equal quantity of saline, and often enough neither 

i This paper waa submitted for publication last April. 
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can work any lasting benefit. On the other hand, cases of 
shock complicated by severe haemorrhage might be tided 
over by a transfusion of blood and recover from their shock 
when they otherwise would not. 

Where a severe infection is present, particularly if it has 
become a septicaemia, one can hardly expect often to save 
life by a transfusion. One of my cases, with gas gangrene 
of the thigh, exsanguinated and in very bad general con¬ 
dition, was sufficiently improved by a transfusion to stand 
an amputation in the upper third ; but he died a day later 
from extension of his infection. Such a type of case would 
yield many disappointments. It might be questionable, 
also, whether a very large effusion of blood into the thorax 
should indicate a transfusion. Probably not, as such 
patients so rarely died from haemorrhage pure and simple. 
At most one might do it with coincident aspiration of 
blood from the thorax and insufflation of oxygen for com¬ 
pression of the lung, as we did at the base after the lapse 
of a week or so. With regard to the abdominal cases, in 
which so often operation discloses a belly full of blood, I 
entertained, from a priori considerations, high hopes that 
transfusion would save many lives. But with observation of 
the cases of others, and of post mortems and with the study 
of my own cases (at present numbering only some 35, it 
should be said) I have become gradually impressed with the 
belief that shock kills more often than pure haemorrhage ; 
and that, even when a considerable amount of blood is found 
in the cavity the later death, if it occurs, is often more 
directly the result of the shock than of the loss of blood. 
It falls to be said that some of those with whom I have dis¬ 
cussed this question, w'hose experience is much greater than 
my own, maintain that haemorrhage, rather than shock, is 
the great cause of death in the first day or tw r o after an 
abdominal wound. If their opinion is correct, transfusion is 
all the more indicated. If not, transfusion is still indicated, 
but disappointments must be expected. And in either case, 
if we are to diminish the still high mortality of the 
abdominal cases, transfusion. I think, is the first and most 
promising means that demands trial. 

Four transfusions in three patients were done last autumn 
in a general hospital—all at the base—for secondary haemor¬ 
rhage of very severe degree. Of these, two were done by 
myself and two by a colleague (Major Hill), who kindly 
allows me to use his notes. Finally, five more have been 
done in a clearing hospital at the front within the last three 
months. I append notes of some typical cases of transfusion 
of blood with which I have had to do. 

Case 1.—Very extensive foul shell wound, tearing through 
the posterior thigh muscles. About the eighth day a haemor¬ 
rhage of moderate severity, controlled by packing. Three 
days later a second and very grave haemorrhage, leaving the 
>atieut almost pulseless. Intravenous saline, which did but 
ibtle good. Under anaesthetic impossible to find bleeding 
point because of cessation of bleeding. Pulse disappeared 
entirely on the table, and patient was apparently in extreinu , 
whereupon 250 c.c. of blood were transfused. The effect 
was quite remarkable ; some colour reappeared in his 
cheeks and ears and the pulse was restored. He rallied well, 
but rau a very high temperature for a week (103° to 105° F.), 
which was ultimately found to be due to a streptococcus 
septicaemia. Then he had a third slight haemorrhage, easily 
controlled, and on the following day a fourth severe one. 
He was again reduced to an almost pulseless condition, was 
blanched, and was quite lethargic. An intravenous saline 
of nearly 2 pints did not alter his condition a whit, but a 
transfusion of 700 c.c. of blood (20 ounces) an hour later worked 
a most remarkable change ; some colour returned imme¬ 
diately, his pulse grew fairly strong though rapid, he became 
bright again and demanded things with all of his former 
irritability; and, in fact, one could hope with some reason 
that he would pull through. Unfortuuately, during the night 
he hat! a fifth small haemorrhage, became extremely restless, 
and died some 20 hours after the last transfusion, largely 
from htemorrhage, partly from sepsis. Necropsy showed 
a tear in the profunda femoris. It had never been possible 
to catch it bleeding. 

Case 2.—A boy, with a shell wound in the shoulder, the 
fragment having gone right through the deltoid inwards; 
there had been very little infection and the wound was 
healing well when, nearly three weeks after the injury, he 
had a most severe haemorrhage. On the operating table he 
was quite pulseless and absolutely blanched. An intravenous 
saline did no good. A transfusion of 750 c.c., or 24 oz., of 
blood was then done, with the same gratifying results. The 
wound was then opened and an opening in the terminal 
portion of the axillary artery found. The artery was liga¬ 
tured. The boy made a splendid recovery, and in about 10 or 


12 days was discharged to England. It is tragic to relate 
that lie was one of those who went down in the Anglia. 

Of the five cases occurring in a casualty clearing hospital, 
notes of two are given as follows. 

Case 3.—Wound of abdomen from fragment of shell. 
Admitted at 3.30 P.M., having been hit two or three hours 
previously. He was very pale ; the pulse was 76 and very 
weak. His blood pressure was 75 systolic and 55 diastolic 
(Tycos instrument). He was in great pain and was 
obviously suffering from severe shock. The wound of entry 
was in the mid left rectus two inches above the umbilicus, 
and the missile could be felt under the skin in the right loin 
posteriorly. Operation was begun at 4 p.m. There was 
found a large amount of blood in the pelvis and in both 
fianks. The root of the mesentery in its upper part was 
infiltrated with blood. The missile had perforated both 
walls of the stomach near the greater curvature. Bleeding 
seemed to have stopped and itB source could not be deter¬ 
mined, but was thought to be from the gastric vessels. The 
tears were sutured, and at the close of the operation he was 
given 17 oz. of blood to which had been added 3 drachms of 
a 10 per cent, solution of sodium citrate in the manner 
already described. During the operation the patient had 
become pulseless. The blood transfused made his pulse 
palpable, and, indeed, sufficiently so as to give one hope that 
he would rally. Yet it did not restore his colour to any 
noticeable extent. After this temporary improvement, 
which lasted some three or four hours, his pulse failed 
rapidly and he died at midnight, about 12 hours after being 
hit and seven hours after operation. At the post-mortem 
examination it was found that no fresh bleeding of any 
extent had occurred. A wound of the second portion of the 
duodenum on its postero lateral surface and a ragged per¬ 
foration of the lower pole of the right kidney without 
injury to the renal vessels had been overlooked at the opera¬ 
tion. It seemed reasonable to conclude that the cause of 
death, while in part haemorrhage, was largely shock. The 
total amount of blood lost did not by itself appear to be 
sufficient to account for death. 

Case 4.—Admitted at 8.45 a.m., on April 6th, 1916, suffering 
from very extensive wounds of the left knee, the right foot, 
and the right thigh. He had lost a great deal of blood and 
was also in shock, with pulse a mere flicker, running 140 
approximately, and blood pressure45 systolic, diastolic being 
unobtainable. Rectal saline with coffee and brandv failed to 
improve his condition. An intravenous saline with gelatine 
given at 1.30 p.m. brought his blood pressure up to 85 systolic 
aud 45 diastolic. At 3 P.m. his systolic pressure w’as 75, and 
at 4 p.m. it was 72, while diastolic was 60. At 4.30 p.m. the 
left leg was amputated above the condyles, and the vast 
w'ound in the middle of the right thigh was cleaned by 
cutting away all necrotic muscle. It was badly contaminated 
with straw and soil. At the close of the operation the pulse 
had disappeared at the wrist, respirations were rapid, aud he 
was very pale. The citrated blood obtained the night before 
for another case and not used had been preserved ; and this 
w r as now injected into this patient’s vein, about 16 oz. in 
all. It brought back quite a pink colour to the face and 
restored the pulse, wduch was counted to 130. He rallied 
fairly well and one felt able to hope for recovery, but gas 
gangrene declared itself the next afternoon in the right 
leg and advanced so rapidly that operation was out of the 
question. He died at 6.10 a.m. on April 8th, about 48 hours 
after the injury. 

Of the eight patients one was saved by transfusion ; and 
one recovered after alarming symptons due probably to 
isoagglutinins in the donor’s blood, in spite therefore of the 
transfusion. Our efforts in the other six patients were de¬ 
feated, twice by the repetition of hemorrhages with the 
coincidence of sepsis ; twice by gas gangrene ; and twice by 
the preponderating effect of shock. Only desperate cases 
have been chosen. 

It may be urged that 16 oz. is an insufficient quantity to- 
transfuse. This may be so. Yet I cannot but think that a 
pint of fresh blood ought to be sufficient to tide the man 
over the immediate danger of a large haemorrhage, as indeed 
it clearly did in certain of our patients. If severe sepsis and 
shock complicate the picture, it is doubtful whether a larger 
quantity of blood would accomplish more. 

In the first three patients, those with secondary haemorrhage 
treated at the base, the blood was given by the medical 
officers who were keen to volunteer. It was found that the 
withdrawal of 16 oz. affected themnot at all. Twice, however, 
20 and 24 oz. were taken, and then the officers concerned 
did experience for a couple of days a feeling of lassitude and 
easy fatigue, although neither was obliged to go to bed or 
even give up his service. At the front the volunteers for the 
four transfusions were got without the least trouble. There 
will always be more than enough men willing to give blood 
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for the sake of a badly wounded soldier. The question, of 
course, has a military side to it. Will the volunteer be 
disabled from duty? The answer from the medical side can, 
in my opinion, be a reassuring one. The withdrawal of 
16 07 ... or even of 20 oz., should not lessen a man’s physical 
capacity for more than two or three days. If one draws 
from the class of slightly wounded, who are kept in the 
hospital in the expectation of sending them back to duty in 
a week, as was done with the first two, there will be ample 
margin for complete recovery, and the requirements of the 
military will be satisfied. It should be said that one of the 
volunteers was sent down to the base for a short rest by the 
medical officer in charge because he complained of attacks 
of faintness some days after the transfusion, whereas he had 
not made the complaint at first. This, I thought, was 
obviously functional. If, however, a week’s leave were 
allowed to volunteers as a sort of reward the total loss of 
time to the military would be very small, and we would hear 
nothing of auy such functional complaints. The last two 
chosen were “liers ” who were going to base next day. One 
had a sprained ankle ; the other had a loose internal semilunar 
cartilage. This is perhaps the better plan—to choose such 
as are going to base next day rather than the slightly 
wounded who are to be kept for return to their units in a 
week. 


THREE CASES ILLUSTRATING THE 
FUNCTIONAL CONSEQUENCES OF 
HEAD-INJURIES. 

By T. E. HARWOOD, B.A. Oxon., M B., Ch.B. Edin., 

RESIDENT OPHTHALMIC OFFICER, THE KING GEORGE HOSPITAL, S.K. 


THE three following cases may possibly be of interest as 
illustrating the functional consequences of head-injuries. In 
the first there was undoubted destruction of brain substance, 
in the second there was a fracture of the skull but no definite 
brain lesion, while in the third there was neither a fracture 
nor, as far as is known, any destruction of brain-tissue. 

Case 1.—Private -, aged 24, was wounded in Gallipoli 

on July 19th, 1915, a rifle-bullet entering the left side of his 
neck and coming out above the right eyebrow. He was 
unconscious for about a quarter of an hour, “vomited” 
blood at intervals for 24 hours, and had pyrexia for several 
days, the highest temperature recorded being 104-4° F. 
When he was admitted to this hospital on Sept. 1st, there 
was a marked thrill beneath the upper part of hisleft sterno- 
mastoid and a roaring murmur widely transmitted could be 
heard there. An arterio-venous aneurysm probably between 
the internal jugular and the internal carotid was diagnosed, 
and other evidence led to the conclusion that there was 
damage to the right frontal lobe, the right optic nerve, and 
the left motor cortex in the face region. The visual acuity 
of the right eye was less than 6/60 and there were many 
opacities in the vitreous. 

The patient was sent away to the country, and when he 
returned in January, 1916, was very depressed, was sleeping 
badlv, and complaining of constant headache, frequent 
giddiness, and palpitation. The question of tying his 
carotid was discussed and a neurologist suggested that his 
right visual field might be of interest. His visual acuity was 
now R.,6/18; L.,6/9. Under atropine with R.+T50S.+0 375 
C. vert., and L.+150 S. +0-125 C. vert, he could read 6/6 
with either eye, and he left the dark room wearing this 
correction in a temporary form. The spheres were changed 
as the effect of the cycloplegic passed off and the necessary 
sphere for permanent wear was found to be +0-25 for each 
eve. In a week’s time he looked quite different, and was 
sleeping better; his skin was healthy, his giddiness had 
gone, and he had very little headache. His palpitation soon 
disappeared, and he left hospital on March 27th, quite 
cheerful and without having had his carotid tied, though the 
signs of his aneurysm were as marked as before. 

Small as the defect was, the astigmatism of the right eye 
was three times as great as that of the left. If a 0-25 C. had 
been ordered for each eye, the patient would probably 
in his neurasthenic condition have found the correction 
quite intolerable after a few days, as it would have left an 
eighth of a diopter of direct astigmatism uncorrected in 
the right eye, and have produced an artificial indirect 
astigmatism of the same amount in the left, a most 
pernicious form of asymmetry. 


Case 2.—Sergeant-, aged 28, was wounded on the right 

side of the head in Gallipoli on August 9th, 1915. He was 
unconscious for two days. On August 16th he was trephined 
in Egypt, and came to England in September. He was 
invalided for Home Service, but at his own request was sent 
to Salonica in March, 1916. On the voyage his headache, 
which had been frequent since he \yas wonnded, became 
constant, there was a swelling at the site of the wound, and 
he had a “fit.” As soon as he landed he was taken to 
hospital, where the swelling was opened up, pus evacuated, 
and a small depressed fracture found. When admitted to 
this hospital on May 22nd, 1916, he was complaining of 
frequent headache, double vision at night, palpitation, 
head-noises, and numbness of both feet. He could only read 
for a few minutes at a time. He was very anxious to be 
trephined again, but it was decided that his eyes should first 
be examined. His visual acuity was 6/9 with eacheye, and 
under homatropine and cocaine with R. + 025S. • 

and L. +0*25 8. +0*50 C. 75 do. could read 6/5. He left the 
dark-room wearing the cylinders alone. With them he 
found that he could read as long as he liked when the 
mydriatic had passed off, and he had no diplopia, giddiness, 
or head-noises, and very little headache. In a week his 
symptoms began to recur, and -f 0*25 8. — 0*50 0. 15 di. was 
substituted for each eye with some temporary benefit. 
After a few days R. — 0*575 C. 15 di. and L. — 0 50 C. 15 di. 
were put into his frames. With these he was absolutely 
comfortable, could read as long as he liked, had no head¬ 
ache even at the theatre, and a permanent pair was ordered 
a month later, when he returned to duty. He still wished to be 
trephined, as he said glasses would interfere with his work 
(he is a stonemason). 

Case 3.—A wet sandbag, weighing about 40 lb., fell from 
a height of 8 feet on to the head of Sergeant-Major -— 
aged 28, while he was lying down in his dug-out in Gallipoli 
on Nov. 24fch, 1915. He was removed to Lemnos complaining 
of intense headache and giddiness. A week later he developed 
a bilateral internal strabismus with constant diplopia and 
head-noises. He was considered to be suffering from cerebral 
tumour or specific basal meningitis; while on the voyage 
home the diagnosis was changed to disseminated sclerosis 
or neurasthenia. When admitted to this hospital on 
Jan 1st, 1916, he could not move either eye outwards beyond 
the middle line of the orbit, the up-and-down movements 
were poor, and there was slight lateral nystagmus. He had 
not been able to read or stand since his accident. His visual 
acuity with each eye was less than 6/60, but with + 0*375 
C. vert, and L. +" 0*25 8. + 0*25 C. 75 do. he could get 
6/5 with either eye, had perfect binocular vision, and could 
read ordinary*type comfortably. Within a week he could 
stand without support and walk with the aid of a stick, 
while his headache, head-noises, and giddiness had ceased. 
Whenever he took off the glasses his strabismus and 
diplopia returned instantly. Two other combinations were 
tried but failed to relieve his symptoms. When ordering 
his permanent glasses two months later, just before his dis¬ 
charge from the hospital, I foolishly added a + 0*125 sphere 
for the right eye. While this, if correct, would help him 
greatly, if wrong it would probably ultimately upset the 
whole thing by introducing an artificial myopic element, 
though he would be almost certain to persist that his glasses 
were perfect. I mention this to emphasise the accuracy 
that is necessary in ordering glasses for the purpose of 
relieving the functional symptoms of neurasthenics. This 
patient was seen by all four ophthalmic surgeons on the 
staff of the hospital. 

For permission to publish these cases I am indebted to 
Lieutenant-Colonel R. J. O. Cottell, R.A.M.C., commanding 
the King George Hospital, and to my various chiefs for 
much help and encouragement. 


Anthrax in the Sha\tng*Brush.—I n The Lancet 
of Jan. 1st, 1916, we published the history of some cases of 
anthrax in man traceable to infected shaving brushes. On 
the facts becoming known action was taken at once to secure, 
so far as possible, the withdrawal of the brushes from the 
market. Risk of further infection from a consignment of 
shaving brushes, of which one had been shown to have 
conveved anthrax, has again been avoided by the prompti¬ 
tude "of the Local Government Board. Parcels of the 
brushes had been sent to various parts of the country, some 
50 gross to Newcastle, and word was sent to the medical 
officers of health in each of the towns that had received 
them. In Newcastle the consignment was detained for 
examination, and as a result of this was confiscated. About 
one-fifth of the whole consignment had been distributed in 
the district, and nearly all of these have now been recovered. 
It is stated that the brushes were imported from Japan and 
that the horsehair employed in their manufacture came from 
China and Manchuria. 
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THE HEART AND ACTIVE SERVICE: 

TREATMENT OP CONVALESCENT SOLDIERS. 

By H. j. SEEUWEN, M.D., 

MEM1JRE FORBATEUR DE I.A SOCIETY BF.LGE BK RADIOLOGtE ET 
B'KLEC 1’RICITl. .MKBICALE ET BE I.A SOCIlvTF; BULGE 
BE PHY3I0THERA I'lE, 


IN January last, at a meeting of the Royal Society of 
Medicine, Sir James Mackenzie opened a discussion on the 
“ Soldier's Heart.” His paper was most interesting, as was 
the discussion which followed its reading. A few weeks 
afterwards Dr. R. N. Wilson, his assistant, paid a visit to 
our Command Depot and examined a great number of our 
men affected by heart troubles. After his visit Major Tait 
McKenzie arranged for me to give electrical treatment to a 
selected group of those men. 

1 took some 60 of the most serious cases of heart troubles. 
All these men were at the same time given daily open-air 
exercises by Major McKenzie’s method, which included 
gymnastic training and route marches. The physical training 
includes two divisions, the light and the full training. The 
first consists of slow movements of limbs and trunk and some 
deep breathing exercises ; in the second division we find all 
the movements much more vigorous, much quicker, and also 
running and jumping. For the route marches we have the 
light one, which is only a walk at an easy pace for about 
two miles ; the full route march is a sharp walk in quick 
time for from half an hour to an hour, usually with a band 
of music. I made a daily application with the faradic 
current, the only form of medical electricity for the time 
being at our disposition. 

The history of most of those men corresponds closely with 
those related in the articles of Mackenzie, Wilson, and 
others. Wounds (20 per cent, were wounded), shell shock, 
excessive work, exhaustion, and nervous strain are common 
factors. Debility following infection by sore throats, 
measles, dysentery, typhoid, malaria, were found in about 
25 per cent. When I carefully scrutinised all those young 
men’s pathological history I could in more than 50 per cent, 
trjjce some old-standing lesions, or some weakness, or at 
least a want of energy of the heart. Some of them had 
suffered years before they enlisted from palpitation or 
breathlessness after any strong effort, such as a run or 
emotional disturbance. Others had been suffering from 
attacks of rheumatism (with or without heart troubles); 
others had hyperthyroidism; while others had suffered 
habitually in winter from cold hands and leet or other 
vaso-motor disturbances. 1 asked all the men if they could 
play football or other exhausting games before they enlisted ; 
only five or six out of the 60 men were athletes. 

Another very important factor is the probability of infec¬ 
tions by bad teeth. Out of the 60 men only eight presented 
a healthy denture. Is this not one way in which we must 
expect to find a very frequent cause not only of the 
“soldier's heart” but also of rheumatism, or what is 
commonly called rheumatism, of dysentery, typhoid, goitre, 
and many other infections which find a well-prepared soil 
in bodies which have had digestive troubles through 
defective teeth ! In those cases the alimentary tract is 
first affected, but afterwards the central nervous system 
suffers, and all kinds of nervous symptoms may well be 
produced. 

Dr. Wilson called my attention to the great number of big 
necks presented by the men he examined. The thyroid 
gland is very often hypertrophied (25 per cent, presented a 
big neck). Is it due to infection or auto-intoxication 1 In 
a great number of cases I think it is. During some ten 
months I saw with Dr. A. E. Barclay, in the X ray depart¬ 
ment of the Manchester Royal Infirmary, a great number 
of simple and exophthalmic goitres, and we found very few 
of those patients—nearly all women—with a healthy 
denture. 

What about spirits and tobacco, of which Dr. F. J. Poynton 
spoke 1 I think in a few cases they may be adjuncts, espe¬ 
cially tobacco used in cigarettes where smoke is inhaled. 
Some of these boys were smoking and drinking more than 
they did before they were soldiers. Nevertheless, only five 
out of the 60 men were smoking over an average of 10 
cigarettes per day: most of them smoked only half that 
quantity. 


Here are the results obtained after two months of the 
above-mentioned treatment. All the men were put as soon 
as possible on daily light physical training and the light 
route march. Most of them could stand completely or 
partially both those exercises, whose duration was half an 
hour each. 

Example 1. —Private - had dysentery in Gallipoli. He 

was invalided Oct. 15th, 1915, was in hospital for three and a 
half months, and came into camp at the end of February. He 
was short-winded, had palpitations, no valvular disease of 
heart, pain over heart region, bad teeth, indigestion, and a 
pulse-rate of about 100. March 13th, 1916: Began faradic 
treatment and light physical training ; pulse-rate 92 . 24th : 
Often palpitation after physical training. April 4th: Pulse- 
rate 80. 13th : Pulse-rate 76; still on light physical training ; 
general condition good; no palpitation for three weeks. 
25th : Pulse-rate 76 ; will begin full physical training. After 
four or six weeks when the man did not complain, when the 
heart trouble did not get worse, he was promoted to the full 
physical training and the full route march, whose duration 
is about the same as the light ones, except that the exercises 
are more severe and the march longer and faster. 

All those men were examined very often during the 
exercises and also some hours afterwards. Of the patients, 
10 per cent, could not stand the light exercises at all at first. 

Example 2. —Private-was in France for eight months 

and was invalided in July, 1915, with palpitation, tachy¬ 
cardia, and headache; pulse-rate 120. Had now and then 
palpitation before enlisting and during training. After a 
shell-burst got worse and worse. Electrical treatment with¬ 
out physical training was started on March 2nd, 1916; pulse 
110. 3rd: Pulse 84. 15th: Pulse 78. 17th: Started light 
physical exercises. 24th: Pulse 88. April 4th: Pulse 100; 
uneasiness; palpitation; could not stand the exercises. Was 
excused all duties. 26th: Pulse 90, but felt better; to be 
recommended for discharge. 

50 per cent, of the men could stand the light exercises but not 
the full. The other 40 per cent, improved more or less quickly 
by daily treatment and could soon stand the full course of 
gymnastics and marching. Those men who could not stand 
the exercises complained of excessive fatigue, of palpitations, 
of pain over the left chest, of breathlessness, and most of 
them presented a high pulse-rate, often 30 or 40 more beats 
persisting one or more days afterwards. Some men who 
could stand the light exercises without any trouble were 
submitted again and again to the full exercises and each 
time the different symptoms came back. 

Example 3 .—Private-, aged 23, had an enlarged thyroid 

for years, bad teeth, chronic throat catarrh, tachycardia 
(140 pulsations). Was at Gallipoli. The hot climate and very 
hard digging day and night made him weak. After a severe 
bomb attack be fell unconscious for an hour and felt the first 
palpitation. On Feb. 9th, 1916, his treatment began; light 
exercises and faradisation. After three weeks he felt much 
better, no palpitation, and pulse rate 90. March 2nd: Had 
full physical exercises, and on the 6th his pulse-rate was 120. 
9th : Pulse-rate still 115. Complained of uneasiness ; some 
palpitation. 10th : Again on light exercises. 17th : Pulse- 
rate 88. 23rd : Pulse-rate 72. On April 1st we tried the 
patient again on full physical training. 7th : Pulse-rate over 
100, and again uneasiness. 18th : Recommended fora medical 
board and was passed for home service, for which he was 
quite fitted. 

Example 4.— Lance-corporal-.invalided May 15tl), 1915. 

In hospital four months with crushed head. Was in France 
for three mouths and invalided for heart trouble. Before he 
enlisted he had a big neck, but no heart or chest troubles. He 
felt the first palpitations after two shell shocks, and was 
unconscious for a few hours. Stammering and tremor ; good 
teeth; no constipation. Pulse-rate 68. Feb. 23rd, 1916: 
Electrical treatment and light physical training. March 15th : 
Still light training; improvement; speech much better; no 
palpitations. 16th: Began full physical training. 22nd: Pulse 
still normal, but patient complained of dizziness, headaches, 
and palpitations. 30th: Pulse 80; uneasiness. April 19th: 
Pulse 82; pain over heart region after physical training or 
full route march. 26th: On light physical training and light 
route marching. Felt better and' pulse-rate 72. To be 
recommended for home service. 

The electrical treatment consisted in a daily faradisation 
with a light current of long wired coil over the thyroid 
gland and the heart. This treatment is often used on the 
continent for exophthalmic goitre. It consists in an appli¬ 
cation with two 2-inch button electrodes for three or four 
minutes on the thyroid, followed by three or four minutes 
with one electrode over the heart region, the other in the 
neck. This kind of current has a marked sedative action, 
but is only local. The static current may do as well and 
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probably better. The static is a first-class tonic on the 
general nervous system, and local applications over the 
heart region may also be given through the static efiluve 
or breeze. Deep applications of the X rays on the thyroid 
gland may also be very useful, and especially on those men 
with hypertrophied thyroid (25 per cent, out of the total). 
Dr. Florence Stoney has described this treatment, and has 
obtained good results. X rays are certainly one of the 
best treatments we have now for exophthalmic goitre. 

Tachycardia, excessive sweating, and nervous uneasiness 
are the symptoms which are the most quickly and completely 
removed. Here are the results we have obtained after an 
average of two months’ treatment. Out of those 60 men, 14 
were quite fit and returned to their unit; four others are 
fit and will return shortly ; others are on full physical 
training and will be fit in a short time ; over a third, or 
35 per cent., will be able to return to the firing-line. From 
10 to 15 per cent, have to be discharged ; the other 50 per 
cent, of the men have improved and may be able for home 
service. 

Those first results are very encouraging, and in the summer 
months I think we can do better. Out-door life is easier; 
gardening, open-air games like bowling, quoits, rowing and 
swimming, may hasten the cure, while X ray treatment, 
static electricity, and also hydrotherapy will greatly augment 
our percentage of recoveries. 


THE USE OF PICRIC ACID IN WAR 
SURGERY. 

By T. F. BROWN, D.S.O., M.R.O.S. Eng., L.R.C.P. Lonp., 

MAJOR. AUSTRALIAN ARMY MEDICAL CORPS 


Early in 1914 I became acquainted with the fact that 
picric acid was four times more potent than carbolic acid in 
bactericidal properties, and from investigation found that a 
1 per cent, solution kills streptococci and staphylococci in 
two minutes. 

During the Gallipoli campaign, as Officer Commanding 
No. 1 Australian Auxiliary Hospital in Egypt, ah opportunity 
presented itself practically to test the value of picric acid in 
the treatment of over 3000 wounded patients. The medical 
officers and nursing staff carried out the following routine 
treatment as far as practicable. 1. To superficial wounds 
1 per cent, picric acid solution was applied on thin gauze. 
The wound was thus left practically exposed to the air; 
usually one dressing per day was sufficient. 2. Suppurating 
sinuses were treated by syringing with 0'5 to 1 per 
cent, of the solution twice daily, and H 3 Oj solution used 
every two or three days to remove dfibris. 3. Arm and 
leg baths with 0 5 per cent, solution for 30 minutes were used 
for suppurating fractures and crushed tissues, with an 
occasional bath of hypertonic saline as a change. 

The results were uniformly good, healthy and vigorous 
granulation and quick recovery taking place. Several cases 
of septic compound fracture and injuries to bone cleared up 
in a remarkably short time. Deep septic wounds caused by 
shrapnel, Ac., granulated and were ready for skin-grafting 
likewise. 

It must be noted, however, that we found 1 per cent, 
solution too strong for the delicate epithelium of new skin, 
and weaker solutions, 0 5 per cent, and 0 2 per cent., were 
used when the granulation reached the level of the surround¬ 
ing epidermis. It may be mentioned here that a 0-2 percent, 
solution in water and spiritus vini rect. was used in several 
cases of erysipelas with excellent results. 

The following opinions of the properties and value of 
picric acid solution are based on the cases treated : (1) It 
kills bacteria without corroding effect and prevents suppura¬ 
tion ; (2) it stimulates granulation of the tissue ; (3) it has 
marked anodyne properties, and the need of aspirin or 
morphia is rare ; (4) by dispensing with hot fomentations 
it saves much time, cotton-wool lint, G.P. tissue, &c. ; (5) it 
is less irritative and more efficacious than iodine ; (6) it may 
be used for sterilisation of the skin in surgical cases ; (7) it 
shortens the convalescent period. 

The contra-indications usually mentioned are the following. 
1. Coagulation of the tissue. This is so slight with the solu¬ 
tions used that it was unnoticeable, and we had no evidence 
of retardation in the healing of wounds from this cause. 


2. Poisoning effects. In the 3000 cases treated not one 
showed any signs of poisoning. Moreover, I have painted a 
patient suffering from scarlet fever all over with a 2 per 
cent, solution without any signs of absorption or poisoning, 
and believe that it hastened the peeling stage. 3. Dis¬ 
coloration of the skin. This is very persistent, but the 
muscles and subcutaneous tissues apparently do not stain. 

So far the opportunity has not presented itself to inves¬ 
tigate the result of applying picric acid as a prophylactic in 
tetanus. 

The number of septic wounds arriving at the base calls 
for more vigorous treatment in proximity to the scene of 
action. May I suggest that picric acid be stocked by all 
dressing stations, clearing hospitals, and field ambulances if 
not already in use. A useful form would be compressed 
tablets, which, when dissolved in 1 oz. of rectified spirit 
and 9 oz. of water, would form a 2 per cent, solution. 
If this is applied to all wounds on gauze as a first dressing, 
or when practicable the wound syringed with a I per cent, 
solution and then covered with gauze saturated with a 2 per 
cent, solution, I am quite convinced that less sepsis, shorter 
convalescence, and fewer instances of non-effectiveness would 
be the result, and one which we should strive to attain, for 
the first duty ever before military surgeons' is undoubtedly to 
consider (having afforded relief to the patient) the prognosis, 
which being interpreted means—How long will this man be 
away from the trenches ? 

In conclusion, I hope medical officers will thoroughly test 
the value of picric acid in this direction and publish their 
results ; for any treatment likely to shorten the period of 
absence of wounded men from the firing-line is an important 
factor in prosecuting this war and bringing it to a successful 
conclusion. 


Clintrd Sotos: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


EMPYEMA DUE TO INFECTION BY 
B. TYPHOSUS PARA. A. 

By C. C. Weeks, M.R.C.S., L.R.C.P. Lond., 

TEMPORARY CAPTAIN. R.A.M.C. 


The patient in the following ease, a soldier aged 32 years, 
was admitted to hospital on Nov. 10th, 1915. The history is 
as follows : 

The patient had diarrhcea for two weeks, but no treatment. 
He was apparently well when two weeks before admission he 
was seized with acute pain in the l>ack. There was some 
cough and “ clear ’’expectoration. After the onset of pain he 
walked seven miles, falling out several times; next day he 
was sent to hospital, and three days afterwards sent to 
hospital ship, from which he was admitted to base hospital 
with “ rheumatism.” On admission the temperature was 
103-2° F., respirations 28, and pulse 108. He was flushed and 
anxious, with ,a short, evidently painful, cough, and slight 
expectoration not blood-stained. He had pain in the right 
side and shoulder. Examination revealed impaired move¬ 
ment of the left chest. Tactile vocal fremitus and vocal 
fremitus both impaired with marked bronchophony, almost 
pectoriloquy, at about the level of the fifth space behind. 
The percussion note was dull beiow this over an area of 
about the size of the palm of a hand. There were a few moist 
rales over the left base. The breath sounds were almost 
inaudible over the dull area. On the 11th there was some 
improvement, but on the 12th the temperature was 104°, the 
pulse 120, and respirations about 30 to 34. The dullness 
was slightly increased. Impairment of breath sounds, 
tactile vocal’fremitus and vocal fremitus. On the following 
day a small amount of turbid, non-odorous, blood-stained fluid 
was removed and pus cells were found therein. On the 14th 
a portion of the seventh rib was resected and about 10 oz. 
of thick blood-stained pus removed. The patient rallied 
well from the operation, but about 11 p.m. was extremely 
collapsed, complained of acute pain, and had great difficulty 
in breathing. He became cyanosed and almost pulseless. 
The drainage-tube was removed and oxygen inhalations 
and frequent doses of strychnine were given until 5.30 A.M., 
when he began to improve. The subsequent history was 
uneventful—the tube was never replaced and the discharge 
gradually ceased. 
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A bacteriological report by Captain J. A. Arkwright, 
R.A.M.C., was as follows :—“ («) B. typhos. para A in pus 
removed from empyema. (1<) Ten days after operation: 
Positive agglutination of B. typh. A 1/400 ; negative 
B. typh. B 1/100.” 

The chief interest lies in the bacteriological report as to 
the presence of B. typhosus para. A in the pus. The 
question as to whether the patient had a primary lung 
affection remains uncertain. At first I thought the collapse 
after the operation (about 12 hours) was due to a pneumonic 
crisis, but the clinical signs gave no support to that, and with 
the evacuation of the pus all pulmonary signs cleared up 
rapidly. The early removal of the tube is interesting, and 
was possible because we were dealing with a very acute 
empyema. 

THE SURGICAL TREATMENT OF THE 
ERYTHEMA INDURATUM OF BAZIN. 

By Emmanuel Kondeleon, M.D., 

LATH SUBOKON TO THE CIVIL HOSPITAL, ATHENS. 


In a case of erythema induratum I have tried the excision 
of the indurated parts with a good result. The following are 
my notes :— 

The patient was a lymphatic boy, aged 15 years, whose 
mother died from tuberculosis. He himself had never any 
tuberculous localisation before. Five months ago, two 
symmetrical and large indurated masses appeared at the 
same time under the skin of the outer surface of both arms. 
In some parts the skin was violet-coloured but in others it 
appeared nearly normal. These hard masses of the sub¬ 
cutaneous tissue extended over the outer and posterior 
surface of the arms and reached the elbow. Only their inner 
surface was free. The underlying muscles were not adherent 
to the indurated parts, which could easily be raised by the 
hand. Five days later two subcutaneous, hard, but not quite 
symmetrical, noduleB appeared, one on the middle of the 
anterior surface of the right thigh, and the other on the 
middle of the posterior surface of the left thigh. They were 
not surrounded by the induration, which was so character¬ 
istic in the arms, and showed no difference in their appear¬ 
ance in the course of five months. 

The histological examination of indurated parts taken 
from the left arm, made by Professor Katsaras, showed 
tubercles in the hard subcutaneous tissue, formed mostly by 
epithelioid cells. In some of them a peripheral zone of 
lymphatic cells was observed. A certain number of giant 
cells were also to be Been, some being of the type Langhans, 
with their nucleus situated round the cell like a ring, while 
others had the nucleus in the centre. The tubercles were 
either isolated or arranged in groups of from three to four 
tubercles each. The lymphatic vessels were very much 
enlarged. In some parts the enlargement was so prominent 
that the cysts therefrom were visible to the naked eye. A 
close relation existed between the tubercles and the enlarged 
lymphatic vessels, the former having developed round the 
lymphatic vessels. A certain number of tubercles were 
found in a state of beginning organisation, produced by the 
evolution of the epithelioid cells into a ripe connective tissue. 
The whole area round the tubercles was very' thick. 

From the above histological examination it was clear that 
the case belonged to that singular induration of the sub¬ 
cutaneous tissue first described by the French author Bazin 
under the name “erythema induratum.” Further notes :— 

After the excision made for the histological examination I 
observed that the hard, infiltrated mass of the left arm dis¬ 
appeared round the scar. This encouraged me to remove the 
diseased parts on a larger scale. Thus on May 16th I excised 
all the indurated subcutaneous tissue of the left arm, while 
nothing was doneou the right. Under local anesthesia I made 
an incision 6 inches long on the outer surface of the left arm, 
and removed all hard fat and connective tissue going from 
the skin to the healthy muscular layer. Only a small part of 
the induration could not be removed through this incision. 
A few weeks later the whole indurated area except the small 
unremoved part was soft. The skin was still thicker than 
usual, but normal in colour. The difference between the 
right arm not operated upon and the left was remarkable. 
Nearly three months have elapsed since the operation, and 
the induration has not recurred. 

The erythema induration is a mild form of tuberculous 
infection whose localisation heals usually by itself. The 
majority of these cases do not require any surgical measure, 
but I think that the excision of the diseased parts may be 
reserved for those cases in which the induration extending 
over a large part of the arms or lower extremities lasts for a 
long time and impedes their function. 


A CASE OF HEREDITARY SYNDACTYLY. 

By W. E. Le Gros Clark. 

(From the Out-patient Department of St. Thomae's Hotpital.y 


The appended skiagram shows an interesting anomaly, 
which is worthy of being recorded if, as I believe, no similar 
case has hitherto been observed. 

The hand is that of a girl aged 20 who attended the- 
casualty department of St. Thomas's Hospital some time ago. 
Both hands were affected in the same way, and on superficial 
examination the three radial digits appeared to be totally 
absent, while the two ulnar digits presented the normal 
segmentation and were syndactylous. The patient informed 
me that her father and two brothers were affected by the 
same deformity. The skiagram presents some difficulty off 



interpretation. The three mesial metacarpals, as shown by 
their shape and carpal articulation, appear to be normally 
developed. Lying horizontally between the heads of the 
third and fourth metacarpals is another metacarpal bone, 
which is either the first or second metacarpal bone displaced 
from its normal position, or, as seems more probable, a- 
reduplication of the third metacarpal. It articulates 
proximally with the head of the latter bone, and distally 
with the lateral of the two proximal phalanges. This- 
phalanx, however, from its unusual width, appears to be 
the result of jthe fusion of at least two phalangeal elements, 
probably the third and fourth. The identification of the 
lateral metacarpal in the skiagram is obscure, for it may 
represent either the first or second metacarpal element. 

I wish to express my gratitude to Mr. Cyril Nitch, surgeon- 
in-charge, for his kindness in allowing me to make a note off 
this case. 


The Care of Teeth in Schools.—T he School 
Dentists’ Society is circulating the synopsis of a work 
recently published on school dentistry which it considers 
may suggest topics for discussion by members of the society 
and" others interested in school dentistry. Among the 
general contents are chapters on school dentistry and infec¬ 
tious and nervous diseases, and on the anomalies and 
deformities of the teeth and jaws in children, caused by 
general debility. Special articles are included on the 
position of school dentists, and on the inspection and exa¬ 
mination methods of teeth in the schools, while examples 
are given from German sources of the general management 
of dental clinics in Berlin. 
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Cerebrospinal Fever. 

By Michael Foster, JI.A., M.D. Cantab., Captain 

li.A.M.C.. T.K.; and J. F. Gaskeu., M.A., M.D. Cantab., 

Captain R. A.M.C., T. F. Cambridge: University Press. 

Pp. 222. 

Hitherto but one monograph on cerebro-spinal fever 
has appeared in England, and we welcome this contribution 
to the literature of the subject from two workers of known 
care and experience. The book aims at bringing together 
and correlating the clinical and pathological facts accumu¬ 
lated by the authors during the epidemic of 1915. The 
material upon which the book is based has been studied by 
the authors personally, both in its clinical and in its patho¬ 
logical aspects: hence the note of practical and first-hand 
knowledge which characterises its pages. The chapters 
deal successively with history, symptoms, diagnosis, the 
main clinical types, treatment, pathology, and epidemiology. 
A chapter deals with the changes in the cerebro-spinal fluid 
and the cultivation of the meningococcus from it; another 
deals exhaustively with the bacteriology of the causative 
organism and other Gram-negative cocci, There are 11 
coloured plates of quite exceptional merit, embracing charac¬ 
teristic skin eruptions, the brain and spinal cord showing 
exudates of various sorts, a section of the infected meninges 
as seen under the microscope, and a film of the cerebro¬ 
spinal fluid from a fulminating case. The inclusion of these 
plates quite justifies the large size of the book necessitated 
by them. 

Several points of interest strike us in reading the text. 
The authors lay stress upon the frequency with which the 
sphincters are affected during the first few days of the disease 
—an important diagnostic feature when other febrile con¬ 
ditions are considered. The relative infrequency of both 
photophobia and squint, as compared with their frequency 
in tuberculous meningitis, is referred to. A case is cited 
illustrating the point that patients regarded as suffering 
from relapses may have been all along slightly hydro¬ 
cephalic. In discussing the difficult matter of prognosis the 
authors emphasise the fact that in no disease seen in this 
country can such dramatic changes be witnessed as in the 
diverse phases of cerebro-spinal fever. An apparently 
desperate case may make a rapid recovery, while one of 
milder onset runs a uniformly downward course, terminating 
in death. The authors note the relative rarity of mental 
enfeeblement as a sequela of the disease. They give a 
useful caution with regard to increased pressure in the 
cerebro-spinal fluid at the moment of lumbar puncture. This 
is too often commented on as being of diagnostic importance. 
As the authors truly say, such increase of pressure is by no 
means peculiar to meningitis ; the pressure is increased also 
in tumour and, of greater importance to remember, in 
certain febrile diseases, such as pneumonia and influenza. 
The problem of “carriers” is fully dealt with. In the 
experience of the authors, carriers fall into two groups, 
transient and prolonged ; the latter group is considered to be 
in all probability most responsible for the spread of the 
disease. 

In the chapter on treatment the authors are frankly 
pessimistic about the value of anti-meningococcic serum, 
although they admit that their series of cases is a 
small one upon which to base an opinion. In nine 
cases treated with serum their mortality was 55 per cent. ; 
in 30 cases treated without serum their mortality was only 
30 per cent. They attribute the apparent good effects of 
serum treatment to the drainage by lumbar puncture incident 
to the use of the serum, and they consider that the results 
of simple drainage by puncture are better than those obtained 
by drainage plus the injection of serum. We feel convinced 
that there is some fallacy here, and can only suppose that 
the sera used in their cases happened—the same ill-fortune 
befell other workers also about this time—to be of less 
potency than serum available earlier and later. The authors 
mention an interesting observation they were able to make 
in the use of auto-serum therapy. A man who had recovered 
from all acute symptoms suffered from irregular fever accom¬ 
panied by headaches ; 5 c.c. of his own serum were injected 
intrathecally, and complete relief of all his symptoms 
ensued. We note that the thesis advanced by Lundie, 


Thomas, Fleming, and Maclagan, who laid great stress upon 
the existence of a “ catarrhal stage ” in the disease, is not 
confirmed by the authors' observations. Such a stage, 
though carefully looked for, has not been found in any of 
their cases. On the contrary, as we believe is the experi¬ 
ence of most workers, the authors were struck by the fact 
that, in every carrier identified by them, not the slightest 
sign of catarrh has been present. 

The essentially technical portions of the book deal with 
the bacteriology, concerning which, as with the clinical 
sections, the authors report almost entirely their own observa¬ 
tions. This method renders their work extremely valuable as 
a contribution to this most important subject, but detracts a 
little from the value of the book as one for the general 
service of the practitioner, for whom, perhaps, it is scarcely 
intended. Of what we believe to be errors in fact there are 
strikingly few. No doubt it is due to (for them) an unusual 
dependence upon theory that allows the authors to say • ‘ the 
presence of a leucocytosis is of some assistance in the 
diagnosis of doubtful cases, as in tuberculous meningitis no 
increase of leucocytes is present in the blood." There is a 
very useful, and very carefully prepared, bibliography at the 
end of the book. 


A Laboratory Course in Scrum Study. 

By Hans Zinsser, M.D., J. S. Hopkins, M.D., and 

Reuben Ottenberg, M.D. New York: The Macmillan 

Company. 1916. Pp. 184. Price 5s. 6 d. net. 

This book is a schedule of the course of practical instruc¬ 
tion given by the authors at Columbia University and is 
based upon their experience, which extends over some years. 
The laboratory course is supplementary to a lecture course 
on infection and resistance, and it is taken for granted that 
the student has already considerable knowledge of bacteri¬ 
ology and bacteriological technique, and that the instructions 
given will be supplemented by the assistance of a demon¬ 
strator. The possibility of such a course as this will raise a 
feeling of envy in the breasts of British teachers, for 
the legislation of this country renders any imitation quite 
impracticable. Even in America the course seems somewhat 
ideal and does not form an integral part of the regular 
medical curriculum, but is an optional course offered to 
second- and third-year medical students. 

The work is divided into a series of lessons each of which 
deals with some important property of the Berum in its 
relation to the problems of immunity. It is arranged so 
that, so far as possible, the work of one lesson leads 
naturally to, and often furnishes the material for, the 
subsequent one. The course includes the preparation and 
examination of the properties of hicmolytic and bacteriolytic 
sera, agglutination and agglutinins, precipitins and their 
production and use as tests, complement-fixation and 
its practical use in diagnosis, antitoxin formation and 
titration, and the phenomena of anaphylaxis—the synopsis, 
which is not complete, shows that the ground covered 
is extensive. The book is eminently practical, the 
instructions clear and concise, and the whole bears the 
stamp of having been thoroughly tested by actual working ; 
this is especially seen in the instructions to the demonstrator 
as to the materials to be prepared and the dates on which 
they must be got ready. The apparent freedom of the 
teachers from any anxiety as to the sordid details of 
expense, if we may judge by the list of apparatus required 
by each student, will raise further feelings of envy in 
English bacteriologists. As stated above, this is a course of 
instruction which cannot be given in England in its entirety, 
but much might be adapted from it, and by extending the 
work of the demonstrator to cover the vivisection experi¬ 
ments a very useful course of instruction could be built up 
on the basis of this schedule. It is in any case a book 
which will piove of the greatest value to the teacher and' 
demonstrator. It is well printed, and every other page is 
left blank, so that the worker can add his notes. 


Discovery : The Spirit and Service of Science. 

By R. A. Gregory. London: Macmillan and Co., 
Limited. Pp. 340. Price 5s. net. 

Mr. Gregory in this interesting book shows clearly, briefly, 
and eloquently how much is owed by the world to scientific 
discoveries, justifying his high estimate of these discoveries, 
by arguments that are mostly simple and incontrovertible. 
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One of his main lessons is the necessity of putting 
aside the utilitarian spirit, a view which is apparently 
in direct contradiction of a strenuous movement that is 
now taking place among scientific workers, but the con¬ 
tradiction is in appearance only. Science is not to be 
measured by practical service alone, that is the high teaching 
we must remember; but this does not mean that science 
is only noble, and only elevating to her followers, when the 
results of the quest cannot be applied to the work of the 
world. 

Mr. Gregory’s description of the scientific mind is well 
done, and his narration of the episodes that have attended 
the pursuit of knowledge throughout the ages is a 
pleasant feature of the book, which, indeed, is largely 
a collection of the more prominently romantic stories 
associated with scientific progress. The recognition of 
the fact that scientific investigations carried on with the 
motive of acquiring new knowledge has led to results of 
great practical value show Mr. Gregory to be no visionary ; 
it is necessary to point this out because the chapters 
entitled “Across the Border " and “Towards Infinity ” show 
also that he recognises no bounds to the field beyond which 
knowledge may be extended. There is a fairly com¬ 
prehensive section on science interesting to medical men, 
entitled “Conquest of Disease," and it is here that some of 
the best examples will be found of the altruism displayed by 
so many scientific leaders. Pasteur, for example, could 
certainly have become a multi-millionaire if he had treated 
his work from a commercial point of view. 

We hope this book will reach a large public. Applied 
science is playing the predominant part in the war : and 
when the war is over it is to applied science that the nations 
will turn in their enormous works of reconstruction, rehabili¬ 
tation, and repair. This country needs some straight 
teaching, like that conveyed by Mr. Gregory’s book, upon the 
service that science does and upon the spirit in which that 
service is rendered. More general appreciation of the essen¬ 
tial aims of science will dispel the confusion that seems 
to exist between practical and academic knowledge. 


LIBRARY TABLE. 

The Medical Annual, 1916. Bristol: John Wright and 
Sons, Limited. Pp. 919. Price 10s. net.—In the thirty- 
fourth issue of this useful Annual the usual features have been 
retained, while special attention has been given to the needs 
of naval and military surgeons. In Part III., Deputy 
Surgeon-General A. G. Wildey contributes a general review 
of the points of most practical importance concerning the 
medical officer's relation to the fighting man ; and this is 
followed by a valuable chapter on wound infections from 
the pen of Captain A. C. Inman, illustrated by excellent 
coloured plates. The admirable quality of the illustrations 
is indeed a feature of the whole volume. The practitioner, 
both civilian and military, will find the Annual an almost 
indispensable vade mecum and a source of enlightenment on 
many subjects too recent to have found their place in text¬ 
books. 

The Story of a Rod Cross Unit in Serbia. By James Berry, 
B.S.Lond., F. R.C.S.Eng.; K. May DICKINSON BERRY, M.D., 
B. S. Lond.; W. Lyon Blbase, LL. M., and other Membersof the 
Unit. With 30 illustrations. London : J. and A. Churchill. 
1916. Pp. 293. Price 6*. net.—In this volume Mr. and Mrs. 
Berry have collected the experiences of the Royal Free Hos¬ 
pital Unit at the request of many friends who wished to have 
some permanent record of the work done by the mission. As 
our readers will remember, little surgical work fell to the 
hands of the unit, but they were able to give an object- 
lesson in hygienic methods which can hardly fail to bear 
fruit. Three members of the mission were, or became, 
fluent Serbian scholars, and were rewarded by gaining more 
insight into the Serb character than many who have made 
a superficial study of the country. The Serb is described 
as “a very simple, egoistic, likeable people indeed: dirty 
enough, living on mud floors, disliking fresh air, and con¬ 
sequently suffering much from tuberculosis and diphtheria, 
careless about water-supply, and therefore horribly tormented 
with worms, but always lively and affectionate, delighting in 
bright colours and wild music, and making a most attractive 
combination of its characteristic virtues and failings.” The 
book gives a pleasing picture of an experiment in inter¬ 
national amity. 


The Book of Sorron. By Andrew MaCPHAIL. Oxford : 
University Press. 1916. Pp. 500. Price 6,». net.—This book 
of verse contains, Dr. Macphail assures us, all that has been 
said—all, indeed, that can be said—upon the theme of 
sorrow. Designed at the outset for private luxury, the 
compiler has completed his task in Flanders, where the 
scenes provide ample warrant for such a collection. For any 
imperfection in the book Dr. Macphail pleads as excuse the 
place of his present abode and the nature of his employment. 
In peace time professor of the history of medicine in McGill 
University and editor of the Canadian Medical Journal, he is 
now, we believe, a lieutenant-colonel in the Canadian 
Engineers. Our readers have already some experience of the 
author’s sympathetic style and breezy frankness as an essayist, 
and a perusal of this anthology will not bring disappointment. 
The poems are arranged under headings such as Serenity, 
Rest, Resignation, and Consolation. An index of authors 
and of first lines affords ease of reference. The publishers 
have adopted a similar style of type and binding to the 
familiar Oxford Books of Verse. 


ftehi Indentions. 


A “DRAW-OVER” ETHER INHALER. 

The apparatus here illustrated is a modified form of 
Vernon Harcourt’s inhaler. A contains a large removable 
intake valve, and is fitted with a rubber ring to keep it at 
any level; B is a three-necked bottle for ether ; c, a Clover’s 
mask; H, a three-way adapter connecting it with the 
efferent tube of V. H. bore, and carrying i>, an expiry valve ; 
E is an enamelled hot-wafer basin, F its waste-pipe; G, a 
clip ; and K (mislettered H), a thistle-funnel, replaceable by 
a cork, for adding ether or giving O r The apparatus is not 

D 



used for inducing anesthesia; before changing, say, from 
the Clover method the patient should be iveil “ under,” or the 
end of a some inches above the ether, lest coughing or 
breath-holding ensue. When the patient breathes freely 
A is brought down close to the ether, and hot water may 
soon be needed, to increase the vapour strength. AV.H. 
mask may be used instead of c, D, and H. The ether vapour 
may be moistened and warmed by placing a steaming hot- 
water jug, or thermos, close under a. All adjustments can 
be made with one hand ; generally both hands are free for 
holding the jaw. This inhaler is efficient for abdominal 
cases of all kinds, and specially convenient for operations 
on the breast, neck, and head, as plenty of air and ether can 
be given without disturbing the sterile towels. 

The apparatus is made by Messrs. Barth. 

A. B href ford Kingsi-’ORd, M.D. Durh., 

Assistant Ane sthetist, University College Hospital 
Upper George-atreet. W. 
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THE LANCET GENERAL ADVERTISER 


A UNIQUE 

“EVERY CONTINGENCY” 
INSURANCE 


The ideal insurance for professional men is 
one which covers (1) sickness of all kinds; 
(2) accidents of all kinds ; (3) death, or survival 
to age 65. The Combined Policy of the Medical, 
Sickness and Accident Society has been specially 
drawn up to provide for all of these contingencies 
—the rate charged is the lowest obtainable; the 
Society deals only with medical and dental prac¬ 
titioners ; is mutual, and was established in 1884. 

EXAMPLE: 

At age 30 an annual premium of £13 8s. 6d. 
will Insure the following beneflts-During 
incapacity from illness or accident. £3 3s. 
per week for first 26 weeks, and £111s. 6d. per 
week during remainder of illness to_age_65. 

At age 65 or previous death, £300. 

Sickness and accident claims are paid every week by 
cheque, and death claims on production of satisfactory 
evidence. Survival claims are paid on the 65th birthday. 





cvkcC (VuJtaJuxL ohxu 
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Practitioners should write the Secretary for full prospectus. 

MEDICAL SICKNESS & ACCIDENT SOCY., 

300, High Holborn, W.C. 


(Cadbury BoumviUe.) 


By Special Appointment 



to H.M. THB KING. 



Established 
over 00 
— year* — 


FURNITURE FOR INVALIDS and HOSPITAL 
SUPPLIES OF EVERY DESCRIPTION. 


Telegrams: "BATHCHAIR, WESDO, LONDON.” Telephone: 1040 MAYFAIR. 



The "St. Leonards.” New Model. 


READING STANDS, 

BED TABLES, 
ADJUSTABLE RECLINING 
CHAIRS, 

HAND TRICYCLES, 
SELF-PROPELLINC 

CHAIRS, 

HOSPITAL BEDS, 
COMMODE CHAIRS, &c. 



The " Southsea ” Wicker Spinal Carriage. 


Purchase direct from the Manufacturers : 

«J. &, A. CARTER, 2, 4 & 6, New Cavendish Street, London, W. 
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NEOCAINE-SURRENINE 

A PERFECT COCAINE SUBSTITUTE OF LOW TOXICITY. 


Effective and Safe for LOCAL ANESTHESIA, &c. 


-'Since the commencement of hos¬ 
tilities we employ Neocaine-Surrenine 
Corblere which has given us every 
satisfaction.’' 

Pouchet and Sourdat: 

Regional Anaesthesia. 



Fig. 1. 



Fig. 3. 


Neocaine is a synthetic product of French 
manufacture. It is in the form of a white powder, 
belongs to the Benzoyl Dimethyl Ethyl series, 
and is easily soluble in cold water. Neocaine 
possesses all the therapeutical qualities of Cocaine 
(excepting as an exhilarant) but only one-sixth — 
one-seventh of its toxicity. 

The Anaesthetic power of Neocaine is equal 
to that of cocaine ; also its duration and rapidity of 
action. 

Neocaine does not, like Cocaine, exert a vaso¬ 
constrictor action, but is a cardiac tonic. It 
produces no local irritation if the injection is made 
aseptically. 

Composition of Neocaine-Surrenine: 

Pure Neocaine . 1 gramme. 

Borated Adrenalin Ohloride 
(Takamine) . 2 milligrammes. 


APPLICATIONS. 

1. —LOCAL ANESTHESIA BY INFILTRATION. 

2. —REGIONAL ANESTHESIA. 

3. —RACHI ANESTHESIA. 

4. —ANESTHESIA BY EXTERNAL APPLICATION. 


NEOCAINE-SURRENINE may be 
obtained In: 

* 5 centigramme doses, each in sterilized double 

capsule ; easily pulled apart (Fig. 1 E). 

* Tube containing 20 5 eg. doses of the powder in 

capsules (Fig. 2). 

Tube containing 5 grammes of powder. 

ii ii 3 oz, ,, „ 

1 „ „ „ 

# Not suitable for export to hot humid climates; for this pur¬ 
pose powder In tubes or solution in ampoules is recommended. 

BEADY PREPARED STERILIZED 
SOLUTION IN AMPOULES. 

Ampoules of 1 c.c., each containing 5 eg of Neocaine- 
Surrenine (solution 1 in 20). 

Ampoules of 1 c. c., each containing 2 i eg. of Neocaine- 
Surrenine (solution 1 in 50). 

Ampoules of 2 c.c., each containing 5 eg. of Neocaine- 
Surrenine (solution 1 in 40). 

Flask of 10 c.cm., with a patent stopper, containing 
sterile solution of Neocaine-Surrenine (1 c.c. = 
5 eg. solution in 20) (Fig. 3). 

FOR EXTEMPORANEOUS SOLUTIONS: 

Ampoules-matrasses of isotonic sterile serum (1, 5, 
10, 20, 50, and 100 c.c.) for adding the 
Neocaine-Surrenine powder (Fig. 4). 


“ Neocaine - Surrenine given 
marvellous results in the operation 
of extraction, dental amesthetlaa- 
tlon, In pulpectomy, and cases of 
periodontitis.” 

Odontology: 

Professor Choquet. 



Fig. 2 



Fig. 4. 


lull Literature and Clinical Reports on application to — 

THE ANGLO-FRENCH DRUG CO., Ltd. (late M. Bkesillon & Co), 

Gamage Building, Holborn, LONDON, E.C. 

Telegrams: “Ampsalvas, London.” ’Phone: Holborn 1311 
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Economy and Public Health. 

The air is full of exhortations to economy, and it 
is not the abandonment of luxuries that is enjoined 
upon us, but the practice of economy in regard to the 
necessaries of life. Luxuries have, we believe, been 
surrendered by the greater part of our population 
either from motives of patriotism or poverty, or out 
of a desire to conform to general conduct; but many 
who have been proud of giving up the superfluities 
of life have not dreamt of being sparing in their 
use of the necessaries. Now we are urged to reduce 
our consumption of electric light and gas, and our 
water requirements. Such suggestions obviously 
raise serious considerations of public health, and 
already our readers have been consulted as to the 
public duty in the matter. The fact that the exhorta¬ 
tions appear sometimes to be inconsistent with the 
general position of affairs has laid them open to 
criticism. For example, we are asked to cut 
down our consumption of gas because coal should 
be saved. But the importance of getting a large 
quantity of gas residuals from which explosives are 
made is emphasised, while the larger the amount of 
gas made, the larger is the amount of coal distilled, 
and the larger the yield of residuals. It follows 
that to satisfy the demand for explosives implies a 
bigger output of gas; therefore our supply of gas 
should be abundant and cheap, which should be a 
reason for using it more extensively, particularly 
for cooking purposes, reserving coal for the 
making of munitions. But the gas companies are 
charging the public more for gas. Why gas should 
be dearer when gas residuals are in enormously 
increased demand and when something must be 
done with the gas—which, from a war point of 
view, has become the bye-product—passes the 
common understanding, while economy in the use 
of gas is a real drawback to domestic hygiene, 
either in the institution or the home. Exactly the 
same may be said of electric heating and illumina¬ 
tion—their use makes directly for the improvement 
of public health. Yet the case is different for the 
electricity companies, for they burn coal and do 
not distil it, and therefore get no residuals. The 
current costs more to produce owing to the great 
demand for coal. In other words, steam-making is 
a very expensive matter, and steam is essential for 
driving the dynamo. There appears, therefore, to 
be a good reason for reducing our electric con¬ 
sumption, but, on the contrary, an equally good 
reason for making all the use we can of gas both 
for lighting and heating purposes. 


The suggestion to economise in our use of water 
has primarily the same reason behind it as the 
suggestion to reduce the employment of the electric 
current. Practically speaking, water is brought to 
our doors by coal, hundreds of thousands of tons of 
coal being used annually to keep the pumping 
machinery effective. Clearly, if we elected to use 
less water the strain on the pumping engines would 
be relieved and the public coal bill accordingly re¬ 
duced. There can be no doubt that we could, with¬ 
out much inconvenience, use less water than we do. 
But it must be remembered that the hulk of the 
public supply goes to keep efficient the sanitary 
machinery in the bath, the sink, and the water- 
closet. The proportion that is used for simple 
drinking purposes, compared with these demands, 
is quite small and may be left out of calcula¬ 
tion. The suggestion to be sparing of water 
for sanitary service cannot be lightly entertained; 
but a material economy might be reasonably 
attempted in the matter of baths, for in recent 
years a very big demand on the water companies 
in regard to baths has been accompanied by gross 
waste. The amount of water used in domestic baths 
is usually out of all proportion to what is necessary. 
We should be sorry to see any interference with 
the standards of personal cleanliness, and un¬ 
doubtedly the regular use of the bath has done 
much to maintain the health of the public; but 
the benefits of cleanliness need not be lost by 
economy of water in the bath. A complete 
sponging of the body can be secured in a com¬ 
paratively little water. The luxury of the bath 
amounts to a complete immersion, which involves 
a considerable quantity of water that is not actually 
necessary for a mere cleansing process. 

The recent exhortations to economy have in the 
course of the last day or two become more timeous 
than was intended, for such advice may be par¬ 
ticularly needed when the tremendous pressure of 
the great war can be seen by everyone to be lifting. 
The entrance of Roumania into the conflict has 
this enormous significance—a significance which 
all can see—inevitably it must shorten the duration 
of the struggle. More soldiers are added to the 
forces of the Allies, the blockade of the Central 
Empires becomes stricter, and the sense of victory 
in itself forces the pace. This is just the condition 
of things which is likely to lead to failure in 
economy after a strain of long duration. When the 
obviously great things are going well it is difficult 
to pay due attention to what seem to be the 
small things; and when an end appears to 
be approaching to a rigid and compulsory 
parsimony, it is hard not to anticipate that end. 
But it is absolutely necessary that the strictest 
economy should prevail in our domestic expenditure 
and our domestic consumption until the end of the 
war, remembering, however, that no proceeding 
which leads to a failure in public health can ever 
be anything but disastrously expensive. All house¬ 
holders should take steps to limit their consump¬ 
tion of water and electric light; but no municipality 
should allow the sanitary service to go short in 
any particular. 
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Instruction in Medical Ethics. 

At their last session the General Medical Council 
passed a resolution with regard to professional 
education, supplementing certain resolutions 
adopted in 1912. The new resolution, the import¬ 
ance of which is increased by the situation due to 
the war, was in these terms :— 

Instruction should be given in the courses of Forensic 
Medicine and Public Health, or otherwise, on the duties 
which devolve upon practitioners in their relationship to 
the State, and on the generally recognised rules of medical 
ethics. Attention should be called to all notices on these 
subjects issued by the General Medical Council. 

The duties of the practitioner in his relationship 
to the State have increased enormously during 
the past half-century, and he has now constantly to 
consider the application of laws imposed in the 
interest of the public health or of the public 
morality, where once he would have been concerned 
only with the primary duty of a medical man—that 
towards the patient. To the problems which 
normally affect him in time of peace others have 
been added by war. Thousands of medical men 
have been withdrawn from their practices to meet 
the demands of our military and naval forces. 
Thousands of others are treating patients who in 
normal circumstances would not have come under 
their care, and delicate situations may arise out 
of the performance of their work, whether in re¬ 
placing a colleague or assisting the State. Careful 
observation of the principles of medical ethics is 
required now, and later will be especially needed 
in order that readjustment may take place without 
friction or complication. 

Many ethical difficulties are a product of the 
times. There has been a dislocation of medical 
training and a change of all the conditions under 
which in peace the student develops into a 
practitioner imbued with the traditions of an 
honourable profession and, almost unconsciously, 
familiar with the rules which have guided that 
profession in the past. The age has its iconoclastic 
tendencies, and there is observable in other spheres 
besides that of medicine an inclination to regard 
as effete any restrictions and regulations based 
mainly on the experience of seniors. Accordingly 
the introduction into medical education of a course 
of instruction in medical ethics might be of groat 
service as soon as medical education begins again 
to follow a normal course, in order that those 
who enter the profession may have before 
them from the first definite principles for 
their guidance. Patients, the State, and profes¬ 
sional brethren have each their own claims to 
be recognised, and it is when their respective 
claims appear to be in conflict that the principles 
which must underlie all ethical rules are to be 
called in aid. An elaborate code, with a special 
remedy suited to meet any difficulty which may 
arise, could hardly be drawn up, nor would it be 
of frequent use if drawn up. The variety of cases 
which may arise is considerable, and a man may 
find himself confronted at anytime by some incident 
of professional life for which no code could supply . 
a fixed regulation. The application to the ordinary ' 


chances of professional life of the principle that a 
man should do as he would be done by will meet 
the majority of cases; good sense, good temper, 
and willingness to take advice will then remove 
most difficulties. The golden rule of altruism 
has, no doubt, its most obvious application in 
the regulation of questions arising in the relations 
of one practitioner to another. But it is of 
wider application. The medical student must 
remember that he is joining a profession which 
may provide him with a means of living, according 
to his abilities and his opportunities, but which, 
however deserving his conduct, may bring him 
little pecuniary reward. He is entitled to seek that 
reward by every honourable means, while endeavour¬ 
ing to compass the good of others, aud to procure for 
them those conditions of health which each of us, 
whatever our station in life, must always crave 
for himself. 

It is a noticeable circumstance that in its rela¬ 
tions with the lay public the medical profession 
should find medical ethics, or “ medical etiquette,” 
to use the more popular phrase, but little under¬ 
stood. This is most often exemplified in courts of 
law, not only when witnesses decline to answer 
questions put to them, but when more or less 
ordinary incidents of medical conduct form part of 
the subject of inquiry. Hostile criticism of “medical 
etiquette” is frequently heard upon such an occa¬ 
sion, as if obligations of professional duty were an 
unusual phenomenon peculiar to medicine. And 
yet the legal profession claims for itself privileges, 
and binds itself by ethical rules, quite as absolute 
as any for which the medical profession has ever 
sought recognition. The solicitor or barrister in 
relation to his client claims privilege so that he 
may not be compelled to divulge that client's secrets 
learnt in the exercise of his professional duties. The 
solicitor and the barrister in their relations towards 
members of their respective branches observe and 
enforce ethical rules, and again as between the 
two branches of the legal profession the rules of 
professional ethics are followed and insisted upon. 
It ought not therefore to be difficult to win more 
general appreciation for the principles of medical 
ethics in courts of law, and perhaps this end may 
be attained when the study of such principles forms 
a recognised and necessary part of the practitioner’s 
education. The bodies entrusted by the State with 
the training of the student have a right to claim 
support from the State for that which they may 
deem to be a necessary part of the professional 
curriculum, and this is a point which should not 
be forgotten. 


By will the late Mr. John Temple Leon, of 
Souchsea, has bequeathed £500 to the Royal Portsmouth 
Hospital aud £300 to the Eye and Ear Inflrmary, 
Portsmouth. 

French Honour for Birmingham Doctor. —The 
French Government has bestowed on Captain John Dale, 
R.A.M.C. (T.), the Hedaille d’Honneur des Epidemics for 
his work in checking an epidemic of typhoid fever among 
the civil population in an area where, by reason of the 
mobilisation, the usual civil practitioners were not available. 
Captain Dale went to France at the outbreak of war. In 
civil life he is assistant medical officer of health at 
Birmingham. 
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Jnnotatioits. 

'■ Ne quid nlmls.” 

THE PREVENTION AND TREATMENT OF 
VENEREAL DISEASES. 

The regulations of the Local Government Board 
dealing with the part to be played by the State in 
the prevention and treatment of venereal diseases 
were issued on July 12th, together with a Circular 
to the various municipal and institutional autho¬ 
rities concerned.' A further Circular has now been 
issued by the Local Government Board to these 
authorities, stating that the scheme in the first 
Circular has since been considered at the Annual 
Meeting of the Representative Body of the British 
Medical Association," and that a deputation from 
that body to the President of the Local Government 
Board has cordially approved of the scheme, and 
that the medical profession generally was most 
anxious in every way to cooperate with the depart¬ 
ment in making it successful. The deputation 
suggested that it would be a great advantage if com¬ 
mittees of local authorities, to whom the preparation 
of a scheme was delegated, were to invite the local 
medical profession to nominate two representatives 
to attend all committee and subcommittee meetings 
at which the proposed scheme was to be discussed, 
who could assist the committee with their special 
knowledge of the needs of the particular area. 
Gne of these representatives should, they thought, 
ordinarily represent the medical staffs of hospitals 
and the other the general practitioners in the 
administrative area. Mr. Long has commended the 
suggestion to the local authorities as being likely 
to secure the cordial cooperation of the medical 
profession. 

The new Circular deals also with questions which 
have been raised as to safeguards in the distribution 
of salvarsan or its approved substitutes, and the 
intention of the Board is stated to be that these drugs 
should be supplied free, for the purpose of intra¬ 
venous administration to patients, to all medical 
practitioners who can produce satisfactory evidence 
of training or experience in the administration of 
these drugs. The Local Government Board does 
not desire to lay down any hard and fast lines in 
regard to this matter, but holds it advisable that 
as a general rule the drugs should be distributed by 
the medical officer of health, or some person 
acting as his agent, and that this official 
should satisfy himself before issuing a supply 
that the applicant is a registered practitioner 
who (a) holds a certificate of having satisfactorily 
fulfilled the duties of clinical assistant in a 
hospital department recognised by the Local 
Government Board in connexion with a local 
authority’s scheme for the diagnosis and treatment 
of venereal diseases in their communicable stages ; 

(b) holds a certificate of satisfactory attendance at 
a course of instruction in the diagnosis and treat¬ 
ment of venereal diseases (including intravenous 
medication) in such a hospital department or in a 
recognised medical school or post-graduate college; 

(c) is or has been within the last five years a 
member of the permanent staff of a hospital man¬ 
aged by a committee and containing not less than 
50 beds; or (d) produces satisfactory evidence, other 
than that indicated in the foregoing paragraphs, 
that he has had adequate experience in the admini¬ 
stration of these drugs by intravenous injection. 


VITAL STATISTICS OF THE ARMY A CENTURY AGO. 

In a paper read before the Section of the History 
of Medicine of the Royal Society of Medicine, Dr. 
Arnold Chaplin has made it clear that the data for 
the vital statistics of the British Army have been 
recorded in much detail for more than 160 years. 
The “War Office Series” of the archives in the Public 
Record Office was, we believe, first collected and 
rendered ac cessible by Sir James MacGrigor. “ It 
is no exaggeration,” says Dr. Chaplin, " to assert 
that if the name and regiment of any humble 
soldier serving his King from 1750 to the present 
time be given, his whole record while in the Army 
can be traced by reference to this series.” The 
casualty returns contain the wills of those who 
died while serving. They are often written on 
faded scraps of paper that have travelled from far-off 
corners of the Empire. Most of them, according to 
Dr.Chaplin, begin with the stereotyped formula, ‘‘In 
the name of God, Amen, I, John Jones, being about 
to meet my Maker,” and then follow simple directions 
as to the disposal of the small effects, such as a 
belt or a pocket-knife. Often attached to the will 
is a scrawled and soiled document, in which the 
wife or other heir of the deceased acknowledges the 
receipt of, it may be, 3s. 4d., the value of the effects, 
and thus the accounts of a humble but worthy- 
maker of Empire are finally settled. The researches 
of Dr. Chaplin are in some sort deductions 
from these War Office documents, which state 
the cause of death but in themselves afford no 
reasoned conclusions as to the incidence of disease 
among the soldiers. Our armies in the past 
were far from healthy for several reasons: the 
authorities were ignorant as to the cause of 
disease ; the conditions necessary for health were 
not studied; food and clothing were not suited 
to climate, for encumbered by heavy accoutre¬ 
ments and encased in tight clothing, the soldiers 
of the past often marched in a burning tropical 
sun and slaked their thirst after exhausting 
fatigues with copious draughts of strong malt 
liquor. Finally, military hospitals, with their 
endemic gangrene, were often the worst enemies 
of the sick. Disease, in the form of epidemics, 
frequently ravaged whole regiments. The regiment 
of Guards which Edward Jenner vaccinated at the 
beginning of the nineteenth century was found 
to be suffering from an epidemic of itch, 
and small-pox and various chest complaints, from 
influenza to phthisis, broke out at any time 
and decimated our forces. Malaria, plague, yellow 
fever, cholera, and sunstroke were rampant in 
the tropics, the last being now attributed to the 
heavy busbies worn. Between the years 1817 
and 1821, years of peace, be it said, 17 out of every 
thousand soldiers, quartered in Great Britain, died 
each year. This compares unfavourably with the 
civil mortality of 11 per 1000 (in the years 1823-27), 
of persons between the ages of 20 and 40. In the 
tropics the military death-rate was infinitely 
higher. In India, for instance, between the 
years 1817-21 it was 87 per 1000, in Sierra 
Leone (“ the White Man's Grave ”) as high as 362 
per 1000, in Jamaica 185 per 1000, and in Ceylon 111 
per 1000. These are the highest figures, but in 
hardly any case was the rate in our colonies and 
dependencies as low as in London in the period 
mentioned. Canada, for instance, stands at 19, 
Gibraltar at 18, Malta at 25, the Cape alone at 12. 
The death-rate in the present war has. we are told, 
been at the rate of 60 per 1000. This compares 
curiously with the average death-rate from disease 


1 The Lancet, July 22nd, p. 153. 

2 The Lancet, August 12th. p. 283. 
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in the years 1817-21, which is a fraction over 74 
for the stations in metropolitan areas, Scotland, 
Gibraltar, Malta, Ionian Islands, India, Jamaica, 
Bermuda, the Cape, West Africa, Canada, and 
St. Helena. Were we now at peace, the rate of 
death from disease in the Army of Great Britain 
would be below rather than above 2’6 per 1000, 
which was the rate in 1907-11. These figures are 
the measure of our scientific progress in medicine. 


EXPERIMENTS ON LIVING ANIMALS. 

An abbreviated report has been issued by the 
Home Office showing the number of experiments 
under licences on living animals during the year 
1915. Professor G. D. Thane, the chief inspector, 
states that 21 new places were registered for 
the performance of experiments and two places 
were removed from the register during the 
year. Of the 21 new registered places 13 are 
laboratories connected with naval or military 
hospitals and sanitary institutions. The toted 
number of licensees is 664, of whom 322 performed 
no experiments. The experiments reported are, as 
usual, grouped under two heads. The total number 
of experiments other than those of the nature of 
simple inoculations, hypodermic injections, or 
similar proceedings is 2771. Of these there were 
performed under licence alone, 1505 ; under Certi¬ 
ficate C., 275 ; under Certificate B., 782 ; and under 
Certificate B. + EE., 209. The other group is 
devoted entirely to inoculations, hypodermic injec¬ 
tions, and some few other proceedings performed 
without ancesthetics. It includes 67,802 experi¬ 
ments, whereof there were performed under 
Certificate A., 67,521; under Certificate A. + E., 
270 ; and under Certificate A. + F., 11. During 
the year 1915 11,657 experiments were per¬ 

formed by 14 licensees in the course of cancer 
investigations. Seventy licensees report over 
20,000 experiments which were performed for 
Government departments, county councils, muni¬ 
cipal corporations, or other public health authori¬ 
ties. Twelve licensees report nearly 25,000 experi¬ 
ments for the preparation and testing of antitoxic 
sera and vaccines and for the testing and standard¬ 
ising of drugs. _ 

STATE CONTROL OF THE LIQUOR TRADE. 

Under the above title the Temperance Legisla¬ 
tion League has issued in pamphlet form a reprint 
of an article by Mr. A. Sherwell, M.P., which was 
originally published in the Spectator , and at the 
time of its appearance attracted very favourable 
notice as a moderate and reasoned statement of the 
case for the nationalisation of the liquor trade. 
As Mr. Sherwell remarks, the war has totally 
changed the situation with regard to this problem, 
and no one, not even the most convinced indi¬ 
vidualist, would now be prepared to suggest that, 
in the matter of the drink question, a return to the 
status quo ante helium is either desirable or practic¬ 
able. The success which has attended the policy of 
the Central Control Board has clearly shown in how 
large a measure the social evils of alcoholism can 
be abated by a reasonable system of regulation, and 
public opinion will certainly demand that the im¬ 
provement in the national habits brought about 
under this influence shall not be allowed to lapse 
at the end of the war. To maintain and develop 
that improvement, however, in face of the numerous 
and powerful forces making for reaction it is 
essential that the State should not be hampered 
in handling the question by the opposition of 


private interests. The buying-out of the liquor trade 
would be an immense financial operation, but that 
it is perfectly practicable, under conditions securing 
fair treatment of the private interests involved, 
is evident from the fact that the representative com¬ 
mittee of experts appointed by the Treasury to 
consider the matter in the spring of 1915 had 
no difficulty in agreeing on a detailed scheme of 
purchase. Mr. Sherwell brings forward cogent argu¬ 
ments in support of the immediate adoption of this 
scheme or of some scheme on similar lines ; and he 
further makes out a strong case for the direct con¬ 
trol and management of the industry as a State 
monopoly. It is interesting to note, from some 
expressions of opinion quoted at the end of the 
pamphlet, that even strong opponents of the 
principle of State and municipal trading recog¬ 
nise that the usual objections to that policy do not 
apply in the case of the liquor traffic. Thus, the 
lack of energy in pushing business, which is fre¬ 
quently alleged as a special drawback in State 
trading, would in this instance be rather of the 
nature of an advantage; while the other stock 
objection to such enterprise—the increase in the 
number of Government servants, with the attendant 
risk of their organisation for personal aims—can 
hardly have much weight, seeing that these servants 
would replace a larger number of persons who have 
a direct pecuniary interest in the sale of alcohol. 
It is satisfactory to observe that both Mr. Sherwell 
and the public men whose comments on his views 
appear in the appendix to the pamphlet, are 
emphatic in their condemnation of the system of 
municipal control. The political conditions of the 
moment appear to offer a unique opportunity for 
dealing with the liquor problem on national lines 
and without the distorting influences of party 
prejudice. Mr. Sherwell’s brochure should do much 
to promote clear thinking on the question, and we 
trust that it will be widely circulated. 


THE NEW POST OFFICE REGULATIONS FOR 
PATHOLOGICAL SPECIMENS. 

The regulations concerning articles sent for 
medical examination or analysis have recently 
undergone some modification, and the amended 
regulations as now in force are given in Leaflet 
No. 87 issued by the Secretary of the Post Office. 
They will be found to give reasonable facilities 
for the sending of pathological material by post, 
which cannot be said to have been the case before. 
Material may now be sent by the patient to a 
recognised medical laboratory or institute, and the 
packet, although it must be conspicuously marked 
“ fragile with care ” and bear the words “ patho¬ 
logical specimen,” need no longer have the name 
and address of the sender written on the outside. 
The packet must be securely closed, but the regula¬ 
tions no longer require it to be hermetically 
sealed. The submission of receptacles, if these 
are supplied by a laboratory or institute, for the 
approval of the Secretary of the Post Office, is now 
an instruction instead of a recommendation. The 
remaining instructions are unchanged, and it is 
still inadmissible to send pathological specimens 
by parcel post. We have inferred that the new 
regulations are much more reasonable than the 
old. In practice, however, the difference may not 
bo very apparent, as the amendment only gives 
official recognition to practices which have long 
been going on. The old regulations had proved 
unworkable, and their non-observance had been 
tolerated by the authorities. 
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THE 

SHIAH PILGRIMAGE AND THE SANITARY 
DEFENCES OF MESOPOTAMIA AND 
THE TURCO-PERSIAN FRONTIER. 

By F. G. Clemow, M.D. Edin., C.M.G., 

BRITISH DELKOATE TO THK INTERNATIONAL BOARD OF HEALTH AND 
PHYSICIAN TO H.M. EMBASSY. CONSTANTINOPLE. 


IV. 1 — The PILGRIMAGE AND TRANSPORT OK BODIES TO THE 
Shiah Holy Places. 

In the preceding articles th6 sanitary defences, firstly at 
Basra and, secondly, along the Turco-Persian frontier with 
special reference to the lazaret of Khanikin, have been briefly 
described. These are the two great routes by which 
travellers, goods, and pilgrims enter Mesopotamia and the 
adjoining portions of Turkey in Asia from other countries. 
The number of pilgrims travelling by these routes is very 
considerable. Most people are aware of the great flow of 
Moslem pilgrims to Mecca and Medina, on the western side 
of the Arabian peninsula ; but it is far from being generally 
realised that there is another great pilgrimage on the eastern 
side, to the Shiah shrines of Mesopotamia, and that this 
pilgrimage is only second in importance to the Haj itself. 
In the present article an attempt will be made to describe 
some of the outstanding features of this Shiah pilgrimage, 
with special reference to the dangers that it offers to the 
public health and the steps taken to meet those dangers. 

Rightly to understand what follows some brief account of 
the origin and nature of the Shiah religion will be essential. 
This branch of Islam is almost as old as Mohammedanism 
itself. After the death of the Prophet in the year 632 A.D. 
(11 of the Hijra), the choice of his successor in the Caliphate 
led almost immediately to divergence of opinion, and 
ultimately to a deep and permanent schism. The Shiahs 
reject the Caliphates of Abu-Bekr, Omar, and Othman, the 
first three successors of Mohammed, and regard Ali, the 
Prophet’s cousin and son-in-law, as the first legitimate 
Caliph. The schism and wars which resulted from these 
conflicting claims may be read of in any of the many 
histories of Islam. They culminated in the assassination 
of Ali at Kufa, in the year 661 A.D. (40 of the Hijra), 
and later in the overthrow and death of Hussein, 
his son, with his small band of devoted adherents, at 
Kerbela, on the 10th Muharrem, a.d. 680 (61 of the Hijra). 
The Shiahs have never ceased since to deplore, and to com¬ 
memorate in deploring, these tragic events. Each year the 
months of Muharrem and Sefer are kept as months of 
sorrow and mourning, and these are at their highest or 
deepest on certain special days—notably the 10th Muharrem 
and other anniversaries of gloomy events in the Shiah annals. 
The Shiah is regarded by the Sunni, or orthodox Moslem, 
as a sectarian, and this seems to give an added air of 
dejection to the followers of this branch of Islam. 

A large number of sub-sects have arisen among the Shiahs 
in the course of twelve centuries. As many as 70 or 80 of 
these have been enumerated; but the large majority have 
lasted for a brief while only and have almost or quite ceased 
to exist. A recent authority 2 states that only five such 
divisions are recognised—the Zaidias, the Kaisanias, the 
Ghallias, the Ismailias, and the Asna-Aasharias. But even 
of these the Zaidias have almost completely disappeared, 
only a few remaining in Asia and Africa (Morocco); 
the Kaisanias exist no longer; and the Ghallias are 
represented solely by a few followers in the mountains 
of Kurdistan. The Ismailias, or Sabioun, have been 
divided into two groups, an eastern and a western. 
The latter are found only in the Yemen’, in Egypt, and in 
Barbary, and they do not, it is said, make the pilgrimage to 
Kerbela and Nejef. But the eastern Ismailias form a 
considerable group, mainly represented by the Khojas of 
India, whose chief is the Agha Khan of Bombay, and they 
are devout pilgrims to the shrines of Irak-Arabi. 

The Asna-Aasharias are by far the most important of the 
Shiah groups ; so important, indeed, that the learned 
authority just quoted writes that (apart from the Ismailias) 

1 Articles I., II., and III. were published In The Lancet of 
August 12th (p, 289) and 19th (p. 333), respectively. 

2 The Spirit of Islam, by Ameer Ali, Syed, M.A., C.I.E., Calcutta, 
1902. 


“ A-ma-Aashariaism has become synonymous with Shiahism.” 
As their title indicates, they recognise 12 spiritual leaders, 
or Imams, whose names are as follows :— 

First Imam .—Ali, elected Caliph A.D. 655 (A.H. 34), assassi¬ 
nated at Kufa A.D. 661 (A.H. 40) ; buried at Nejef. 

Second Imam. —Hassan, sou or Ali, died and was buried at 
Medina A.D. 670 (A.H. 49). 

Third Imam .—Hussein, brother of Hassan, killed near to 
Kerbela on the 10th Muharrem, A.D. 680 (A.H. 61); buried at 
Kerbela. 

Fourth Imam.— Zain-ul-Abadin, or Ali 11., son of Hussein, 
died and was buried at Medina a.d, 694 (a.h. 75). 

Fifth Imam.—Muhammad Bakir, son of the preceding, 
died and was buried at Medina a.d. 731 (a.h. 114). 

Si.nli Imam. —lafer-es-Sadik, son of the preceding, died 
and was buried at Medina A.D. 765 (A.H. 148). 

Seventh Imam .—Musa Kiazira, son of the preceding, died 
at Bagdad A.D. 799 (a.h. 183); buried at Kiazimein. 

Eighth Imam. —Ali bin Musa, or Ali III., son of the pre¬ 
ceding, died near to Meshed a.d. 818 (a.h. 203); buried at 
Meshed. 

Ninth Imam .—Abu Jafer Muhammad, surnamed A1 Jewad, 
or A1 Taki, died at Bagdad a.d. 835 (a.h. 220); bnried at 
Kiazimein. 

Tenth Imam .—Ali-en-Naki, or Ali IV., son of the preceding, 
died at Samara a.d. 867 (a.h. 254). 

Eleventh Imam. —Hassan-el-Askari, son of the preceding, 
died and was buried at Samara a.d. 873 (a.h. 260). 

Twelfth Imam.— Muhammad bin Hassan, or El Mahdi, son 
of the preceding, disappeared at Samara a.d. 878 (a.h. 265). 

The twelfth Imam, El Mahdi, disappeared mysteriously in 
a grotto at Samara, on the Tigris, where he is still believed 
to be, and is expected to reappear shortly before the end of 
the world. 

This list of names and dates summarises the history of 
Shiahism during the first two centuries of its existence ; and 
the burial places of the Imams constitute to-day the goal of 
thousands of pilgrims, in life or after death, from many parts 
of the Moslem world. It will be seen that these burial- 
places Include not only Medina, where lie buried the Prophet 
himself and four of the Imams, but also Kerbela and Nejef, 
in the desert south of Bagdad, Kiazimein close to Bagdad, 
Samara on the Tigris, and Meshed in Northern Persia. Of 
these, Kerbela and Nejef are (apart from Medina) the most 
sacred cities for the Shiah faithful—Kerbela more particu¬ 
larly for the pilgrimage in life, and Nejef for burial, the 
pilgrimage after death. 

The Nationality and Number of Shiah Pilgrims. 

Of the 10,000.000 inhabitants of Persia, four-fifths are 
thought to be Shiahs, and the Persian contingent to the 
Shiah pilgrimage outnumbers all others. Russia also sends 
each year a large number of pilgrims from her Asiatic 
provinces, more especially to Meshed, but many also to 
Kerbela and Nejef. The number arriving from India has 
varied in recent years with variations in the severity of the 
quarantine and other measures at Basra. After these 
measures were .relaxed in 1912 the number of Indian 
Shiah pilgrims rose from insignificant figures to between 
5000 and 6000. It is believed that of the 66,000,000 
Moslem inhabitants of India, from one and a half 
to two millions are Shiahs. They are found mostly 
in Northern India, and are particularly numerous in 
Lucknow, Faizabad, Bombay, and Haidarabad (Deccan). 
The Khojas, already mentioned, are found in Bombay and 
in the mountains of Gilgit and Hanza. The Borahs of 
Bombay are Shiahs, and so also are the Nawabs or other 
rulers of Hampur, Khairpur, Cambay, Junagadh, Murshidabad, • 
and Mahmudabad, though the population of these states are 
mixed Sunni and Shiah. Smaller groups of pilgrims come 
from Afghanistan, from Baluchistan, from Mongolia, and 
from parts of Africa ; but the largest groups of all come to 
Kerbela and Nejef from other parts of Turkish territory— 
from the valleys of the Tigris, Euphrates, and Shatt-ul-Arab, 
from Kurdistan, and even, in very small numbers, from the 
Lebanon. In the vilayets of Bagdad and Basra alone 
(including in the latter the sanjak of Nejd or El Hasa in 
Eastern Arabia) the number of Shiah inhabitants is probably 
not far short of one and a half millions. 

It is not easy to estimate even approximately the total 
number of persons who annually visit the Shiah shrines. 
Some record is kept of the arrivals of Shiah pilgrims on 
Turkish territory from other countries—mainly in the 
registers of the health ofiices at Basra and Khanikin and 
other points on the frontier of Persia. The following 
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table shows the numbers of arrivals by the land frontier 
(southern two-thirds) and Basra respectively during the 
year 1903-13: 


Y ear. 

Persian 

frontier. 

Basra. 

Totals 

Year. 

Persian , 
frontier. 

Basra. 

Totals 

1903-4 

53,474 

1183 

54.657 

190&-10 i 

32,385 | 

1721 

34,107 

1904-5 

13,400 

1903 

15,303 

1910-11 ; 

57.379 

2115 

59,494 

1905-6 

69,300 j 

4471 

73,771 

1911-12 

32,021 

4309 

36,530 

1906-7 1 

49.351 

5445 

54.796 

1912-13 

43.777 

8101 

51.878 

1907- 8 

1908- 9 ■ 

33,897 

35,322 

2544 

1552 

36.441 

36.874 

Averages 

42.031 , 

3334 

45,365 


It will be seen that the totals varied between 15,000 and 
73,000. The minimum occurred in 1904-5, and was the 
consequence of the prohibition of the pilgrimage from Persia, 
where cholera was severely epidemic at the time; and the 
maximum fell in the following year, and was the result of 
the removal of that prohibition. If to the above figures be 
added the numbers of pilgrims from Turkish territory the 
totals will be greatly swollen, and the assertion of local 
observers that 80,000 or 100,000 pilgrims are sometimes 
collected simultaneously in Kerbela may well be true. Many 
Shiahs perform the pilgrimage more than once in their life¬ 
time, and the inhabitants of Bagdad flock weekly—especially 
on Saturdays—to the great mosque of Kiazimein, one of the 
principal Shiah cities, only 40 minutes’ distance from Bagdad, 
with which it is connected by a primitive tramline. 

Routes Followed by the Pilgrims. 

The large majority of pilgrims pass through Bagdad. 
Those who come from foreign countries by sea arrive at 
Basra, and travel thence, by river steamer, to Bagdad, though 
a few ascend the Shatt-ul-Arab and Euphrates by sailing- 
boat and land at Kufa, Shenafieh, Kill, or some other 
place near to Kerbela or Nejef. Those who cross the 
frontier do so mostly at Khanikin and descend thence 
to Bagdad by the route mentioned in the preceding 
article. From Bagdad they travel in two days, to Kerbela, 
crossing the Euphrates at Musseyib (not far above the spot 
where the great dam or barrage was recently built for 
Turkey by an English firm); and from Kerbela to Nejef is 
another two days’ journey southwards. 

It is unnecessary to describe here the many other 
secondary routes by which pilgrims travel, and impossible to 
trace the many devious roads followed by pilgrims or 
bearers of dead bodies “in contraband”—a subject to be 
referred to later. 

The Season of Pilgrimage. 

Since the Shiah pilgrimage may be made at any portion of 
the Moslem year, the majority of pilgrims choose the months 
of autumn and early winter, when the harvest in their own 
country is gathered in and when the great heats of summer 
are over. But there are certain days of the Moslem year 3 
for which they prefer, if possible, to time their pilgrimage. 
As already stated, the months of Muharrem and Sefer have a 
special sanctity, and there are certain red-letter days (too 
numerous to name here) for each of the principal Shiah 
cities. 

The Shiah Shrines: Sanitary Conditions in the Holy Cities. 

In each of the Shiah cities is one or more large mosques, 
built over the tomb of an Imam. No giaour is permitted to 
enter even the outer courtyard of these mosques, but from 
the glimpses that may be had of them from afar there is no 
doubt that they are noble specimens of Moslem archi¬ 
tecture. The great central dome and the two to four 
minarets are in most instances covered with gold, and the 
coloured tiles lavishly used in the scheme of decoration are 
remarkable, even for the East. 

No less remarkable are the insanitary conditions found 
prevailing in these cities. The narrow and tortuous streets 
are ill-kept and often deep in mud of a most offensive kind. 
The houses are badly ventilated and overcrowded. In all the 
larger houses are found underground chambers, or serdabs , 


3 The Moslem year, being composed of 12 lunar months, is 11 days 
shorter than the solar year. Hence Moslem festivals, recurring 11 days 
earlier each year, may fail in any of the four seasons. The 12 lunar 
months are as follows : Muharrem, Sefer, Kebi-ul-Evvel, Rebi-ul-Akhlr. 
Juma/.i -til-Evvel, Jumazl-ul-Akhir, Rejeb, Shaban, Ramazan, Sheval, 
Zilkarir, and Zilhld.je. The present Moslem year (A.H. 1334) began on 
Nov. 9th, 1915, and will end on Oct. 27th, 1916. 


where the inhabitants may escape from the great heats of 
summer ; many are 40 or 50, and some even 80 or 100 feet 
below the ground. If report be true, these cellars are often 
the scenes of unspeakable vices. 

The water-supply of Nejef is of three kinds. Firstly, many 
houses have wells; the water is found at from 25 to 35 
metres below the surface ; it is hard and brackish. Secondly, 
there is what is known as the birlqc water, which is brought 
from the Shatt-ul-Kufa, a branch of the Euphrates, by 
means of a canal. This canal formerly communicated with 
the Bahr-i-Nejef, to be mentioned later ; it now ends in a 
small pool. This water is usually stored in a tank or 
cistern in the houses, and is used for every conceivable 
purpose. It appears to be regarded as possessing some 
special sanctity ; and a drinking vessel that has been used 
by an infidel is washed three times in this water before 
being regarded as pure for Shiah use. The tanks are only 
emptied at long intervals, when the water is unspeakably foul; 
the Nejef health officer informed the author that, after one 
of these tanks had been emptied into the street, it was im¬ 
possible to pass near the pool thus formed for some two weeks, 
so offensive had the water become. The third source of water 
is the Shatt-ul-Kufa itself at Kufa ; it is only used by a few 
of the more wealthy inhabitants. 

There are no drains in Kerbela or Nejef, and most houses 
have cesspools. It is not surprising that many diseases are 
rife in these cities. Malaria prevails all along the Euphrates 
and its many branches, but at Nejef, which is built on a low 
hill, it is of no great frequency. It was formerly much 
more so owing to the marshes around the Bahr-i-Nejef, or 
“Sea of Nejef.” This was formerly a large lake, and is 
still marked as such on many maps, but within recent years 
it has been reduced to a small sheet of water, known as the 
Bahr-i-Shenafieh ; and the drying up of the marshes around 
it has led to a great improvement in the health conditions of 
the district. Enteric fever is excessively prevalent in these 
towns. Typhus, however, is rarely seen. Tubercular disease 
in all its forms is rife both in Kerbela and Nejef, and so 
also are dysentery, syphilis, and many other diseases. The 
“Bagdad boil” or “button” is seen, but is not common, 
and leprosy seems to be rare. 

The Transport qt Dead Bodies to the Shiah Cities. 

This constitutes the most striking feature of the Shiah 
religion. Every Shiah desires to be buried in one of the 
holy cities, of which Nejef is considered the most sacred. 
The majority of bodies come by land, either from Persia or 
from Turkish territory ; a few come by sea to Basra. Their 
numbers have varied within wide limits. Thus, in 
1904-5, when the pilgrimage and carriage of bodies from 
Persia were prohibited for a season, only 146 bodies were 
registered at all the Turkish health offices of Mesopotamia; 
in 1912-13, on the other hand, the total rose to 7558. In the 
ten years 1903-13 the average number registered was 5304. 

Bodies are classified as “ fresh ” or “dry.” In principle 
no bodies are supposed to be admitted to the holy cities if 
death has occurred less than three years before, but excep¬ 
tion is made for the bodies of persons dying within a 
12 hours’ journey of the burial places, whose bodies are 
admitted in a “ fresh ” state. Fresh bodies arrive either in 
light wooden coffins, or in shrouds, or in bundles of reeds 
tied with cords. “ Dry” bodies are carried in sacks of 
canvas or leather or in boxes. Occasionally a body in the 
skeleton state is seen, every bone of which is separately 
wrapped in cotton wool ; these usually come from Baku on 
the Caspian. Bodies generally arrive in small groups, with 
little ceremony ; but occasionally a group of one or two 
hundred may be met with, travelling with considerable 
pomp. 

On arriving in the outskirts of Nejef the bodies are first 
deposited in a small enclosure, or morgue, built in the desert 
near the town. Here the taxes are collected ; the bodies 
are removed from their outer wrappings or coffins, and 
placed in large coffins belonging to the defnieh depart¬ 
ment (the nature of which will be defined shortly). 
The other wrappings and coffins are burnt by the health 
officials, in the desert near to the morgue. The Com¬ 
mission was consulted as to the necessity of continuing this 
system of incineration. The labads or shibna —i.e. the shrouds 
around the coffins—are often of considerable value, and the 
wood of the coffins would be precious in these regions, where 
trees are unknown and all wood has to be imported. The 
local authorities were anxious for permission to arrange for 




The Lancet,] 


THE CENTRAL COUNCIL FOR DISTRICT NURSING IN LONDON. [SEPT. 2, 1916 443 


the preliminary disinfection of the coffins, which they then 
proposed to sell; the revenue thus obtained would, they 
claimed, enable the local health authority to put np a steam 
disinfecting stove, in which the shrouds could also be dis¬ 
infected and afterwards sold. Some such form of disinfection 
was attempted a few years ago, but it led to serious abuses 
and was abandoned. The Commission definitely condemned 
a return to the former system. The practical difficulties in 
the way of properly disinfecting a large number of coffins and 
shrouds would be considerable and, for obvious reasons, 
incineration is the only proper fate of such objects. 

The bodies remain in the morgue until the ceremonial 
washing, the payment of dues and other formalities are 
completed. It is forbidden to take any body into a house in 
the town, but many pilgrims—notably those from Baku 
already mentioned—are so attached to their relatives' 
remains that nothing will prevent them from taking these 
into the town. The majority of bodies are carried from the 
morgue to the mosque in the centre of the city, where they 
make the tour of the Sahn-i-Sherif, or outer courtyard of the 
mosque. This ceremony is the equivalent, for the deceased, 
of a ziaret, or religious visitation during life. The h amain, 
or porters, who carry the bodies are paid anything from a 
few piastres up to one or two Turkish pounds (a Turkish 
pound has the value of 18s.), according to the wealth of the 
deceased. If the relatives are present they will themselves 
carry the body, and it is a meritorious action for a Shiah 
passer-by to lend his shoulder, if only for a few paces, to 
this pilgrimage after death of a brother Shiah. When the 
ziaret and all other formalities are completed the bodies are 
finally deposited in the icrtiain, or tombs, around the 
mosque, or in the cemetery outside the town, or in one of 
the many private tombs found within the town walls. 

(To be continued.) 


THE CENTRAL COUNCIL FOR DISTRICT 
NURSING IN LONDON . 1 


The Organisation Subcommittee of the Central Council for 
District Nursing in London has drawn up a report which was 
approved by the Executive Committee on June 7th last. A 
conference with the medical officers of health of the 
metropolis was held on April 12th, from which, and from 
information furnished by the nursing associations, it appears 
that, although the need is fully recognised, little has as yet 
been done to give practical effect in the metropolis to the 
powers conferred on sanitary authorities by the Notifica¬ 
tion of Measles Order—namely, to provide medical attend¬ 
ance, including nursing, for the poorer inhabitants. Never¬ 
theless, some commencement has been made and a statement 
of what has so far been accomplished is summarised as 
follows in an appendix to the report. 

District Nursing of Measles. 

Battersea .—The borough council has made an arrangement with 
the South London Nursing Association to attend certain Infectious 
diseases when necessary, of which measles is one. 

Chelsea .—The medical officer of health has recommended a scheme to 
the borough council under which the Chelsea District Nursing 
Association will supply trained nurses to visit notified cases of measles. 
Cases requiring nursing assistance would be referred to the medical 
officer of health, who would give the necessary sanction. The Associa¬ 
tion would provide the nurse to give any nursing assistance necessary, 
but Buch assistance would only be provided when a doctor is In attend¬ 
ance. The association would be paid £10 per annum by the borough 
council and an additional sum of lOd. for each visit exceeding 240 in 
any one year. If there should be no measles the medical officer of 
health proposes to use the nurses supplied by the Association for other 
cases of illness in young children—e.g., whooping-cough, summer 
diarrhoea, ophthalmia neonatorum. 

Jlolbom .—The medical officer of health writes that cases of measles 
and German measles are lirst of all visited by the lady sanitary 
inspector, and arrangements have been made with the Bloomsbury 
nurses for the nursing of the poorest cases. 

Kensington .—The borough council have approved a recommendation : 
“That an arrangement be entered into with the Kensington District 
Nursing Association for one year whereby, In the event of an epidemic 
of measles, the services of the Association's nurses shall be available for 
the visiting, and, where required, for the nursing of patients of the 
poorer class, it being understood that visits will only be paid at ttie 
instance of the medical officer of health, and that in every instance 
the relatives of the patient will be urged to secure the advice of a 
medical practitioner or of the Poor-Law Medical Officer." 

Penge .—The Urban District Council has agreed with the Ranyard 
Nurses for a nurse in case of an epidemic. They would pay £2 a week 
for this full-time nurse when she Is employed. 


1 London : P. S. King and Son. 1916. Price Id. The First Annual 
Report was noticed in The Lancet of March 4th, 1916, p. 525. 


St. Pancras .—An attempt is being made to provide, through the 
Mayoress’s Nursing Fund for Sick Children, a special nurse .to look 
after cases of measles as soon as they are notified. This scheme, which 
is under the supervision of the Medical Officer of Health, includes, 
where necessary, the gratuitous provision of essentials such as 
nourishment, fuel, Ac. The scheme is being tested in Wards 6 and 6, 
and a small part of Ward 3, situated in the centre of the borough. 
The St. Pancras Dispensary, which already has a special department for 
the care of children, has consented to act as the centre for the work, and 
to cooperate as far as possible. It is estimated that the cost of working 
the district chosen through an epidemic would be £300. An arrange¬ 
ment lias been entered into with the Bloomsbury Nurses for a part 
of the area, and with the Central St. Paneraw Nursing Association for 
another part. The North London Nursing Association also attends 
certain of the cases. 

Shoreditch and Bethnal Qrcen .—Nursing is carried out by the 
District Nursing Association. The superintendent of the Association 
obtains a list from the medical officer of health each morning of cases 
considered suitable for nursing. The Association is paid 6tZ. for each 
visit. The details as to supplying nurses are left to the Association, 
but it is understood that a definite part of one nurse's time is set 
apart for this work, even if she does not give her whole time 
to it. 

Westminster .—The medical officer of health reports in regard to the 
first quarter of 1916: “ In four instances [of measles] the visitors found 
the nursing at home insufficient, and district nurses were called in at 
their request. In three of the cases the nurses paid sixteen, thirty- 
three, and twenty-nine visits respectively. Two were in the same 
family, and the illnesses were concurrent for ten days." 

Negotiations are also takiog place between various medical officers of 
health and district nursing associations, notably in Bermondsey, 
Paddington, Wandsworth, and Woolwich. 

Special attention is called to the interesting experiment 
initiated by the Mayoress’s Fund in the metropolitan 
borough of St. Pancras. Some hesitancy has been felt in 
regard to the possible cost, and the subcommittee's state¬ 
ment is of importance that experience has already shown 
that by systematic management the cost may be kept 
within quite moderate and practicable limits. Until further 
experience has been obtained doubt is expressed as to the 
expediency of recommending a uniform standard for adop¬ 
tion by the district nursing associations of the metropolis. 
With regard to the cost, the statement is made that if the 
whole-time services of a nurse are contracted for per week or 
by the year the annual cost of a district nurse in London is 
estimated at about £110 on average, inclusive of adminis¬ 
trative expenses, equivalent to, say, 2 guineas per week. 
The average cost of the district-nursing of ordinary cases of 
sickness works out at about 8 el. per nursing visit. 

The committee recommend the desirability of making 
arrangements for the mutual assistance of nursing associa¬ 
tions by the loaq of nurses as reliefs in times of epidemic 
stress. Experience shows that epidemics do not fall with 
simultaneous uniformity on the whole metropolis, and also 
that the heaviest attack on a given area is limited to a 
period of a few weeks, or, at the most, to two or three 
months of the whole year. This inequality of stress, as 
well as the long interval between one epidemic and another 
(about two years in London) would necessarily render the 
maintenance by a sanitary authority of a permanent staff of 
nurses for the purpose a difficult and costly matter. 

As it appears that the provisions relating to public 
assistance in regard to maternity and the welfare of young 
children do not enable any aid from Exchequer grants to 
be given towards nursing, it is necessary for voluntary 
effort and charity to fill the gap. In response to an appeal 
the committee have already received some contributions 
for this purpose. If these prove to be sufficient it is proposed 
that grants-in-aid of the district-nursing of measles, among 
other diseases, should be given by the Central Council in 
aid of local effort through the District Nursing Associations. 

The report ends with an appeal. In normal times the 
object is one which would not fail to secure general and 
generous support. In this crisis of our national life the duty 
of saving young lives is more clearly than ever a primary one, 
and the support should not be lacking. 


Smiley Cottage Hospital, Larne.—T he report 

of this well-equipped hospital for the year ended June30tb, 
1916, shows that a large portion of the institution has been 
set apart for the use, when needed, of the sailors defending 
the surrounding shores. The patients admitted were: 
medical 195 and surgical 127. Of those in the hospital during 
the year there were 293 males and 29 females. The Dowager 
Lady Smiley, whose husband, the late Sir Hugh Smiley, 
founded the institution, gave eight new beds fully 
furnished and provided numerous other gifts during the 
year. The amount of work for the matron and nurses 
has increased, yet by judicious management the extra cost 
has been small. 
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Royal Naval Medical Service. 

The following appointments have been notifiedFleet- 
Surgeon : A. X. Lavertiue to F.ymont and for Tenders. 
Staff-Surgeous: H. A. Kellond-Knight to Pembroke, addi¬ 
tional; N. S. Meiklejohn and H. M. Whelan, both to Vivid; 
L. F. Cope to Victory; W. W. D. Chilcott to Vivid, 
additional, for disposal; and A. H. S. Richardson to Vivid. 
Surgeons: L. Priston to Victory, additional, for disposal; 
J. A. Adams to Victory, additional, for disposal ; H. St. C. 
Colson to Victory ; and C. II. Symons to Pembroke. Surgeons 
(temporary): I). McAlpine to Pembroke, additional; J. C. 
Baggs to President, additional; T. E. Francis to the Hospital 
Ship Soudan: H. T. S. McClintock to Britannia; J. F. M. 
Campbell to Wildfire, additional, for disposal; G. Cochrane 
UAVidory; F. H. S. Greenish to Haslar Hospital; R. H. Rae 
to.Chatham Hospital; C. J. C. Faill to Plymouth Hospital; 

R. A. Hobbs to Pembroke; R. K. Ford to Leviathan: E. O. 
Morrison to Haslar Hospital; and D. M. Connan to Queen 
Elizabeth. 

| T. E. Ashley to be temporary Surgeon. 

Royal Naval Volunteer Reserve. 
Surgeon-Probationer J. G. Campbell to Wolverine. 

Army Medical Service. 

Lieutenant-Colonels to be temporary Colonels whilst 
Assistant Directors of Medical Services of Divisions: G. W. 
Tate and F. E. Gunter. 

■ •Colonel W. H. Horrocks, K.H.S., is retained on the Active 
List, under the provisions of Arts. 120and 522, Royal Warrant 
for Pay and Promotion, and to be supernumerary. 

> - Temporary Honorary Lieutenant-Colonel P. Sargent to be 
temporary Colonel whilst employed as a Consulting Surgeon 
to the British Armies in France. 

Captain R. W. D. Leslie is granted the local rank of Major 
whilst employed on embarkation duties. 

Temporary Lieutenant Watkin Watkins is dismissed the 
Service by sentence of a General Court Martial. 

Captain R. L. Guthrie to be temporary Major whilst in 
charge of Fulham Military Hospital. 

Temporary Captain ft. F. Sonntag relinquishes his 
commission. 

Royal Army Medical Corps. 
Surgeon-Lieutenant Aldington G. Curphey to be Surgeon- 
Captain. 

Captains, R.A.M.C. (T.F.), to be temporary Majors: G. H. 
Colt and A. W. Falconer. 

W. J. Richard to be temporary Honorary Major whilst 
employed at the Merryflats War hospital. 

MajorlBrevet Lieutenant-Colonel) W. Hind to be temporary 
Major. 

To be temporary Captain: Temporary Captain C. C. 
Forsyth, from the Seaforth Highlanders. 

Temporary Lieutenants to be temporary Captains: E. 
Mapother, W. P. Taylor, R. W. Buchanan, J. Purcell, J. B. 
Milne, C. Rutherford, D. McIntyre, W. R. Thomas, J.Green, 
VV. J. Deadman, L. H. Leeson, A. Brown, H. E. Thomas, 
.1. F. J. Herbert, N. 8. Whitton, It. W. Valentine, W. Campbell, 
J. V. Holmes, R. MacDonald, E. G. M. Gilchrist, W. H. 
Thresher, B. B. Metcalfe, F. C. Mathew, G. Red path, J. V. 
Cope, G. A. Upcott-Gil), J. G. Thomson, W. Hutcheson, 
J. Brown-Sim, N. Macleod, E. A. Lindsay, A. Patrick, F. B. 
Martin, F. H. Bowen, I. Wilson, J. A. Doull, H. S. Tail, 
W. B. Honey,W. A. Proud, R. J. P. McCullough, £. Sheffield, 

S. L. Alexander, R. J. Kee, W. V. Coffyn, P. A. Sullivan, 
R. Kimmer, D. G. Gardiner, C. G. Harmer, A. II. Watson, 
W. J. Knight, C. B. Macdonald, J. Rodger, H. H. Scott, A. H. 
Huycke, W. W. Galbraith, R. A. Mansell, R. S. Itoss, D. J. 
Dau til. J. F. Matheson, G. E. Keith, R. Cox, E. M. B. Payne, 
J. C. Robertson, C. L. Sproule, C. Kidd, J. Dunlop, and 
A. Benjamin, N. Instone, C. P. S. Allingham, O. F. 
McCarthy, 0. J. F. C. Greenidge, A. G. Glass, J. C. Watson, 
A. G. Cook, L. Horsley, F. A. M. Flegg, C. A. E. King, 
F. A. Anderson, S. II. Harris, M. Dobbs, A. Cowes, 
W. Sansom, E. Newton, O. M. de Jong, IV. H. F. F. Godwin, 
A. L. Martyn, J. R. Poison, E. Montgomery, A. G. Clark, 
D. McNeill, It. S. Gibson, D. S. Campbell, J. K. Rennie, 
I. M. Byers, H. G. Parker, A. H. Parkinson, T. J. W. 
Swinburne, F. L. Webster, N. J. H. Gavin, E. F. Bashford, 
W. Kelley-Patterson, W. E. Passmore, L. Gibbons, C. A. 
W’ickham, M. Clover, R. E. Ingram-Johnson, R. C. Povser, 

A. Scott, D. McFarlane, P. H. Day, C. de X. Marshall, VV. S. 
Sprent, G. G. Lyttle, J. M. Wishart, 1. A. Clarke, A. F. 
Millar, S. J. Cowell, H. L. G. Hughes, J. S. Alexander, T. W. 
Sheldon, M. Cogblan, P. MacD. Little, G. S. Clark, W. A. 
Young, C. Dickson, W. J. Gibson, J. Walker, R. Wilson, 
H. B. L. Henderson, G. C. Gavnor, D. J. Glen, G. Joughin, 
L. J. Lock, P. R. Boswell, A. B. Webster, C. R. Chichester, 

B. C. Powell, W. R. L. Waters, F. P. Montgomery, R. B. 
Robson, B. Whitehead, H. McIntyre, N. A. Scott, J. V. 
Bates, J. V. Duffy, J. P. O’Hea, A. W. Rowe, F. V. Cant, 


R. W. Hodgson Jones. J. Hepburn, H. Pringle, C. W. S. 
Davies-Jones, R. A. W. Proctor, W. J. Hogg, J. S. Tombleson, 
A. A. Skeels, C. J. Stanley, H. S. Laird, E. Biddle, V. E. 
Lloyd, J. M. Richie, S. E. Y. Elliot, A. Willatt, W. Waddell, 
J. L. Russell, K. N. Perkis, E. B. Jones, P. G. Milne, 
W. Campbell, J. C. T. Teggart, A. J. Ireland, D. Craig, 
and E. W. D. Hardy. 

To be Lieutenants: F. J. Murphy and W. 0. F. Sinclair. 

To be temporary Lieutenants: E. T. Jameson, N. S. 
Carmichael, Lieutenant W. C. Connell (C.A.M.C.J, V. E. 
Somerset, M. E. Delafield, H. L. Messenger, A. M. Watts, 
A. Dingwall, S. P. Pollard, J. I. Baeza, J. W. Applegate, 
R. H. 8. Marshall, P. Rose, J. C. M. Bailey, R. K. G. Graves, 
A. L. Husband, temporary Honorary Lieutenant H. K. G. 
Hodgson, temporary Honorary Lieutenant D. S. Pracy, 
temporary Honorary Lieutenant P. S. Clarke, C. H. Cox, 

F. Newey, B. H. Swift, D. L. Spence, H. B. Scargill, E. G. B. 
Carpenter, temporary Honorary Lieutenant N. N. Haysom, 
temporary Honorary Lieutenant E. G. Howell, H. N. Eocles, W 
Howat, J. Brim ton, Lieutenant J. R. Kerr, Canadian A.M.C., 
temporary Honorary Lieutenant L. W. Evans, temporary 
Honorary Lieutenant K. D. Atteridge, C. H. Comerford, 
W. Dickey, G. Elam, B. W. Howell, R. J. Maokessack, 
R. Govan, H. P. Miles, P. Pollard, J. A. Rensbaw, J. Loftus, 
R. H. Hadfield, W. I. Adams, A. H. H. Howard, D. J. Foley, 

D. G. S. Gartshore, J. Mellor, L. C. Blaokstone, C. S. U. 
Rippon, C. J. Brookes, H. D. Stewart, A. Fothergill, R. 
Jones, A. F. Martin, W. 8. Kidd, H. V. Taylor, D. Penman, 
W. McM. Millar, L. Laurie, H. I. Pinches, H. H. Butcher, 
H. F. Bellamy, D. North, H. B. McCaskie, H. L. Craig, 
R. F. Moore, J. L. Birley, H. W. Heasman, H. Nicol, R. H. 
Jamieson, J. Wright. A. W. Kendall, M. Waldron, M. Colt, 

R. H. Cotton, J. Macfadyen, H. H. Hiley, E. W. Squire, 
C. W. Gittens, J. C. Clayton, A. J. S. Pinchin, M. L. Hine, 

G. Rainford, F. E. Wayte, J. G. Johnstone, J. H. Bankes, 
M. C. 8tark. J. S. F. Weir, J. Finnegan, E. J. Roberts, C. D. 
Day, H. V. O’Shea, E. B. Appleby, E. Evans, F. G. Hack, 
A. H. Muir, T. Whitehead, T. Coogan, G. L. Irwin, H. P. 
Aubrey, W. H. W. Attlee, J. M. Anderson, .1. W. Steel, 

V. D. C. Wakeford, H. E. H. Mitchell. C. B. Hutchison, M. M. 
Woods, A. P. Adams, I. M. Edis, S. F. Fouraere, R. W. Anni- 
son, VV. R. Harris. W. McQuiban, C. J. C. Macquarie, N. W. 
Rawlings, J. E. Middlemiss, J. J. Gilmore, K. H. Stokes, 

H. S. Knight, W. A. Simpson, R. E. Collins, C. M. Young, 

S. C. H. Bent, J. H. Stephens, VV. B. Thomson, A. C. 
Murray, F. E. L. Phillips, F. M. Gardner-Medwin, V. P. G. 
Fedcick, G. E. E. Nicholls, N. F. Stallard, J. F,. Sharp, J. 
Warnock, P. C. V. Bent, V’. T. C. Bent, VV’. B. Swete-Evans, 

E. H. B. Oram, R. S. Doran, A. B. Ross, G. Lewin, E. P. 
Dewar, J. A. S. Burges, G. Viner, J. P. P. Inglis, temporary 
Honorary Lieutenant D. C. Norris, J. E. P. Shera, J. D. S. 
Sinclair,' P. Walliee, N. C. Lake, F. W. Stuart, C. F. 
Graves, W. H. Gray, W. T. Mailing, G. Holman, W. 
Warnock, J. G. Fleming, J. B. Martin, W. Gault, D. I. 
Connolly, F. W. Perry, P. J. Carroll, J. A. H. White, G. F. 
Page, T. Dunlop, O. ft. Belcher, A. Reeves, A. S. Holden, 

W. H. Duncau, M. C. Navlor, A. A. Henderson, W. A. 
Reynolds, J. A. Dre, A. Atkmson, T. Smith, W. T. Dobson, 
VV. L. Clements, J. C. ^Scott, C. C. Morgan, A. VV. P. Pirie, 

V. St. Leger Pinnock, N. Davidson, H. G. Brown, A. C. 
Craighead, T. L. Henderson, A. Kerr, W. C. Fraser, K. 
McLay, W. W. Johns, J. Findlav, A. Macrae, VV. C. Lodwidge, 
and T. H. Underhill. 

Temporary Lieutenants relinquishing their commissions: 

F. W. Doak. E. T. Jameson, G. H. L. Armstrong, A. F. M. 
Mullaue, T. F. Wilson, S. McCormac, H. Kirkland-Whittaker, 

W. S. Badger, T. Divine, E. J. Chambers, A. B. MacA. 
Thomson, A. H. Cran, A.L. Saunders, K. B. Pinson,F. Green, 
A. F. Studdert, A. R. Young, J. C. Spillanc, R. J. Attridge, 
J. Wallace, A. B. J. Coope, H. F. Hutchinson, J. White, 
J. Pritchard, W. Turner, J. P. Whetter, W. Yorke, R. O. 
Bridgman, E. F. Watson, N. B. Taylor, J. G. R. Stone, J. H. 
Rutter, L. J. Legris, F. C. Ellison, R. J. Harley, G. W. 
Hardy, D. R. Alexander, A. G. Waddell, G. R. I). Lvon, 
A. Wood, VV. A. Smith, C. VV. Green, G. C. Gibson, W. J. 
Logie, T. C. Drew, J. Reid, G. Kalichman, A. T. Emburv, 
W. A. Henderson, F. J. Ellis, F. VV. Hart, G. Belfie, L. 6. 
Nash, and VV. Young. 

Temporary Lieutenant G. Stonehouse relinquishes his 
commission on account of ill-health. 

Temporary Lieutenant C. C. Mecredy relinquishes his 
commission on appointment to the Indian Medical Service. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

To be Lieutenants: M. C. Cooper, A. G. Harsant, J. J. 
Murphy, E. H. V. Hensley, M. St. C. Hamilton, E. T. Gaspey, 
J. I’. Bracken, II. M. C. Macauley, K. C. Devonport, aiid 
P. It. E. Kirby (from the University of London O.T.C.), 
W. C. Borrie, A. F. Cook, and A. R. Steven (from 
Glasgow University O.T.C.), VV. A. Malone (from Royal 
College of Surgeons in Ireland O.T.C.), A. Johnstone and 

G. S. Mather (from Aberdeen University O.T.C.), J. Ross 
(from Edinburgh University O.T.C.), A.’ C. Dickey (from 
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Queen’s University, Belfast, O.T.C.), W. Griffiths, H. M. 
Wharry, R. H. C. i’ryn, and J. C. Preston. 

Lieutenant (on probation) N. A. Martin is confirmed in his 
rank. 

Attached to Units other than Medical Units. —The under- 
mentioned Captains, from a General Hospital, to be Captains : 
F. Harvey, G. E. Martin, S. Havelock, and C. H. Keay. To 
be Captains: Lieutenant A. N. Worsley and Lieutenant 
J. P. Clarke. J. S. Ranson to be Lieutenant. 

Supplementary to Regular Units or Corps. —C. C. Harrison, 
from University of London Officers Training Corps, to be 
Lieutenant. 

Supernumerary for sendee with the Officers Training Corps .— 
Lieutenant A. Macphail, from Attached to Units other 
than Medical Units, to he Lieutenant for service with the 
Medical Unit of the University of London Contingent, 
Senior Division, Officers Training CorpB. 

Territorial Force. 

Army Medical Service. 

Lieutenant-Colonel E. V. Goatling, East Anglian Field 
Ambulance, to be Assistant Director of Medical Services, 
East Anglian Division, with the temporary rank of Colonel. 

Major E. L. Anderson, from Welsh Field Ambulance, to 
be Deputy Assistant Director of Medical Services, Welsh 
Division. 

Captain A. H. Hogarth to be Major. 

Royal Army Medical Corps. 

Notts and Derby Mounted Brigade Field Ambulance: 
S. F. H. Everill, late Lieutenant, Worcester and Warwick 
Artillery (Volunteers), to be Lieutenant. 

North Midland Field Ambulance : Lieutenant (temporary 
Captain) A. C. F. Turner to be Captain. 

1st South Midland Mounted Brigade Field Ambulance: 
Captain S. P. Johnson relinquishes his commission on 
account of ill-health. 

South Midland Field Ambulance: Captain R. A. Kerr,from 
Attached to Units other than Medical Units, to be Captain. 

W’est Riding Field Ambulances: Major (temporary Lieu¬ 
tenant-Colonel) H. Collinson to be Lieutenant-Colonel. 
Captain T. W'hitelaw, from a General Hospital, to be 
Captain. Captain H. 0. Pickles, from a General Hospital, 
to be Captain. Captain R. P. Anderson, from a General 
Hospital, to be Captain. 

Northern General Hospital: Captain A. Ellison is seconded 
for duty with West Yorkshire Regiment. 

East Anglian Field Ambulance: Lieutenant-Colonel E. V. 
Goatling is seconded whilst holding the appointment of 
Assistant Director of Medical Services. Lieutenant A. D. 
Reid to be Captain. Captain (temporary Lieutenant-Colonel) 
J. R. Pooler reverts to the temporary rank of Major on 
ceasing to command a Field Ambulance. 

Eastern Mounted Brigade Field Ambulance: Major W. 
Archibald to be temporary Lieutenant-Colonel whilst com¬ 
manding a Field Ambulance. Captain G. A. G. Bonser, 
from a General Hospital, to be Captain. 

London Field Ambulance: Major R. Corfe to be tem¬ 
porary Lieutenant-Colonel whilst commanding a Field 
Ambulance. 

Eastern General Hospital: Lieutenant G. A. G. Bonser to 
be Captain. 

Sanitary Service: Major A. H. Hogarth, from Army 
Medical Services, to be Sanitary Officer, Southern Army. 

London Sanitary Companies: To be Captains: Lieutenant 
H. Vickers, J. Teare, and F. E. W. Rogers. The date of 
appointment of Cresacre George Moore as Lieutenant is 
August 16th, 1914, and not as announced in the Gazette of 
June 16th, 1916. Lieutenants (temporary Captains) to be 
Captains, with precedence next below Cajitain S. R. O. 
Dudfield, and in the following order: C. G. Moor, E. C. 
Sprawsou, A. T. Pitts, Lieutenant E. B. Argles, and 
Lieutenant S. Summerscn. 

Highland Field Ambulance: To be Lieutenants: J. Steele 
and Douglas Lyon. 

4th Southern General Hospital: Major W. L. Woollcombe 
relinquishes his commission on account of ill-health. 

East Lancashire Field Ambulance: J. S. Cooper to be 
Lieutenant. 

Northumbrian Field Ambulance: Captain E. W. Martin, 
from Attached to Units other than Medical Units, to be 
Captain. J. Rosenewige to be Lieutenant. 

Home Counties Field Ambulance: Lieutenant R. H. 
Hardwick to be Captain. 

Attached to Units other than Medical Units. —Captain H. M. 
Soden and Captain R. Paterson relinquish their commissions 
on account of ill-health. Captain R. L. Guthrie is seconded 
while holding a temporary commission in the Royal Army 
Medical Corps. Major R. If. Sidebottom, from Army Medical 
Services, to be Major. 

Colonial Medical Services. 

West African Medical Staff. —Transfers and Promotions: 
Dr. R. Laurie, Sanitary Officer, Nigeria, to tie Senior 
Sanitary Officer, Sierra Leone; Mr, H. P. Lobb, Senior 


Medical Officer, to be Provincial Medical Officer, Nigeria 
(Northern Provinces); Dr. J. Currie, Medical Officer, 
Southern Provinces, to be Senior Medical Officer, Northern 
Provinces, Nigeria; Mr. F. J. A. Beringer, Sanitary 
Officer, transferred from Sierra Leone to Nigeria (Southern 
Provinces); Dr. W. A. Nicholson and Dr. E. J. Powell, 
Medical Officers, transferred from Sierra Leone to Nigeria; 
and Mr. J. 8. Pearson from Sierra Leone to the Gold Coast. 
Dr. R. H. Kennan, Senior Sanitarv Officer, Sierra Leone, has 
retired on pension. Death: Dr. G. Beatty, Medical Officer, 
N igeria. 

The following officers, whose services have been placed at 
the disposal of the Army Council, have been given tempo¬ 
rary commissions in the R.A.M.C.: F. H. Storey, H. W. 
Gush, K. B. Allan, M. Graves, G. G. P. Beckett, A. S. 
Burgess, J. I. Bai'za (Gold Coast); F. C. V. Thompson 
(Gambia); J. C. M. Bailey, R. F. Williams, W. H. Peacock, 
Uj. F. Forde, J. Lindsay, A. J. M. Crichton, B. J. Courtney, 
W. C. E. Bower, F. M. P. Rice, J. W. B. Hanington, C. J. B. 
Pasley (Nigeria). 

The following officers have been permitted to rejoin the 
Army for military duty: Major W. H. Best, R.A.M.C. 
(S.R.); Captain F. E. Bissell, R.A.M.C. (Reserve of Officers); 
Major E. L. Anderson, R.A.M.CJT.F.); and Surgeon Captain 
J. M. Benson. R.E. (T.F.), ail from Nigeria. 

The following officers are on military duty in East Africa: 
J. C. Watt (Gambia), J. S. Pearson, G. P. D'Amico, J. A. 
Beamish, A. J. R. O’Brien (Gold Coast), W. A. Trumper, 
L. Doudnev, C. Kelsall, C. J. H. Pearson, W. H. Kauntze, 
and A. R. Paterson (Nigeria). 

The following officers have been temporarily lent to other 
Colonial administrations: F. E. Whitehead (Sierra Leone) 
and J. T. Watt (Nigeria) to Somaliland, F. B. Thompson 
(Nigeria) to Cyprus,and B. A. Percival (Nigeria) to Gibraltar. 

Other Colonial Services. —Dr. I. G. Cummings to be Medical 
Officer, Nigeria. Mr. E. J. Wright to be Medical Officer, 
Sierra Leone. Dr. A. J. Borg to be Medical Officer, Fiji. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and WelBh towns with populations 
exceeding 50,000 persons at the last Census, 7624 births and 
5478 deaths were registered during the week ended Saturday, 
August 19th. The annual rate of mortality in these towns, 
which had been 10-5,10-8, and 10 6 per 1000 in the three pre¬ 
ceding weeks, fell in the week under notice to 10 5 per 1000 
of their aggregate civil population, estimated at 17,312,295 
persons for the year 1915. During the first seven weeks of 
the current quarter the mean annual death-rate in these 
towns averaged 10-8, against a corresponding rate of 
10’7 per 1000 in London. Among the several towns the 
death rate in the week under notice ranged from 3’7 in 
Wimbledon, 4-6 in Edmonton, 51 in Dudley, 5 2 in Great 
Y’armouth, and 5 5 in Merthyr Tydiil, to 16-2 in Bury and 
Rotherham, 16-6 in Liverpool," 17-6 in Barnsley, and 20-4 in 
Bootle. 

The 3478 deaths from all causes were 28 fewer than the 
number in the previous week, and included 349 which were 
referred to the principal epidemic diseases, against numbers 
increasing from 221 to 266 in the three preceding weeks. 
Of these 349 deaths, 201 resulted from infantile diarrheeal 
diseases, 55 from measles, 45 from diphtheria, 30 from 
whooping-cough, 12 from enteric fever, and 6 from scarlet 
fever, but not one from small pox. The annual death- 
rate from these diseases was equal to 11, against 0-8 per 
1000 in the previous week. The deaths of infants (under 
2 years) from diarrhma and enteritis, which had increased 
from 46 to 127 in the four preceding weeks, further rose to 
201, and included 42 in London, 29 in Liverpool, 11 in Bir¬ 
mingham, 9 each West Ham, Manchester, and Leeds, and 7 
in Bootle. The deaths referred to measles, which had been 
64, 53 and 54 in the three preceding weeks, were 55; 15 deaths 
were registered in London, 7 in West Ham, 6 in Liverpool, 
and 4 each in Wolverhampton and Sheffield. The deaths 
attributed to diphtheria, which had been 35, 40, and 38 in 
the three preceding weeks, rose to 45, of which 14 occurred 
in London and 2 each in Walthamstow, Stoke-on-Trent, 
Coventry, Liverpool, Sheffield, and Newport (Mon.). The 
fatal cases of whooping-cough, which had been 36,25, and 34 
in the three preceding weeks, fell to 30, and included 3 
each in London, Birmingham, and Liverjiool. The deaths 
from enteric fever, which had been 5, 14, and 4 in the three 
preceding weeks, rose to 12, of which 2 were registered in 
London and 2 in West Ham. The fatal cases of scarlet fever, 
which had been 9, 14, 9 in the three preceding weeks, further 
fell to 6 and included 2 in Rhondda. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitalsand inthe London Fever 
Hospital, which had been 1221, 1173, and 1107 at the end of 
the three preceding weeks, further declined to 1045 on 
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August 19th ; 98 new cases were admitted during the week, 
against 171, 121, and 136 in the three preceding weeks. 
Tnese hospitals also contained on the date mentioned 1238 
cases of diphtheria, 173 of measles, 139 of whooping-cough, 
and 38 of enteric fever, but not one of small-pox. The 846 
deaths from all causes in London were 32 fewer than in 
the previous week, and corresponded to an annual rate of 
10*2 per 1000. The deaths referred to diseases of the 
respiratory system, which had been 90, 99, and 88 in the 
three preceding weeks, further fell to 78 in the week under 
notice. 

Of the 3478 deaths from all causes in the 96 towns, 148 
resulted from violence, 284 were the subject of coroners’ 
inquests, and 1120 occurred in public institutions. The 
causes of 43, or 1*2 per cent., of the total deaths were 
not certified either by a registered medical practitioner or 
by a coroner after inquest. All the causes of death were 
duly certified in Manchester, Leeds, Bristol, West Ham* 
Bradford, Newcastle-on-Tyne, and in 73 other smaller 
towns. Of the 43 uncertified causes, 13 were registered in 
Liverpool, 7 in Birmingham, 3 in London, and 2 each in 
Bootle, St. Helens, Blackpool, Sheffield, Hull, and Gateshead. 

In the 96 English and Welsh towns with populations ex¬ 
ceeding 50,000 persons at the last Census, 7470 births and 3615 
deaths were registered during the week ended Saturday, 
August 26th. The annual rate cf mortality in these towns, 
which had been 10-8,10-6, and 10’5 per 1000 in the three pre¬ 
ceding weeks, rose in the week under notice to 10 9 per 1000 
of their aggregate civil population estimated at 17,312,295 
persons for the year 1915. During the first eight weeks of 
the current quarter the mean annual death-rate in these 
towns averaged 10 8, against 10 7 per 1000 in London. Among 
the several towns the death-rate last week ranged from 3-2 in 
Ilford, 4*3 in Oxford, 6*1 in Edmonton, 6*2 in Tottenham and 
in Willesden, and 6'3 in Hornsey, to 15 0 in Southend-on-Sea 
and in Exeter, 15-1 in Gateshead. 167 in Carlisle, 17*0 in St. 
Helena, and 17*3 in Bath. 

The 3615 deaths from all causes were 137 in excess of the 
number in the previous week, and included 376 which were 
referred to the principal epidemic diseases, against numbers 
increasing from 212 to 349 in the five preceding weeks. Of 
these 376 deaths, 266 resulted from infantile diarrhoeal 
diseases, 44 from measles, 28 from whooping-cough, 21 from 
diphtheria, 12 from scarlet fever, and 5 from enteric fever, 
but not one from small-pox. The annual death-rate from 
these diseases was equal to IT per 1000, and coincided with 
that recorded in the previous week. The deaths of infants 
(under 2 years) from diarrhoea and enteritis, which had 
increased from 46 to 201 in the five preceding weeks, 
further rose to 266, and included 60 in London, 25 in Liver¬ 
pool, 17 in Birmingham, 13 in West Ham, 12 in Leeds, and 
10 in Manchester. The deaths attributed to measles, which 
had been 53, 54, and 55 in the three preceding weeks, fell to 
44, of which 15 belonged to London, 6 to Sheffield, and 4 each 
to West Ham and South Shields. The fatal cases of 
whooping-cough, which had been 25. 34, and 30 in the three 

? receding weeks, fell to 28, and included 4 in London and 
in Salford. The deaths attributed to diphtheria, which 
had been 40. 38, and 45 in the three preceding weeks, fell to 
21, and included 2 each in London, Stoke-on-Trent, Coventry, 
Nottingham, and Manchester. The deaths referred to 
scarlet fever, which had been 14, 9, and 6 in the three 
preceding weeks, rose to 12, but showed no excess in any 
town. The fatal cases of enteric fever, which had been 14, 
4, and 12 in the three preceding weeks, fell to 5, of which 2 
occurred in London. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had declined from 1221 to 1045 in the four 
preceding weeks, further fell to 1005 on Saturday last; 111 
new cases were admitted during the week, against 121,136, 
and 98 in the three preceding weeks. These hospitals also 
contained on Saturday last 1245 cases of diphtheria, 173 of 
measles, 131 of whooping-cough, aud 38 of enteric fever, but 
not one of small-pox. The 853 deaths from all causes in 
London were 7 in excess of the number in the previous 
week, and corresponded to an annual rate of 10*3 per 1000. 
The deaths referred to diseases of the respiratory svstem, 
which had been 99, 88, and 78 in the three preceding weeks, 
fell to 75 in the week under notice. 

Of the 3615 deaths from all causes in the 96 towns, 141 
resulted from violence, 309 were the subject of coroners’ 
inquests, and 1105 occurred in public institutions. The 
causes of 30, or 0-8 percent., of the total deaths were not 
certified either by a registered medical practitioner or by a 
coroner after inquest. All the causes of death were duly 
certified in Manchester, Sheffield, Leeds, Bristol, West 
Ham, Hull, and in 74 other smaller towns. Of the 30 un¬ 
certified causes, 8 were registered in Birmingham, 6 in 
Liverpool, and 2 each in Stoke-on-Trent and Gateshead. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 


1014 births and 534 deaths were registered during the week 
ended Saturday, August 19th. The annual rate of mortality 
in these towns, which had been 12*5, 11*2, and 12*2per 1000 
in the three preceding weeks, fell to 11*7 per 1000 in the 
week under notice. During the first seven weeks of the 
current quarter the mean annual death-rate in these towns 
averaged 12 0, or 1*2 per 1000 in excess of that recorded in 
the large English towns. Among the several towns the 
death-rate in the week under notice ranged from 7*0 in 
Kilmarnock, 7-4 in Motherwell, and 8'9 in Leith, to 14-3 in 
Perth, 14*7 in Hamilton, and 14*9 in Clydebank. 

The 534 deaths from all causes were 20 fewer than the 
number in the previous week, and included 48 which 
were referred to the principal epidemic diseases, against 
36 and 46 in the two preceding weeks. Of these 48 deaths, 
29 resulted from infantile diarrhoeal diseases, 7 from 
whooping-cough, 4 each from measles and scarlet fever, 
3 from diphtheria, and 1 from enteric fever, but not one 
from small-pox. The annual death-rate from these diseases 
was equal to 1*1 per 1000, and coincided with that 
recorded in the large English towns. The deaths of 
infants (under 2 years) from diarrhcea and enteritis, which 
had increased from 7 to 19 in the four preceding weeks, 
further rose to 29, of which 20 were recorded in 
Glasgow, 3 in Clydebank, and 2 each in Edinburgh 
and Aberdeen. The deaths attributed to whooping-cough, 
which had been 4, 3, and 11 in the three preceding weeks, 
fell to 7, and comprised 3 in Glasgow and 2 each in 
Aberdeen and Paisley. The fatal cases of measles, which 
had been 7, 8, and 8 in the three preceding weeks, fell to 4, 
but showed no excess in any particular town. The 4 deaths 
from scarlet fever, of which 2 were registered in Glasgow, 
were slightly below the average in the earlier weeks of the 
quarter. The deaths attributed to diphtheria, which had 
had been 6, 4, and 5 in the three preceding weeks, fell to 3, 
and comprised 2 in Glasgow and 1 in Edinburgh., The fatal 
case of enteric fever was registered in Dundee. 

The deaths referred to diseases of the respiratory system, 
which had been 40, 58, and 61 in the three preceding weeks, 
were again 61 in the week under notice, and were 3 above 
the number registered in the corresponding week of last 
year. The deaths from violence numbered 27, against 33 
and 27 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 162 births and 125 deaths 
were registered during the week ended Saturday, August 19th. 
The annual rate of mortality, which had been 144, 14T, 
and 16 5 per 1000 in the three preceding weeks, fell to 
16*4 in the week under notice, against 10*2 and 12-3 per 1000 
in London and Glasgow respectively. 

Of the 125 deaths at all ages, 27 related to infants under 
1 year, and 22 to persons aged 65 years and upwards. Eleven 
deaths (of infants under 2 years) were referred to diarrhoeal 
diseases, and 1 death each to measles, whooping-cough, and 
diphtheria. The causes of 6 deaths were uncertified, while 
4 others were the subject of a coroners’ inquest, aud 54, 
or 43 per cent., of the total deaths occurred in public 
institutions. 

During the same period 164 births and 100 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 13*4, or P8 per 1000 in excess of that 
recorded in the previous week, and included 17 of infants 
under 1 year, and 22 of persons aged 65 years and upwards. 
Six deaths (of infants under 2 years) were referred to diar- 
rhceal diseases, 3 to measles, and 1 each to scarlet fever, 
whooping-cough, and diphtheria. The causes of 2 deaths were 
uncertified, and 3 others were the subject of a coroner’s 
inquest, while 29 deaths occurred in public institutions. 

In the registration district of Dublin 244 births and 110 
deaths were registered during the week ended Saturday, 
August 26th. The annual rate of mortality, which had been 
14T, 16*5, and 16*4 per 1000 in the three preceding weeks, 
fell to 14 4 in the weea under notice, against 10 3 and 13*0 per 
1000 in London and Glasgow respectively. 

The 110 deaths at all ages were 15 less than in the previous 
week, and included 23 of infants under 1 year and 17 of 
persons aged 65 years and upwards. Seventeen deaths (of 
infants under 2 years) were referred to diarrhoeal diseases, 
3 to scarlet fever, 2 to measles, and 1 each to whooping- 
cough aud diphtheria. The causes of 3 deaths were un¬ 
certified, while 2 others were the subject of coroners’ 
inquests, and 38, or 35 per cent., of the total deaths 
occurred in public institutions. 

During the same period 153 births and 123 deaths were 
registered in the city of Belfast. The deaths were equal to 
an annual death-rate of 16 4, or 30 per 1000 higher than in 
the previous week, and included 22 of infants under 1 year 
and 17 of persons aged 65 years and upwards. Eight deaths 
(of infants under 2 years) were referred to diarrhoeal 
diseases. 5 to whooping-cough, and 2 to measles. The 
causes of 2 deaths were uncertified aud 4 others were the 
subject of coroners’ inquests, while 30 deaths occurred in 
public institutions. 
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“Audi alteram partem." 

THE TREATMENT OF INFECTED SUP¬ 
PURATING WAR WOUNDS. 

To the Editor of The Lancet. 

Sir.— A few weeks before the publication of Professor 
Rutherford Morison’s interesting paper on this subject, pub¬ 
lished in your issue of August 12th, the author was kind 
enough to send us his formula and to suggest that the 
staff of this hospital might find the method of treatment 
useful and conservative. Acting on his advice, and encouraged 
by the results which we obtained, we have employed it in 
an increasing number of cases. Our experience extends 
over a period of eight weeks, and includes approxi¬ 
mately 200 cases ; our results have been similar to those 
obtained in the Northumberland War Hospital. The kind of 
wounds in which the bismuth-iodoform-paraffin paste has 
been used by us includes compound fractures of the humerus 
and femur, severe gunshot wounds of the foot and hand, 
gangrenous and septic wounds of the muscular tissues, 
abscesses, one cerebral hernia, and gunshot wounds of knee, 
hip, and shoulder-joints. In every case foetor has dis¬ 
appeared, sepsis has subsided, and union of bone has taken 
place with astonishing rapidity, while the condition of the 
patient has benefited greatly from being spared painful 
daily dressings. 

In support of our observation I beg to quote a few cases :— 

1. Corporal -, aged 39. 1/7/16: Wounded. 7/7/16: 

Admitted with gunshot wound right hand, two septic 
irregular wounds which had been enlarged in France, a tube 
being passed from one to the other; fracture of the styloid 
process of ulna, pisiform, unciform, os magnum, and base of 
fifth metacarpal bones. His hand was dressed with “ Bipp ” 
on 9 7 16; dressings renewed weekly. 8 8 16 : Healed. Callus 
has formed; he has some movement in the wrist, and his 
grasp is good and still improving. 

2. Private-. 1 7 16: Wounded. 6 7 16 : Admitted with 

comminuted compound fracture of the ulna and laceration 
of the tissues of the forearm. 14 7 16: Operation; bullet 
removed, damaged tissue excised, methylated spirit and 
“ Bipp ” applied. Dressed at intervals of four to eight days. 
12 8,16: Fracture united and wound superficial. 23,8/16: 
Movements forearm restored. 

3. Private — . 1/7/16: Wounded. 6 7/16: Admitted with 
compound, comminuted and very septic fracture of foot. 
Three metatarsals were splintered and the tarsus involved. 
The foot was so septic and painful and the general condition 
of the man wa3 so bad that amputation seemed inevitable. 
8 7/16: Operation ; excision of damaged tissues and cleansing 
with gauze soaked in methylated spirit and tincture of 
iodine followed by packing with “Bipp.” Dressed at 
intervals of four to eight days. 20 8 16: Wound healed 
except for an abrasion on the dorsum. Movements restored. 

4. Corporal-. 27 7 16: Wounded. 2 816: Admitted with 

compound fractnre of centre of shaft of humerus com¬ 
municating with huge flesh wounds involving the outer, 
inner, and under surfaces of the arm. 3 8 16: Operation ; 
sloughs and loose bone removed, cleaned, and “Bipp” 
applied. Dressed at intervals of three to five days. 24 8 16 : 
Fracture uniting. Wounds rapidly healing and quite clean. 
(Three weeks.) 

5. Private-. 1 7/16 : Wounded. 6/7/16 : Admitted with 

compound fracture of femur with 1 inch shortening and 
septic wounds of the outer and inner surfaces of the thigh 
communicating with the bone. 12 7 16: Operation, cleaning 
witbtinctureof iodine, rectified spirit, and “ Bipp.” Wounds 
closed by interrupted silk-worm sutures. Interrupted long 
Liston splint, and 151b. weight of extension applied. 15/7/16 : 
Stitches removed; “Bipp” applied superficially. Spirit 
gauze to wound at intervals of four to eight days. 20 816: 
Fracture uniting. No shortening. Wound practically healed. 

6. Lance-Corporal -. 27,7/16: Showed signs of calculus 

pyelitis. 5 8 16: Operation, evacuation of pus round kidney 
and nephrectomy. Cavity dried. “Bipp” and light gauze 
packing inserted. Dressed daily for first week, the cavity 
being wiped out with gauze and‘small quantities of “ Bipp ” 
inserted. Since then dressed on alternate days. Wound 
almost superficial, no sepsis since operation. 

In only one case have ill-effects been observed. The 
patient was admitted after an amputation through the thigh 
with a protruding bone and sloughing stump and in a very 
toxic condition. The stump cleaned up under treatment with 


" Bipp ” and the temperature subsided. The intermuscular 
tracts were packed with gauze soaked in “ Bipp.” The 
temperature rose ; the man suffered from delirium and wast¬ 
ing and excreted large quantities of potassium iodide. When 
the tieatment was changed his temperature became^normal 
and he is making a good recovery. 

We are greatly indebted to Professor Rutherford Morison 
for this remedy. It saves the patients a great deal of pain 
and exhaustion and the results are incomparably better than 
any which we have obtained by other methods. 

I am, Sir, yours faithfully, 

Louisa Garrett Anderson, B.S., M.D. Lond., 

Chief Surgeon, Military Hospital. Endel 1-street. W.C. 

August 28th, 1916. 

IMMOBILITY AFTER JOINT INJURY. 

To the Editor of The Lancet. 

Sir, —If some of your readers doubted as to the necessity 
for my insisting on the importance of avoiding prolonged 
immobilisation after joint injuries, Mr. P. B. Roth’s letter in 
your issue of August 12th should convince them. He 
enunciates apparently in perfect good faith the very prin¬ 
ciples which produce the deplorable results my paper was 
written to prevent. During the presence of any acute 
inflammation no sane person would recommend moving an 
injured joint; the value of rest in such cases having been 
recognised since and probably before the days of Hippocrates. 
Where we differ is, that he treats an injury to a joint by 
immobilising it sometimes “for months,”and apparently by 
no other method than that of having it “ daily stroked," his 
cases aie “not to be hurried,” and he “ enoourn-go" the 
patient “to take his time over it.” My view is that 
as soon as the acute painful stage has passed and: 
inflammation has subsided the surgeon should prevent 
subsequent stiffness by commencing movements at an early 
stage. Many of the cases I see for two large London 
corporations, for accident insurance companies, and for the 
military authorities show the lamentable results of post¬ 
poning the commencement of these movements. I have, for 
instance, seen a simple subglenoid dislocation of the shoulder, 
whicii had been subjected to this expectant treatment, end 
in a permanently stiff shonlder-joint, and within the last few 
weeks I have had referred to me at least five somewhat 
similar cases. It is true that in many instances the patient 
brings the trouble upon himself from sheer cowardice, but I 
fear that there is no doubt that, as I stated in my communi¬ 
cation, the vast majority of these cases are the result of 
mismanagement. All the encouragement possible is required 
in exactly the opposite direction to that suggested by your 
correspondent—viz., towards helping men to return to work 
at the earliest possible moment. 

That adhesions do form as the result of immobilisation is 
surely too well known to be insisted on, and Mr. Roth knows 
it; for although under heading 4 of his letter, in his first 
sentence, he states, “keeping the joint immobilised in this 
manner does not cause adhesions or stiffness,” yet in the 
second he admits that in certain cases ' 1 there is a likelihood 
of stiffness following injury to a joint, especially in the joints 
above and below’ it,” and in the third agrees that the proper 
way to prevent such stiffness in the proximal and distal joints 
is to put these through their full range of movement. It is all 
a little difficult to follow, for he states first that to keep 
a joint at rest does not stiffen it. then he admits that it is 
likely to do so, and, lastly, he recommends movement to 
prevent it 1 Indeed, if it had not been for the fact that 
“truth emerges more readily from error than from confusion,” 
I should have felt rather hopeful of Mr. Roth. A patient 
with a reduced dislocation of the elbow-joint treated by 
Mr. Roth’s method would have my sympathy -and a perma¬ 
nently stiff joint; for “he is not to to be hurried,” and is 
even to be “ encouraged” to “ take his time over it.” That 
the verdict of those who have had wide experience is on the 
side of the views I have expressed, anyone can ascertain 
by a reference to the works of Sir William Bennett, White- 
locke, Spencer, and almost every recent surgical writer on 
the subject. For instance, Whitelocke points oat that for 
some reason, not altogether independent of text-book 
teaching, it has been the habit to regard so-called rest as 
a primary and all-pervading essential in the treatment or 
management of any injury of a joint. He expresses his 
astonisbmentthat a joint designed and constructed by nature 
for movement should, when it suffers violence, be treated in 
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exactly the same way as a fractured bone, which is planned 
for the very opposite. The Grand Palais, Paris, lays itself 
out. amongst other things, for the special treatment of joints 
stiff as the result of bad treatment, and it is estimated that 
in six months it has saved £644,000 in pensions and 
gratuities, and similar institutions are rapidly springing up 
in this country, on the staff of one of which I hold an 
honorary position. 

My object in bringing the matter before your readers was 
to induce those who were still practising timorously on the 
old lines to view their cases in the proper perspective, and I 
am still hopeful that the number of medical men who un¬ 
wittingly, but none the less culpably, '• manufacture ” those 
cases for us may yet bo gradually diminished. 

I am, Sir, yours faithfully, 

John Collie, M.D., C.M. 

Porchester-terrace, W., August 24th, 1916. 

A SERIOUS FLAW IN THE RETAIL 
DISTRIBUTION OF MILK. 

To the Editor of The Lancet. 

Sir, —Twice recently within a fortnight milk purporting 
to be “ nursery milk ” was left at my house in a dirty bottle. 
This was obvious from the fact that when the milk was 
poured out the bottom of the bottle was found to be crusted 
inside with dirty, dried milk. I may mention that the milk 
was furnished by one of the large London dairy companies. 
On a complaint being made to the manager of the local 
branch the girl who brought the milk round confessed that 
she had given someone else the nursery milk intended for us 
and had filled a dirty bottle collected from another house with 
milk from the churn and left it with us as nursery milk. 
When an allowance is made for the dislocation of labour con¬ 
sequent upon the war, it is disquieting to think that our 
infants are liable to be exposed to such grave risks as are 
incurred by the procedure above mentioned. It makes one 
shudder to think of the myriads of bacteria there may be 
in the bottom of a dirty, unwashed milk-bottle which has 
stood in somebody’s area or back garden, possibly for twelve 
or more hours, and as often as not in close proximity to a 
dust-bin or water-closet, and then to think of a pint of milk 
being put into such a bottle and left at one’s house as food 
for an infant 1 If such a condition of things obtains in a 
good residential district where the price of nursery milk is 
6rf. or even Id. a quart, it is no wonder that our children’s 
hospitals are flooded with cases of gastro-enteritis from the 
poorer quarters, especially at this season of the year. Doubt¬ 
less every week hundreds of infants are stricken down, many 
of them never to rise again, by the criminal practice of 
putting their milk into dirty bottles. This, too, when it is 
of the utmost importance to the future welfare of the nation 
that as many infant lives as possible, and especially the 
lives of male infants, should be preserved to make up for the 
terrible wastage due to the war. 

When I interviewed the secretary of the company with 
reference to my complaint, he admitted that it was a serious 
matter, but that he could not easily prevent it, although 
instructions were given to men and girls who distributed the 
milk that they were on no account to fill dirty bottles with 
milk from the churns. He asked me what I could suggest 
to prevent it. In the first place, I would suggest that all 
persons concerned in the distribution of milk should receive 
elementary instruction in the potentialities for evil inherent 
in dirty milk, especially to infants and young Children. 
Secondly, the filling of dirty bottles or cans collected from 
houses should be absolutely forbidden, and it should be 
impossible for anyone but an authorised person to have access 
to the cardboard discs with which the bottles are closed. 
Thirdly, bottles or cans with “ nursery milk ” should be filled 
only at the dairy and sealed with some sort of label to which 
again only an authorised servant of the company should 
have access. Fourthly, I would suggest that it should be 
made a punishable offence for anyone to put milk, and espe¬ 
cially milk intended for the food of infants, into a dirty 
bottle, and that notices to that effect should be prominently 
displayed in ever}' dairy. 

Another point in this connexion which is of importance. 
The company in question, so the secretary informed me, was 
pasteurising all the milk (general and nursery milk) it was 
supplying to customers, yet this milk was described as 1 ' fresh 
cow s milk.” Customers should be informed when milk is 
pasteurised, otherwise there is the possibility that it will 


be boiled again (milk is always boiled in my own household), 
with the result that infants fed on twice-sterilised milk 
run the risk of developing scurvy. 

The importance of this subject and the need for an urgent 
solution are my excuse for writing to you at such length. 

I am. Sir, yours faithfully, 

Ilarley-street, W. DAVID NaBARRO. 


THE EFFECT OF FRESH HUMAN BLOOD 
SERUM ON ARTIFICIAL MEDIA. 

To the Editor of The Lancet. 

Sir, —In their paper on this subject published in 
The Lancet of August 19th, Lieutenant-Colonel L. S. 
Dudgeon, Mr. F. Bawtree, and Dr. I). Corbett throughout 
use the term “fresh human serum.” They do not, how¬ 
ever, give any evidence that there is any special advantage 
in the serum being freshly drawn. We have, in common 
with many others, used unheated human serum as an addi¬ 
tion to artificial media for a considerable number of years, 
but our experience has been that the growth of the various 
pathogenic bacteria is better if the serum used is not quite 
fresh but has been drawn for a period of a week or so 
before use. After this time it may be used for many 
months without appearing to lose its value for enriching 
media. As evidence of this we may mention that ten years 
ago when one of us (G. T. W.) was doing a considerable 
number of opsonic indices with the gonococcus, unheated 
serum, hydrocele or ovarian agar was used, and it was found 
to be possible to plant a culture at 10 a.m. and use it the 
afternoon of the same day. The serum used here was used 
from seven days to nine months after it had been collected. 
Serous exudates, such as ascitic fluid or pleural fluid, which 
are liable to contain numerous cells, are not in our experience 
as valuable as serum or clear hydrocele or ovarian fluid. The 
cells or cell extracts possibly produce an inhibitory effect on 
pathogenic bacteria. 

We think, therefore, that the important factor is the 
avoidance of heating and not the freshness of the serum. 
This, however, is a point which, it appears to us, has for 
years been well recognised by most bacteriologists and has 
repeatedly been emphasised on numerous occasions. Bumm 
in 1885, and again Wertheim in 1890, described in detail the 
method of making up unheated human serum agar in slopes 
and plates, and showed its value as a medium for the growth 
of some more delicate bacteria; since then the use of 
unheated human serum for growing gonococci has been 
almost a commonplace in bacteriology ; it has also been 
used to enhance the virulence of various bacteria. Recently 
the epidemics of cerebro-spinal meningitis have again brought 
the use of unheated human and animal serum into great 
prominence and provoked considerable discussion at various 
pathological meetings. 

It would appear to us that the reason why some labora¬ 
tories have failed hitherto fully to appreciate the value of 
unheated serum is due to the introduction of “ nasgar,” 
a medium which, in our opinion, is a very inferior substitute 
and one which gained popularity by the fact that it saved 
the necessity of obtaining serum or exudates with strict 
aseptic precautions, and so was more convenient for those who 
were not in direct touch with a hospital or students. 

We are, Sir, yours faithfully, 

G. T. Western, 
Ludwik Rajchman. 

Bacteriological Laboratory. London Hospital, August 23rd, 1916. 

THE PSYCHO-PiVTHOLOGY OF WAR 
NEUROSES. 

To the Editor of The Lancet. 

Sir, —With regard to Dr. G. Burton-Brown’s letter in your 
issue of Aug. 19th, if he would kindly refer to my article he 

will see that it is in Case 7’s dream that he says : “I.rang 

down full speed ahead.” Dr. Burton-Brown would, of course, 
not expect verbal accuracy in a dream even about technical 
matters. There was a reason for the patient’s use of the word 
“speed” in his dream, but the explanation woald take me 
beyond the limits of a letter. What Dr. Burton-Brown 
thinks I think sailors say has really little to do with what a 
patient, who was not a sailor, dreams he is saying. 

I am, Sir, yours faithfully, 

One of H.M. Hospital Ships, M. D. El)ER. 

August 22nd, 1916. 
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THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

To the Editor of The Lancet. 

Sin,— Professor W. M. Bayliss in his letter in The Lancet 
of July 29th states that osmtc acid was not used to test the 
reducing properties of the lipoid-globulin particles. Both 
osmic acid and Sudan III. were used and the results reported 
in the paper by Mackenzie Wallis and myself to which 
Professor Bayliss refers. Since that paper was written I have 
repeated several of my former experiments, and have suc¬ 
ceeded in demonstrating that the above-mentioned particles 
contain oxidising and reducing enzymes. Under the ultra- 
microscope sera and colloidal suspensions present many 
similarities; therefore, to compare the adsorptive capacity 
of a rigid body like charcoal with one of the former 
seems to me to be quite beside the point. For staining 
in vivo, although alcoholic solutions of dyes may be used, 
I expressly stated that the best, and therefore the dye 
most to be recommended, was borax methylene blue. Pro¬ 
fessor Bayliss does not seem to realise that in tRe 
dried films only the dye is dried, and the cells in the 
examined secretion remain alive for several hours. In 
using the word permeability, to which Professor Bayliss 
takes exception, I was regarding the power of the molecule 
to penetrate the membrane. The penetration of the 
membrane not only decides the permeability of the cell, 
but it is regulated both by the amino-groups and by the 
carboxyl-groups. Later in the letter reference is made to 
the fact that the presence of amino-groups favours permea¬ 
bility, hence Professor Bayliss here uses the term in the 
same sense as I did. 

In regard to the question of adsorption, I am pleased to 
see that Professor Bayliss accepts my explanation with 
regard to the effect of increased size of particles, 
because, as I have stated, the size and number of the 
colloidal particles in different sera formed the foundation 
upon which the whole of my work was based. The importance 
of the ultra-microscopic examination of sera cannot be 
overestimated, since the difference between syphilitic and 
non-syphilitic sera is so striking that no Wassermann nor 
any other reaction is necessary to differentiate between 
them. Perhaps it may interest Professor Baylis to know 
that medical men in Canada, the United States, and Japan 
have been responsible for the preparation of substitutes for 
salvarsan ; I cannot understand why medical men in England 
should be less able than those referred to. In my book I 
was careful to draw attention to the secret methods 
of preparing “606,” and I cannot see how Professor 
Bayliss can make out that I have some secret method 
in preparing intramine and ferrivine. All these chemo¬ 
therapeutic compounds are colloids; therefore, although 
several samples may be chemically the same, their physical 
action may be quite different. The National Medical Research 
Committee stated that neokharsivan was chemically the 
same as neosalvarsan, but nevertheless the supply of the 
former has been stopped owing to the severe toxic symptoms 
which followed its use. 

I am surprised to see in Professor Bayliss’s remarks about 
intramine that he fail* to acknowledge the help of one drug's 
action upon that of another. In my book I reported cases 
which immediately improved under intramine, although they 
had been uninfluenced by salvarsan and mercury. According 
to Professor Bayliss’s reasoning, “ the natural conclusion to 
be drawn is surely that salvarsan and mercury are useless, 
while intramine is a valuable remedy. ” For the past nine 
months I have been experimenting with colloidal iodine and 
have found that it increases both the action of salvarsan 
and intramine. I have given so many injections of these 
different remedies that I am perfectly convinced that 
drugs cun be employed which mutually increase the 
therapeutic effect obtainable by either one alone. As 
to Professor Bayliss’s remarks on ferrivine, considering the 
exact formula is given, the accusation against me of using 
mystifying nomenclature falls utterly to the ground. It 
is extraordinary for Professor Bayliss to state that “it 
is extremely unlikely that such a compound (ferrivine) 
would have any special action, different from an ordinary 
ferric salt.” In the first place, an ordinary ferric salt is 
non-colloidal, while ferrivine is ; and in the second place, I 
should not have advocated ferrivine if ferric hydroxide was 


as good. It is odd that Professor Bayliss failed to note my 
remarks concerning the therapeutic action of ferric and 
aluminium hydroxide. 

I find that Professor Bayliss's only argument against me 
rests on the fact that I have used certain technical terms in 
a sense which does not meet with his approval. No argument 
has been brought forward to disprove my theories. 

I am, Sir, yours faithfully, 

Wimpole-streofc, W., August 3rd, 1916. J* E. R. McDONAGH. 



THOMAS GREGOR BRODIE, F.R.S., 

PROFESSOR OF PHFSIOLOUV IS TORONTO UNIVERSITY. 

With the death of Dr. T. G. Brodie in London on Aug. 20th 
is removed one of the outstanding names associated with 
physiological teaching in this country. Eight years ago he 
went to Canada as professor at Toronto University ; but the 
European conflict recalled him, and he became a Major in 
the Canadian Army Medical Corps attached to No. 4 Canadian 
General Hospital. Dr. Brodie was educated at King’s 
College School, London, and St. John's College. Cambridge, 
becoming later a Fellow of King’s College, London. He was 
in succession attached to three of the great London schools, 
becoming demonstrator of physiology at King’s College in 
1890, at the London Hospital Medical School in 1894, and 
finally lecturer on physiology at St. Thomas's Hospital. The 
latter position he laid down to direct the research laboratories 
of the Royal Colleges of Physicians and Surgeons in London. 
He then became professor-superintendent of the Brown 
Animal Institution, and subsequentlv professor at the Royal 
Veterinary College in London. During the greater part of 
this time he directed physiological studies at the London 
School of Medicine for Women. Shortly before accepting 
the call to Toronto he was elected a Fellow of the Royal 
Society and some years later delivered the Croonian lecture 
on “A New Conception of the Glomerular Activity.” In 
this he clearly showed how the glomerular function pre¬ 
supposes the existence of a firm and inextensible capsule 
surrounding the kidney, and explained the dependence of 
the rate of urinary flow on the general blood pressure. To 
students Brodie made himself welcome by adding his 
“Essentials of Experimental Physiology” to the parallel 
works on chemical physiology and histology. The book 
followed the course of advanced practical physiology at 
King’s College and was noteworthy for its beautiful tracings 
and cuives and other evidence of the author’s original work. 
It has remained for long a students’ guide to experimental 
work in physiology. 

The late Dit. J. W. Ellis. —Mr. John William 
Ellis, M.B., Ch.B. Viet, and Liverp., who died last week, 
had been Lieutenant-Colonel, R.A.M.C. (T.F.), attached to 
the 9th Battalion, Liverpool Regiment. He was locally well 
known as a naturalist, having contributed studies on the 
coleoptera and lepidoptera of the district, and was at the time 
of his death one of the honorary secretaries of the Liverpool 
Naturalists’ Field Club. 

Death of Dr. C. S. Ticehurst.—T he death 
occurred recently at Playden. Sussex, of Dr. Charles Sage 
Ticehurst, who for mauy years was medical officer of health 
for the Peterafield rural district in Hampshire where he held 
a number of other appointments. Studying at Guy’s, he 
took the L.R.C.P. diploma in 1872 and became M.R.C.S. and 
L.S.A. in the same year, and M.R.C.P. Edinburgh live years 
later. In his early days he wrote a good deal, and among his 
contributions to the medical press was an article on 
“ Tattooing or Tinting Opacities of the Cornea and Sclerotic,” 
which appeared in The Lancet in 1872. An active and 
enthusiastic member of the original Volunteer Force, lie rose 
to the rank of Surgeon-Major of the 3rd Volunteer Battalion 
(Duke of Connaught’s Own) Hampshire Regiment, and was 
the recipient of the Volunteer Decoration. 


The Association of British Chemical Manufac¬ 
turers, the business of which is being carried on temporarily 
at the offices of the Society of Chemical Industry, Broad- 
wayChambers, Westminster. S.W., have appointed as general 
secretarv Sir Charles H. Bedford, M.D., D.Sc.Ediu., Lieu¬ 
tenant-Colonel I.M.8. (retired), who was formerly professor 
of chemistry in the Calcutta Medical College and technical 
adviser to the Government of India. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain G. R. Hitchin, R.A.M.C., was educated at Owens 
College, Manchester, and qualified in 1903. When war 
broke out he was in practice at Bury, Lancs. 

Captain A. J. Waugh, R.A.M.C.. attached to the North 
Staffs Regiment, was educated at Cambridge and at 
St. Bartholomew’s Hospital, London, and qualified in 
1912. He joined the R.A.M.C. soon after the outbreak 
of the war, and was gazetted Captain in August last 
year. 

Died. 

Lieutenant W. W. Farrar, R.A.M.C., was educated at Glasgow 
and at St. Andrews Universities, and qualified in 1901. At 
the time of joining the R.A.M.C. in October last he was 
medical officer of health for Misterton, Gainsborough, 
and also held other appointments in the district. 

Captain H. H. Tanner, R.A.M.C., was a student at St. Mary’s 
Hospital, London, and qualified in 1910. He was in 
practice at Westbourne Grove before joining ud in June, 
1915. 

Captain M. C. Hayward, R.A.M.C., was educated at Guy’s 
Hospital and at Cambridge University, and qualified in 
1903. Before joining the R.A.M.C. in June last year, he 
was in practice at Abingdon, Berks, and had previously 
held appointments at Paddington Green Children’s 
Hospital, the North-West London Hospital, and at the 
Victoria Barracks, Windsor. 

Lieutenant G. S. Graham, R.A.M.C., attached to the Royal 
Field Artillery, qualified M.B., Ch.B. Liverp. in 1915. 

Wounded. 

Captain R. D. B. Frew, R.A.M.C. 

Captain A. F. Menzies, R.A.M.C. 

Staff-Surgeon G. Nunn, R.N. 

Captain H. S. Baker, R.A.M.C. 

Captain F. A. Bearn, R.A.M.C. 

Captain A. Watson, R.A.M.C. 

Captain A. S. Glynn, R.A.M.C., attached to the Northumber¬ 
land Fusiliers. 

Lieutenant P. L. Watkin-Williams, R.A.M.C., attached to 
the Royal West Kent Regiment. 

Lieutenant C. P. S. Allingham, R.A.M.C., attached to the 
Middlesex Regiment. 

Captain R. McC. Hill, D.S.O., R.A.M.C., attached to the 
Argyll and Sutherland Highlanders. 

Lieutenant T. J. Lloyd, R.A.M.C., attached to the Bedford¬ 
shire Regiment. 

Captain S. McM. McLay, R.A.M.C., attached to the Leinster 
Regiment. 

Captain N. McN. Rankin, R.A.M.C., attached to the Buffs. 

Captain H. K. Ward, R.A.M.C., attached to the King’s Royal 
Rifle Corps. 

Lieutenant H. C. Allott, R.A.M.C., attached to the 
Cameron ians. 

Captain D. A. Donald, R.A.M.C. 

Lieutenant J. R. Elwood, R.A.M.C. 

Captain A. A. Cooper, R.A.M.C. 

Previously reported Believed taken Prisoners at Kut-el-Amara , 
now reported Prisoners. 

Captain D. Arthur, I.M.S. 

Major C. H. Barber, I.M.S. 

Colonel P. Hehir, C.B., I.M.S. 

Captain H. H. King, I.M.S. 

Captain J. Startin, R.A.M.C., attached to the Oxford and 
Bucks Light Infantry. 


The Honours List. 

The King has conferred the honours mentioned upon the 
following medical officers in recognition of their gallantry 
and devotion to duty in the field :— 

Distinguished Service Order. 

Temporary Lieutenant Hugh Llewellyn Glvn Hughes, 
R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He went out in broad daylight, under heavy fire, and bandaged seven 
wounded men in the open, lying out in an exposed spot for one and 
a half hours. At nightfall he led a party through a heavy barrage 
and brought the seven men back. 


Temporary Captain Douglas William Hunter, R.A.M.C. 

For conspicuous gallantry in action. He tended the wounded 
incessantly in the open and in the front-line trench under very 
heavy fire. 

Temporary Captain Henry Harold Robinson, R.A.M.C. 

For conspicuous gallantry and devotion to duty. After a raid in 
the enemy’s trenches, he twice crawled out in broad daylight to assist 
wounded men under fire. They were brought in at night. 

Military Cross. 

Temporary Captain Archibald Stirling Kennedy Anderson, 
R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He was 
untiring in attending to the wounded, though on more than one 
occasion his aid-post was struck by shells. He went out under 
heavy shell fire to the assistance of the wounded. 

Captain William Barclay, R.A.M.C. (S.R.). 

For conspicuous gallantry and devotion to duty when in charge 
of a bearer division during operations. He worked often in the open 
under heavy shell fire, and set a fine example to all under him. 

Temporary Lieutenant James Roberts Boyd, R.A.M.C. 

For conspicuous gallantry and devotion to duty when rescuing, 
under heavy fire, some men who had been buried in their dug-out. 
lie assisted in the digging out. although temporarily disabled by 
earth thrown up by bursting shell, and finally brought in one man 
alive. 

Temporary Captain Michael Charles Burke, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He 
worked incessantly with practically no rest for seven days under 
shell and machine-gun fire. He greatly encouraged all those round 
him by his cheeriness and disregard of danger. 

Temporary Lieutenant Charles Bromley Davies, R.A.M.C. 
For conspicuous gallantry and devotion to duty in action. When 
commanding stretcher-bearers, although wounded himself, he 
continued his gallant work with practically no rest for six daj’s. 

Temporary Captain James Churchill Dunn, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He 
showed an jitter disregard of personal danger, and his bravery when 
tending the wounded was the admiration of all ranks. 

Temporary Captain Ernest Harrison Griffin, R.A.M.C. 

For conspicuous gallantry and devotion to duty. Without food or 
sleep he worked incessantly tending the wounded of his own and 
other units under heavy fire. lie* showed an absolute disregard of 
danger. On other occasions he has done similar gallant work. 

Captain Henry Alphonsug Harbison, R.A.M.C., S.R. 

For conspicuous gallantry and devotion to duty in action. When in 
charge of stretcher-bearers he dug out a man under heavy fire and 
brought him safely back. He also repeatedly took out parties under 
heavy fire and evacuated a wood of all wounded. 

Captain William Johnson. R.A.M.C., S.R. 

For conspicuous gallantry and devotion to duty. He led the 
bearer division of lbs unit for seven consecutive days during heavy 
fighting. He was repeatedly under heavy lire when rescuing the 
wounded. He has always set a line example of courage. 

Temporary Captain James Reginald Kemp, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. For 
several days he was indefatigable in bringing ia and tending the 
wounded, and undoubtedly saved maoy lives. 

Captain George Herbert Hind Manfield, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He 
worked day and night tending the w ounded In our advanced posi¬ 
tions under heavy lire, and carried many of them down the trench 
after all his bearers had been wounded. 

Temporary Captain Valentine Cleeve Martyn, R.A.M.C. 

For conspicuous gallantry and devotion to duty when tending the 
wounded under fire. On several occasions he has gone out under 
circumstances of the greatest danger, but has never hesitated to 
take any risk in order to reach a wounded man. 

Temporary Captain John Boyd Orr, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. On 
several occasions he disolayed the greatest courage when searching 
for and tending the wounded. 

Temporary Captain David Pottinger, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. When in 
charge of st retche 1 -bearers he showed an utter disregard of danger, 
and, though himself wounded in the face, continued his gallant work 
during the remainder of the day. 

Temporary Captain Clive Watney Roe, R.A.M.C. 

For conspicuous gallantry and devotion to duty during th^ee days of 
hard lighting. He was indefatigable in teadin { the wounded and 
displayed great coolness under fire. 

Captain Joseph Wilkie Scott, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He tended 
the wounded under heavy fire for several hours, and carried back a 
number of them to our front line at great personal risk. 

Temporary Captain John Henry Tomlinson, R.A.M.C. 

For conspicuous gallantry and devotion to duty during a heavy 
bombardment. He tended the wounded in the main street of a village 
at great personal risk till he was severely wounded by a fragment of 
a shell. 

Captain Fergus McIntyre, Australian A.M.C. 

For conspicuous gallantry and devotion to duty. Ho tended the 
wounded under heavy artillery fire during operations. The aid-post 
received a direct hit from an enemy shell. 
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OWEN HERBERT PETERS, M.D., B.S. Melb., D.P.H., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain 0. H. Peters, who died of wounds in France on 
August 4th at the age of 38, was the youngest son of the 
late Walter Peters, of Ballarat, Australia. Educated at 

Grenville College, 
Ballarat, and at 
Queen's College, Mel¬ 
bourne, he graduated 
M.B. at Melbourne 
University in 1902. 
He left Australia three 
years later to continue 
his studies in England, 
taking a public health 
diploma and obtaining 
an appointment as 
medical officer at the 
infectious hospital in 
Nottingham. About 
this time he took his 
doctorate at Melbourne. 
Public health work 
proving congenial he 
worked in succession at 
Mansfield, Liverpool, 
and under the London 
County Council. He resigned the last appointment in 1914 
to enter the Royal Army Medical Corps, in which he was 
promoted captain six months ago. He was shot through the 
head and survived his injury for some days. 

A fellow student at college writes of Captain Peters as a 
man of very kindly disposition and a brilliant student, 
although personally very reticent. We had occasion several 
years ago to notice a thoughtful paper entitled “ Season and 
Disease.” based on his experience of epidemic diarrhoea in 
Mansfield. This he expanded later into a book entitled 
‘•Observations upon the Natural History of Epidemic 
Diarrhoea ” (Cambridge University Press, 1911), in which he 
described the disease as one very like an ordinary infectious 
disease with something superadded—viz., a vicious circle 
formed by the baneful conditions of slum life. There is 
little doubt that had Captain Peters lived we should have 
had important public health work from him. 


CHARLEiS PATRICK KELLY, B.A., M.B., B.Ch. DUB., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant C. P. Kelly, who was killed in action on 
July 2nd in his twenty-sixth year, was the third son 
of the late T. P. Kelly, of Dublin. He was educated 
at St. George’s College, Weybridge, and entered Dublin 

University in 1908, 
taking his B.A. in 1913 
and his medical degree 
in April, 1914. He 
was then in succession 
senior medical officer to 
the Southport Infirmary 
and resident at the 
Fever Hospital, 
Fazakerley, until July, 
1915, when he obtained 
a commission in the 
Royal Army Medical 
Corps, being attached 
to a field ambulance. 
He met his death while 
tending a wounded 
soldier, and his com¬ 
manding officer wrote 
deploring the loss of 
a friend and a most 
efficient officer. 

Lieutenant Kelly was a keen hockey player and was 
“ capped ” for Dublin University in 1911 and 1912. He was 
also a keen cricketer, playing for the University. He ran 
the Dublin University Long Vacation cricket side very 
successfully for three years. 




JOHN LESLIE GREEN, V.C., M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. L. Green, who was killed in France on July 1st 
at the age of 27, was the eldest and only surviving son of 
J. G. Green, J.P., of Birchdene, Houghton, Huntingdon. 
He was educated at Felsted, and entered Downing College, 
Cambridge, with a scholarship. He obtained honours in 
Part I. of the Natural Science Tripos, and stroked his college 
boat for the three years 
he was up. He con¬ 
tinued his clinical 
studies while at St. Bar¬ 
tholomew's Hospital, 
taking the Conjoint 
Board qualification in 
1913. When war broke 
out he at first obtained 
a combatant com¬ 
mission in the 5th South 
Staffordshire Regiment, 
in which his brother 
was serving. He was 
afterwards transferred 
to a field ambulance in 
France, and was finally 
attached as medical 
officer to the 5th Sher¬ 
wood Foresters, with 
whom he was serving 
when he met his death. 

He was popular with both officers and men, and untiring 
in his efforts for the health of his battalion. His death 
occurred whilst assisting an officer who was mortally wounded 
just as he was cutting the last piece of a row of wire. Seeing 
him fall, Captain Green went to him, dressed his wounds, 
and carried him back towards his own lines. When nearly 
there the officer was again hit, receiving a bullet in the left 
arm, and Captain Green, himself wounded and under con¬ 
tinuous fire from the enemy, bore him to a shell-hole and 
started dressing this wound. It was while thus engaged 
that he was shot through the head and killed. He was 
awarded the posthumous honour of the Victoria Cross. 

A colleague writes of Captain Green as a man of excep¬ 
tional strength of character. He was a keen all-round 
sportsman, a first-rate oar, and equally good at golf and 
tennis. Captain Green married last January Edith Mary 
Nesbitt Moss, M.B., B.S., daughter of the late Francis J. 
Moss, of Stainfield Hall, Lincolnshire. Mrs. Green is 
herself working at a military hospital in London. 



JAMES BLAIN HAVERSON, M.D. Manitoba, 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant J. B. Haverson, who was killed in France on 
June 25th at the age of 25, was the only son of John H. 
Haverson, barrister-at-law of Carman, Manitoba. He 
graduated from the 
Medical College at 
Winnipeg, Manitoba, 
in May, 1915, becoming 
house surgeon in 
Winnipeg General Hos¬ 
pital, an appointment 
which he resigned in 
August, 1915, to take a 
commission in the Royal 
Army Medical Corps. 

He was at first stationed 
at Eastbourne and was 
later appointed trans¬ 
port officer to an ambu¬ 
lance corps. Lieu¬ 
tenant Haverson met 
his death while attend¬ 
ing the wounded at 
an advanced dressing 
station. His com¬ 
manding officer wrote 
of him : ‘ ‘ His work as transport officer was so good that 
he was frequently complimented by staff officers. In every 
way he did his duty in a manner that any man would be 
proud of, and, finally gave his life with the same quiet 
courage that marked everything he did.” 
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RAYMOND JOHN JONES, M.B., Ch.B. Vjct., 

LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 

Lieutenant, R. J. Jones, who was killed in action on 
July 10th at the age of 39, was the youngest son of the late 
R. Beilis Jones of Llanrhaiadr, Oswestry. He was educated 
at the Liverpool Institute, the Oswestry High School, and 
University College, Liverpool, graduating M.B., Ch.B. at 
Victoria University in 1901. While at school he was a 

good athlete, dis¬ 
tinguishing himself in 
the 100 yards sprint 
and the quarter mile. 
After acting as assist¬ 
ant at Tylorstown, 
Caerphilly, Barry, and 
Brymbo, he settled 
down in practice at 
Cardiff. He took a 
commission in the 
Royal Army Medical 
Corps in 1915, and 
proceeded to France in 
December of that year 
with a field ambulance. 
A fellow officer in the 
ambulance, writing to 
his brother, describes 
how gallantly Lieu¬ 
tenant Jones met his 
death: “Our stretcher 
bearers came in to our advanced post with the news 
that numbers of wounded, serious cases, were lying in 
the wood and could not be brought in for some time. 
As soon as Jones heard this, about 4.30 A.M.. he filled 
his pockets with bandages and went out to find them. 
Over a small ridge and down to the edge of the wood 
he went, across about 40 yards of open in which it seemed 
impossible for anything to live. He never found his 
goal; he was killed by machine-gun bullets before he 
reached the wood.” His friend adds that Lieutenant 
Jones was popular with both officers and men and would be 
greatly missed. He was unmarried. 


JULIUS HENRY BEILBY, M.B., C.M. Edin., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain J. H. lleilby, whose death in action on April 23rd 
is now officially presumed, was 47 years of age, and was the 
second son of the late J. H. Beilby, of Edinburgh. He was 
born at Colinton, Midlothian, educated at Edinburgh 
Collegiate School, and then entered Edinburgh University, 
where he graduated M.B., C.M. in 1889. After a period at 
the Rotunda Hospital, Dublin, some post-graduate work 
at Vienna, and a resident appointment at the Royal 
Edinburgh Hospital for Sick Children, he settled in practice 

at first at Reigate, 
moving to Bromsgrove 
in 1897 as a partner 
of Dr. T. E. Underhill, 
of Barnt Green. For 
some years his time 
was fully occupied 
with professional work, 
but in 1910 he was 
elected a member of 
the urban district 
council, was bailiff of 
Bromsgrove in the 
following year, and in 
1913 was returned 
unopposed as the 
first member for 
Bromsgrove East on 
the Worcestershire 
county council. He 
was a liberal supporter 
of all local movements 
for the good of the town and a pioneer worker for 
the Red Cross and V.A.D. organisations. Captain Beilby 
was a surgeon-captain in the Worcestershire Yeomanry 
(Queen’s Own Worcestershire Hussars) from 1900 to 


1907, and in the early days of the war he promptly 
joined the Service as captain in the Royal Army 
Medical Corps. After a spell of work with his 
unit at home stations he went with them to the 
Mediterranean, and was missing after the action at 
Katia, east of the Suez Canal, on Easter Sunday. 
Captain Beilby is spoken of by his friends as a man 
of high and noble ideals to which he tried to live 
up. One who worked with him for many years adds: 
“Beilby had a thorough and sound knowledge of his 
profession and was always anxious to do his best 
for his patients, regardless of time and trouble. His 
standard of professional etiquette was high, and he 
was at times more jealous for the reputation of 
his colleagues than for his own.” Captain Beilby 
leaves a widow and two boys. 


GEOFFREY RICHARD HEARD, M.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain G. R. Heard, who was killed in action in France 
on July 2nd at the age of 30, was the elder son of 
Richard W. Heard, of Devonport. He received his educa¬ 
tion at Plymouth College, passing the matriculation 
examination of London University in 1903, after which 
he commenced his medical studies at the London 
Hospital, obtaining the qualification of the Conjoint 
Board in 1909. He was enthusiastic at his work 
and popular among his fellow students. After leaving 
the hospital he held 
a house appointment 
at the Newark Hos¬ 
pital for nearly two 
years, when he had 
a temporary breakdown 
in health. Upon re¬ 
covery he obtained a 
surgeoncy on the 
s. s. llerefordtliire of 
the Bibby Line and 
made two voyages 
to Rangoon. This was 
followed by an appoint¬ 
ment under the Essex 
county council, which 
he retained till 
December. 1914, when 
he obtained a com¬ 
mission in the Royal 
Army Medical Corps, 
and was attached to 
the 10th Battalion Royal Warwickshire Regiment as 
medical officer. He met his death as he was attending 
to a wounded man under fire, a piece of shrapnel 
passing through his chest. Captain Heard was married 
only a month. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :— 

Second Lieutenant A. N. Marshall, Bedfordshire Regiment, 
son of the late Dr. W. N. Marshall, of Newent, Glos. 

Second Lieutenant J. E. P. Cockey, Liverpool Regiment, 
only son of Dr. E. Cockey, of Frome, Somerset. 

Lieutenant G. L. B. Fayle, Royal Engineers, third son of 
Lieutenant-Colonel B.J.L. Fayle, R.A.M.C., of Clifton, 
Bristol. 

Second Lieutenant W. E. H. Sansom, Royal Lancaster 
Regiment, son of Lieutenant W. Sansom, R.A.M.C., of 
Barrow-in-Furness. 

Lieutenant G. R. S. Layng, Gloucestershire Regiment, 
attached to the Trench Mortar Battery, third surviving 
son of the late Dr. H. Lavng, of Swatow, China. 

Second Lieutenant H. B. Goudie. Camerou Highlanders, 
elder son of the late Dr. H. Goudie, of South Shields. 

Captain M. C. Hayward, R.A.M.C., son of the late Mr. H. H. 
Hayward, M.li.C.S., of Queen Anne-street, London, W. 

Second' Lieutenant H. Floyd, Royal Flying Corps, only son 
■ of Dr. S. F. Floyd, of Kilkeel, Co. Down. 

Lieutenant R. H. Lawson, Ride Brigade, eldest son of Mr. 
H. Lawson, M.R.C.S., L.R.C.P., of Chislehurst, Kent. 

Second Lieutenant A. J. Berry, Lancashire Fusiliers, elder 
son of Dr. J. J. Berry, of Pendlebury, Manchester. 
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Height and Weight Standards and Tests 

fob Recruits. —The question raised by a correspondent 
as to whether there is a standard height for the Army 
does not admit of categorical answer. Some standards of 
physical development have been laid down by the military 
authorities for determining whether a man is fit to be 
enlisted into the British Army : these refer to the relations 
between the height, the weight, the chest measurement, 
and the age of the recruit, and vary according to the arm 
of the Service which he wishes to join. There is no actual 
minimum, or standard, of body weight, but certain weights 
are specified as a guide, indicating the point at and below 
which a specially careful physical examination must be made. 
Further, any eligible recruit who does not fulfil every 
requirement laid down in the official tables may be recom¬ 
mended for special enlistment, on application to the War 
Office, or in other cases to the officer commanding the regi¬ 
ment, or the officer in charge of the records of the corps. As 
to height, the minimum for Infantry of the Line, for the Army 
Service, Army Medical, and Army Ordnance Corps, and for 
drivers in the Royal Field Artillery is 5ft. 3in., the minimum 
of age being 18 years ; for the Cavalry of the Line (Dragoons, 
Lancers, and Hussars) the minimum is 5 ft. 4 in. if under 
20 years of age, and 5 ft. 6 in. if over 20 years; for 
drivers in the Royal Horse Artillery, for artificers, Royal 
Artillery, and for sappers, Royal Engineers, the minimum 
is 5 ft. 4 in. For the Foot Guards the minimum is 
5 ft. 8 in., for the Household Cavalry 5 ft. 11 in., and 
for the military wing of the Royal Flying Corps 5 ft. 2 in. 
The standards of weight and of chest measurement vary 
according to the man’s height, and also according to the 
corps in which he wishes to enlist, as well as accord¬ 
ing to his age. He must also possess a given range of 
expansion — that is, the difference between the chest girth when 
fully expanded and when the lungs have been emptied of 
air as far as possible. For instance, in the Infantry and 
Medical and Ordnance Corps a recruit of 18 years, if 
under 5 ft. 5 in. in height, should weigh not less than 
112 lb., have a chest girth when fully expanded of 33fc in., 
and a range of expansion not less than 2 in.; if his 
height is from 5 ft. 8 in. to 6 ft. his weight should 
be not less than 118 1b., his chest girth at full expansion 
34i in., with the same range of expansion ; if 6 ft. In height, 
or upwards, his weight should be 122 lb., chest girth 35 in., 
and range of expansion 2 J in. For the Cavalry of the Line, 
Royal Artillery, and Royal Engineers a recruit of the same 
age and under 5 ft. 5 in. in height should weigh 115 lb., have 
a chest girth of 34£ in., with 2 in. range of expansion ; if his 
height is between 5 ft. 8 in. and 6 ft., his weight should be 
118 lb., his chest girth 35^ in., with 2 in. range of expansion ; 
if 6 ft. in height or upwards, his weight should be 122 lb., his 
chest girth 36 in., and range of expansion 2J in. These tests 
and standards and the determination of the physical equiva¬ 
lents have been arrived at from a large series of observations. 
With the detailed examination carefully performed, no 
recruit will be admitted into the Army suffering from defect 
likely to interfere with his usefulness as a soldier; nor, on 
the other hand, will any man be rejected as unfit to serve 
unless there is some decided physical disability. 

The Wounded Allies’ Relief Committee.— 

The committee have offered to present a motor field surgery 
to the Italian Government and the offer has been grate¬ 
fully accepted. Sir William Collins, who in 1909 pro¬ 
moted in Parliament the passage of the Metropolitan 
Ambulances Act, has planned the construction of the 
vehicle for the Committee and it is now almost complete. 
The chassis is adapted to carry 4 tons, is highly sprung, and 
the engine is petrol-driven motor of 25 h.p. The wheels are 
pneumatic tyred and the rear wheels are twinned. The body, 
which is painted externally the service green of Italy, bears 
the red cross, and consists of a spacious theatre 9 ft. 6 in. 
long, 6 ft. 6 in. wide, and 6 ft. 8 in. high, enamelled 
white inside, with an annexe intervening between it 
and the driver's seat, and separated from the theatre by a 
sliding door. In this annexe are fitments for instrument 
cupboard and drawers of galvanised iron on one side, and 
on the other, sterilisers for instruments and water, heated 
with paraffin burners, stock lotion jars, and an array of 
drums for sterilised dressings. Tanks containing 80 gallons 
of water and petrol for the engine are cleverly stowed away 
in roof and floor. Ventilation is secured by electric fans, 


louvred sides, and by top windows opening with a simple 
mechanism. These windows, of wired glass, give a fair 
top-light by day, and an electric installation provides 
two 100 c.p. light 8 and a movable hand lamp for 
nightwork. No fixed furniture is in the theatre itself 
except a copper sink on the near side and to the front, over 
which water and lotion taps are conducted. The floor is of 
sheet lead, which can be flashed and cleansed with a squeegee. 
Four upright iron stanchions are adapted for fixation to the 
floor at suitable distances to receive the handles of a stretcher 
—as it is contemplated that many cases requiring prompt 
dressing or minor surgery will be dealt with on the stretchers, 
though an np-to-date operating table is provided for set 
operations. The back of the theatre has folding-doors, 
opening full width, and steps with easy gradient are supplied 
for the bearers to enter and leave by. When not in use the 
steps are slang ander the chassis at the back. There is 
also a folding ladder whereby access to the roof is obtained 
for adjusting a canvas cover to keep out wet or dust or to 
screen from excessive sunlight. The usual theatre furniture, 
such as tables for anesthetist and dressings and stools, can 
be secured to the walls when the vehicle is in locomotion. 
All corners are rounded and the whole interior is beautifully 
finished. The body has been constructed by Messrs. 
Mulliner on specifications drawn by Mr. John Walford on 
Sir William Collins’s design, and the fittings are by Messrs. 
Arnold and Sons. There will be a Press v’ew of the motor 
field operating theatre in the grounds of Aldford House, 
Park-lane, to-day. Sept. 1st, from 2 to 4 p m., when Mr. 
Walford will be present to explain its working. 

For the Italian Bed Cross .—As the disabled Belgian 
soldiers who have been under the care of the Wounded 
Allies’ Relief Committee at the Home for Disabled Belgian 
Soldiers, 45, Courtfield-gardens, Kensington, are now pro¬ 
vided by the Committee with artificial limbs and trained in 
various industries, this particular home has been closed, and 
the furniture and bedding are about to be presented to the 
Italian Red Cross for the benefit of a new “Home of Rest 
for Sick and Wounded Italian Soldiers. ” The home, which 
is the idea of Mrs. Henry Watkins, who has been working 
on the Italian front for nearly a year, is situated among the 
hills behind Cormons, and beds and other furniture are 
needed for it. 

Military Decorations.— By Royal Warrants 
last week a bar was instituted for the Distinguished Service 
Order and for the Military Cross, and recipients of the 
latter are now entitled to add the letters M.C. after their 
names. The Military Cross still does not confer any 
individual precedence. It is intimated that the insertion of 
the letters M.C. after the names of recipients will be carried 
out in the October Army List. 

War Hospital Magazines.— Under the title 

of The Fourth (Denmark Hill, S.E., price 3<f.)the 4th London 
General Hospital issues an interesting magazine. In addition 
to amusing prose, poetry, and illustrations, the history of 
the unit is commenced by Major George N. Biggs, the 
registrar. Reproductions of portraits of Colonel Atwood 
Thorne, V. D.. lately officer commanding the hospital, and of 
members of the staff. Major F. W. Mott, R.A.M.C. (T.). 
Captain W. Brown, R.A.M.C., Captain W. C. Bosanquet, 
R.A.M.C. (T ), and Major Albert Carless, R.A.M.C. (T.), are 
included.—The Norfolk War Hospital Magazine (Norwich, 
price Gd.) has reached its fifth number, and, like the preced¬ 
ing, contains topical and humorous articles and notes. The 
profits derived from the sale of these magazines are devoted 
to extra comforts for the wounded. 


Poliomyelitis in Aberdf.en and District. —Only 
three cases of acute poliomyelitis were notified in Aberdeen 
last week, making a total of 66 cases in all. Dr. J. P. Watt, 
medical officer of health for Aberdeen county, stated that 
five or six cases had occurred in the county, and at his 
suggestion the Deeside District Committee made the disease 
compulsorily notifiable. 

A New Hospital for Paralysed and Disabled 

Officers. —St.John’s Lodge, Regent’s Park, London, having 
been lent by the Treasury and the Office of Woods aud 
Forests to the British Red Cross Society, it has been 
decided to use it as a hospital for the treatment of paralysed 
and disabled officers. Sir John Ellerman has undertaken to 
defray expenditure for one year. 




454 Tee Lancet,] 


MEDICAL NEW3. 


[Shut. 2,1916 


Stoical »cfas. 


Society op Apothecaries of London.—A t 

examinations held recently the following candidates were 
successful 

Surgery.—C. P. Barber (Section II.). Charing Cross Hospital; I. H. 
Beattie (Sectl ms I. and II.), Oxford ; W. Burridge (Sections I. and 
II.), Oxford and Gu 3 ’'s Hospital ; 3 F. Cheeiman. Charing Cross Hos¬ 
pital; R. F Jarrett( Sections Land II). London Hospital; L. A B. 
Moore (Sections I. and II ). Guy’s Hospital ; T W. Robbins (Sections 
I.and II.), London Hospital; C. Segal (Section I). Berne; S. C. 
Varley (Sections I. and II.), Oxford and St. George’s Hospital; 
C. G. G. Winter (Sections I. and II.), St. Mary's Hospital; and 

R. U. Yolland (Sections I. and II.), Cambridge and King’s College 
Hospital. 

Medicine — C. P. Barber (Sections I. and II ). Charing Cross Hos¬ 
pital ; I. H. Beatiie (Sections I. and II.), Oxford ; W. Burridge 
(Section I.), Oxford and Guy’a Hospital; H. SI. Hobson (Sections 
I. and II ), London II >spital; C. A. Mortlock-Brown (Section I.J. 
Royal Free Hospital ; T. W. Robbins (Sections I. and II.), London 
Hospital ; H. St. H. Vertue (Sections I. and II.) Oxford and Guy's 
Hospital; and J. M. Wall (Sections I. and II.), St. Thomas’s 
Hospital. 

Forensic Medicine.— H. H. Bailey, London Hospital ; I. H. Beattie, 
Oxford; E. V. Briscoe. St. Mary's Hospital ; W. Burridge. Oxford 
and Guy's Hospital; S. G. Kastelianski, London Hospital ; 

K. O. Morrison, Cambridgeand St. Mary’s Hospital; T. W. Robbins., 
London Hospital; I. H dyed, Manchester; F. A. Unwin, West¬ 
minster Hospital; S. C. Varley, Oxford and Sfc. Georges Hospital; 
C. G. C. Vawdrey. St. Mary's' Hosoital; L. J. Vincent. Cambridge 
and Sfc. Mary’s Hospital; and H. St. H. Vertue. Oxford and Guy’s 
Hospital. 

Midwifery. —H H. Bailey, London Hospital; I H. Beattie. Oxford; 
W. A. Bibby. Manchester ; C. W. B iwer, Cambridge and St. Bar- 
fcho'omow’s Hospital; W. Burridge, Oxford and Guy's Hospital; 
P. C. C. Fenwick, St. Thomas's Hospital ; J Mitchell, Edinburgh ; 
T. W. Robbins. London Hosp'tal; W. Stan* tie Id, Manchester; 

S. C. Varley, Oxford and St. George's Hospital; and B Walkey, 
Manchester. 

The Diploma of the Society was granted to the following candidates, 
enabling them to practice medicine, surgery, and midwifery:—H. H. 
Bailey. C. P. Barber, l. H. Beattie. S. F. Cheesman. H M. Hobson, 

L. A. B. Moore. E. O. Morrison, T. W. Ilobbins, J. M. Wall, ani R. H. 
Yollani. 

Royal Medical Benevolent Fund —At the 
last meeting of the committee 23 cases were considered and 
£201 10#. granted to 18 of the applicants. The following is 
a summary of some of the cases relieved:— 

Daughter, aged 67, of M.B. Glasg. who practised at Glasgow and 
died In 1871. Until the war commenced whs able to make a bare 
existence by giving music lessons. Too old to obtain other work. Her 
sister is an annuitant of the Fund. Voted £10.—D \ughter, aged 35, of 

M. D. Dub. who practised near London ani in British Guiana and died 
in 1889. Left without means, and Buffers from tuberculous glands. 
Mother has married again, but cannot aff ird to entirely support appli¬ 
cant. Relieved 10 times. £90 Voted £12 in 12 in rtalmenta.—Daughter, 
aged 66. of M.D. Edln. who was a deputy-inspector-general In the Army 
Medicil Service and died in 1878. Applicant’s small income is now ex¬ 
hausted, and she is too old to obtain permanent employment. Rams jnst 
a little by sewing-machine work. Iter t paid by a friend. Voted £12 in 12 
instalments.—Widow, aged 49, of M.R.C.S. Eng. who practised at 
Bainpton and died in 1906. Applicant's health Is very bad. Was left 
with an income of only £22 per annum and a young daughter who is 
at t he Drapers’ Company School, but home for holidays. Her rent is 
paid by a brother. Owing to the high price of food fa In difficulties. 
Voted £10 in two Instalments and referred to the Guild —Widow, 
aged 56, of M.R.C.S. Eng. who practised at Keamsey and died in 
June this year after four days' illness from diphtheria, and left his 
wife and two daughters, aged 14 and 16, quite unprovided 
fo*. Lives In own house, which is heavily mortgaged, and her 
solicitor informs her that when the debts are paid there will not be 
anything left. Husband's m >ther, aged 81, la also dependent on her. 
Requires some immediate help. Voted £10 and referred to the Guild.— 
Daughter, aged 69, of M ft C.S. Bng. who practised at Andover and di-id 
in 1869. Was left without means, and managed to earn a living as a 
governess until ill-health and old age overtook her. Only inc >me two 
pensions, a totaf of £45, from other societies, and she has a great- 
nephew, aged 4£ years, dependent on her. Received some help ten 
years ago. Voted £5 ani referred to the Guild.—Daughter, aged 64. 
of M.R.C.S. Eng. who practised at D >rchester and died in 1892. Appli¬ 
cant, whose general health is ban and her eyes very weak, has for some 
years lived with a widowed sister who is a teacher in Fraxce, but 
owing to the increase in the cost of living she cannot continue to keep 
her. Only income an occasional small gift from her h-other. Her 
father for many years subscribed to the Fund. Voted £10.—Widow, 
aged 50, of L.R.C.P. Edin. who practised at Siamfo-d and died" In 1910. 
She was left totally unprovided for with one son, now age! 19 and in 
the Army. Applicant is a chronic invalid and has had her breast 
removod for cancer. She lives with a sister who cannot afford to keep 
her. Relieved three times, £56. Voted £18 in 12 instalments.— 
Daughters, aged 50 and 58. of M.D. Aberd. who practised at Luddenden, 
Yorks, and died in 1919. B >th are chronic Invalids, one suffering f'om 
incurable deafness. Only joint income, £55. Relieved three times, 
£38 Voted, £18 in 12 instalments jointly.—Widow, aged 58, of 
M.R.C.S. Eng. who practised at Wellingb-trough and died in 1911. 
Applicant was left without means She has now a post as house¬ 
keeper at £20 per annum. Relieved live thues, £56. Voted £6 
in 12 instalments.—Daughters, aged 44 and 52, of I, S.A. L^nd. 
who practiced at Sydenham and died in 1903. One suffers 
from epilepsy and the other from rheumaUem and persistent 
hevlaches. Only joint income £48 per year Relieved eight 
times, £95. Voted £18 in 12 instalments jointly.—Daughter. 


age I 59, of M.R.O.S. E ig. who practised at Wymondhara and 
died in 1870. Lost all her income through a deftulting trustee, 
and has recently 1 wt. £15 per annum allowed by a relate®. Act* as 
companion to.a ladv in return for board and lodging. Relieved 
fight times. £40. Voted £12 in 12 Instalments.—Widow, aged 58, 
of L.R.O.P. Glasg. who practised at Walsall and died in 1902. She 
was loft entirely with-Hi', m*am with two young daughters, who 
are n iw earning a llf le an l paying for their baird. Tae applicant i< 
able to earn about £20 per year by needlework. Relieved 10 times, 
£106. Vofc»dfil2in 12 instalments—Widow, aged 25, of M.B. Ox»n.. 
M.R.O.S Mng. who joined tin R A.M.C. ou q ml if y log in 1914. and was 
killed Inaction ou J uly 13th. 1916. Applicant is left with two children, 
ages 4 year* and 11 months, totally unprovided for. and up to the 
present has not rsceived any pension or allowance from the War 
Office. Voted an immediate grant of £10, and referred to the Guild 
and to other organisations that will probably help until the War Office 
pension is arranged.—Daughter, aged 66. of M.R.C.S. Kng. who 
practised at Liverpool and d ed in 1851. Applicant is a confirmed 
invalid, and has to soend nvw‘. of her tims in bed, and haveann-se 
several tlmea each week. Income £7 frjm dividends, and friends 
subscribe aOout £50 p'u* annum. All her means were lost some years 
agn through a bank failure. Relieved three times, £36. Voted £12 
in 12 Instalments. 

Subscriptions may be sent to tba honorary treasurer, Dr. 
Samuel West, at 11, Chan los-street, Cavendish-square, 
London. W. 

A Generous Legatee.— Miss Margaret McNally, 
ol Barrington, Northumberland, an Army nursing sister and 
the daughter of a workiug miner, recently decorated with 
tbe Red Cross medal for carrying wounded in under shell 
fire, is a legatee under the will of a lady whom she nursed. 
Miss McNally intends to found an orphanage for the 
children of fallen soldiers with the £4390 she is to receive 
under the will. 

Royal Institute of Public Health.—A course 

of instruction for the degrees and diplomis in public 
health, with the necessiry laboratory work, will commence 
on Oct. 2nd, and special arrangements have been made to 
suit the convenience of those (men and women) holding 
appointments. Researches and clinical examinations of ail 
kinds—including the Wassermann test—are undertaken in 
the bacteriological, serological, and chemical laboratories 
for public boiiies and medical practitioners. Courses of 
instruction are arranged three times yearly (October. 
January, and May) for tuberculosis officers, school medical 
officers^ medical practitioners, and others. Further par¬ 
ticulars can be obtained frpm tbe Secretary, 37, Russell- 
square, W.C. 

Health of Belfast.—T he annual report of the 
medical officer of health of Belfast for 1915 is estimated ou a 
population of 403,000. The birth-rate was 25-3 per 1030 of 
the population, a decrease of 2-7 as compared with the pre¬ 
ceding year; the death-rate was 17 9, which is a decrease of 
1-O perlOOO. With the exception of 1911, the death-rate was 
the lowest ever recorded in Belfast. The zymotic death-rate 
was 1-7 per 1003 of the population, a decrease of 10 as com¬ 
pared with that of the previous year. The mortality from 
phthisis, pneumonia, and other diseases of the respiratory 
organs was 6 2 per 1000 of the population. 6’2 per 1000 of 
the population suffered from infectious disease, whilst during 
the preceding year it was 7 5 per 1000. The scarlet fever 
epidemic, which has been so long prevalent in Belfast, 
showed signs of declining: 1904 cases were notified, with a 
5-3 per cent, mortality, which is a decrease of 156 per cent, 
in the number of cases of notifications and 35 3 per cent, in 
the number of deaths registered. There were 71 cases of 
cerebro-spinal meningitis with 39 deaths (a mortality of 
54-9), and only 1 case of acute poliomyelitis. As regards 
infantile mortality, the death-rate per 1000 births was 137, as 
compared with 143 in 1914, 144 in 1913, and 129 in 1912. 

Medical Sickness and Accident Society.—T he 
usual monthly committee meeting of this society was held 
at 300, High Holborn, on August 18th, Dr. F. J. Allan being 
in the chair. The reports submitted showed that the sick¬ 
ness experience for the year has. so far,been well under the 
expectation—this in spite of claims from many members on 
active service, which m some cases have been of a protracted 
natnre. It is estimated that some 1500 members of the 
society are serving in the Royal Army Medical Corps or Navy 
and other war services. The society has up to the present 
invested over £20,000 in various War Loans and Exchequer 
Bonds, and has decided that such investments as it 
holds which may come under the new loans to Treasury, 
Soheme B, should be lent under such scheme. A reso¬ 
lution of deep sympathy with Lady Horsley was passed 
at the last meeting ou the death of Sir Victor Horsley, 
who has for many years been a trustee of the society. 
It was decided to continue to accept new members 
holding temporary commissions in the Royal Army Medical 
Corps, and to insure them against war risks within certain 
l imi ts without paymeut of any extra premium. Members of 
tbe profession over military age and between the ages of 45 
and 55 can insure in the society against sickness and accident 
and life assurance at very low rates as compared with the 
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terms offered by other companies for the same benefits. 
Many of these members are doing part time or perhaps 
whole-time work for the Royal Army Medical Corps in the 
United Kingdom, and it is of the utmost importance to 
those men doing voluntary part-time war work that they 
should be insured against extra risks to which they are 
liable. The benefits offered by this society are specially 
designed to meet those cases at the lowest’ possible cost, 
and all inquiries relative to these benefits should be 
addressed to the Secretary, Medical Sickness and Accident 
Society, 300, High Holborn, W.C. 

A small outbreak of small-pox, five cases in all, 
has been reported at Mossley in Lancashire. 

An extension of the Great Northern Central Hos¬ 
pital was opened last week bv Lord Islington at the Public 
Library, Manor-gardens, Mollowav-road, N. The total 
number of beds available is now 365, 230 for soldiers and 
135 for civilians. 

The Okder of the Hospital of St. John of 
Jerusalem in Enuland. —The KiDg has appointed Colonel 
Howard Carr, C.B., A.M.S., Dr. Samuel Hamilton (from 
Honorary Associate), and Lieutenant-Colonel Edward Stewart, 
R.A.M.C., Knights of Grace of the Order of the Hospital 
of St, John of Jerusalem iu England. Dr. Roger Paul Ninnis 
and Major David Donald (Canadian Army Medical Corps) 
have been appointed Esquires of the Order. 

Corrigendum. —The Hospital for Sick Children, 
Great Ormond-street.—Under this heading in the Students’ 
Number of The Lancet (August 26th) the uames should read 
as follow: Consulting Surgeon : Sir W. A. Lane, Bart. 
Dental Surgeon: Mr. Warwick James. Acting Resident 
Medical Superintendent. Medical Registrar, aud Clinical 
Pathologist: Dr. G. Pirie. Acting Secretary: Mr. James 
McKay. 

School of the Pharmaceutical Society of 
Great Britain. —The subjects of the Minor examination of 
the Pharmaceutical Society (for registration as “chemist; aud 
druggist ”) are botany, chemistry and physics, practical 
chemistry, materia medica, pharmacy, practical pharmacy 
and dispensing, and prescription reading. Pee, 10 guineas ; 
for each subsequent examination after failure, 3 guineas. 
The advanced or Major examination (for registration as 
“ pharmaceutical chemist ”) includes botanv, chemistrv and 
physics, practical chemistry, and materia medica. Fee, 
3 guineas. Lecturers.—Chemistry and physics: Professor 
Henry L. Smith, B.Sc., F.I.C. Botany: Mr. C. H. Warner, 
B.Sc. Pharmaceutics: Professor Greenish, F.I.C., F.L.S. 
The inaugural address will be delivered on Wednesday, 
Oct. 4th. Medical students are admitted to the lectures 
and laboratory work iu any or all the courses. Certificates 
of instruction iu this school are received by the Conjoint 
Board of the Royal Colleges and by the University of 
London. Application for admission to the school, or for 
further information, may he made to the Dean, Professor 
Greenish, 17, Bloomsbury-square, London, W.C. 


Appointments. 


Successful applicants for vacancies. Secretaries of Public Institutions, 
and others possessing information suitable for this column , are 
invited to forward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning oj each 
week, such information for gratuitous publication. 

Malcolm, R., M.D. St. And., has been appointed Medical Officer for 
the Bolton-on De .rue and Thurnacoe Districf. 

Marriott, F., L.M.S S.A.. Certifying Surgeon under the Factory and 
Workshop Acts for the Tihshelf District of the county of Derby. 

Wynne, J. Dj(Rley, M.B , B Cb.. M H.C.S., Medical Officer of St. Faith’s 
Workhouse and District Medical Officer of St. Faith's Union, 
Norwich. 


i);ir;tncics. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Bath. Winsley Sanatorium.— Assistant Resideut Medical Officer. 
Salary £250 per annum, with board, Ac. 

Battle, NormanhuRvST Hospital.—R esident Medical Officer. 

Birmingham and Midland Bye Hospital, Church-street.—Resident 
Surgical Officer. Salary £300 per annum, with residence, Ac. 

Birmingham. City Education Committee.—Two Temporary Assist¬ 
ant Scho.l Medical Officers. Salary for whole-time officer £300 per 
annum for part-time officer pro rata. 

Bristol University.— Demonstrator in Physiology. Salary £150 per 

, annum. 


Central London Throat and Ear Hospital, Gray’s Inn-road, W.C.— 
Resident House Surgeon. Salary at rate of £50 per annum, with 
board. Ac. 

Guildford, Royal Surrey County Hospital.—H ouse Surgeon. 

Hospital for Consumption and Diseases of the Chest, Brompton. 
—Two House Physicians for six mouths. Salary 30 guineas. 

Hospital for Sick Children. Great Ormond-street, London.— 
Assistant Casualty Medical Officer for six months. Salary £30, 
with board, Ac. 

Huddersfield County Borough.— Assistant School Medical Officer. 
Salary £300 per annum. 

Isle or Man Lunatic Asylum.—A ssistant Medical Officer. Salary 
£200 per annum, all fouud. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200 per annum, with board, Ac. 

Liverpool, Brownlow Hill Institution.— Resident Assistant Medical 
Officer. Salary at rate of £300 per annum, with rations, Ac. 

Manchester, An coats Hospital.—H ouse Physician. Salary £200 per 
annum, with board, Ac. 

Manchester Corporation. —Temporary Assistant Tuberculosis Officer. 
Salary at rate of £350 per annum. 

Paddington Gref.n Children s Hospital, W.—Clinical Assistant 
In Out-patient Department. 

Plymouth, Borough Lunatic Asylum.— Medical Officer. Salary £6C0 
per annum, a furnished house, Ac. 

Rhondda Urban District Council.— Female Assistant Medical 
Officer of Health ani School Medical Officer. Salary £350 per 
annum. 

Sheffield University.— Demonstrator in Pathology and Bacterio¬ 
logy. Salary at rate of £300 per annum. 

Sunderland Royal Infirmary, Children's Hospital— Resident 
Medical Officer for six months. Salary £150 per annum, with 
board, Ac. 

Westf.rn Ophthalmic Hospital. Marylebone-road, W.— Non-Retident 
House Surgeon. Salary at rate of £100 per annum. 

Westminster City Union Infirmary. Fulham-road, S.W.—Tem¬ 
porary Assistant Medical Officer. Salary £250 per annum, with 
board, Ac. _ 


The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Bromsgrove, Worcester; at Crewkerne, 
Somerset; at Gortin, Tyrone; at Keswick, Cumberland; at 
Misterton, Nottingham; and at St. Anne's-ou-the-Sea, Lancaster. 


fifths, Ittarriages, anti geatjis. 


BIRTHS. 

Atlee.—O n August 22nd, Dorothy Ode Harnley), wife of C. N Atlee, 
Lieutenant, R A.M.l'. (T ). of twins, bo 3 r and girl. 

Derham-Reid. — On August 20tb, at Beach-terrace, Newldggin-by-the- 
Sea, the wife of J. Derham-Heid, Lieutenant, R.A.M.C. vT.), of a 
daughter. 

Henry.— On August 15tb. at Scarborough, to the wife of Captain 
Herbert Henry, R. A.M.C., a daughter. 

King.— On August 22nd, at Albanv-crescent. Claygate, Surrey, the 
wife of Lieutenant Gordon B, King, R.A.M.C., of a daughter. 

Manson.- On August 27th, at Kingston, the wile of Kenred Manson, 
M.B., B.S.Durh., West African Medical Staff, of The Cottage, 
Silvermere, Cobhara. of a son. 

O’Grady.— On August 23rd, at Lower Mount-street, Dublin, the wife 
of Lieut.-Colonel Standlsh de Courcy O’Grady, R.A M.O.. of a son. 

Pomeroy. —On August 16th, at Innlsfree. Woking, to the wife of Lieu¬ 
tenant J. M Pomeroy, R.A.M.C., a sou. 

Williamson.— On August 17th, at Pentland-terrace. Edinburgh, the 
wife of Major A. Jeans Williamson, R.A.M.C.—a daughter. 


MARRIAGES. 

Hick— Tapply. —On August 28th, at All Saints, Notting-hill, by the 
Rev. F. Murray Tapplv, M.A., brother of the bride. Rupert 
Bannantyne Hick, M.R.G.S., L.R.O P.. Lieutenant, K.A.M.C., 
elder son of Dr. and Mrs. HoDry Hick, nf New Romney, Kent., to 
Katharine Grace, youngest daughter of the Rev. and Mrs. 
Frederick Tapply, of Lyminge, Kent. 

Macdonald—Henderson.—O n August 24th, at Regent-square 
Presbyterian Church, London, Ian Macdonald, M.D. Paris, 
M.D. Edin., Seville and Huelva, to Elizabeth Henderson, of the 
Q A.I.M.N.S.R., eldest daughter of Feter Henderson, Huntly, 
Aberdeenshire. 

Robson—Ashton.— On August 16th. at the Wel-h Calvinisblc Chapel, 
R. B. Robson, Captain, U A.M.C. (T.), to Bathsheba Jane, daughter 
of the late Mr. and Mrs. Ashton, Cari.o, Montgomeryshire. 

Soothill—Bradfield.— On August 19tb. at the Church of 6t. 
Andrew, Well-street, W.. Victor Farrar. M.A , M.B.. Captaiu, 
R.A.M.C., to Kathleen Helena, only daughter of Mr. O. Bradfield. 


DEATHS. 

Giles.- On August 21th, at Plymouth, George Michael James Giles, 
M.B. Lond., F.H.C.S., Lieutenant-Colonel, I.M.S. (retired), and 
C.A.M.S. (retired), of Caulderwoo'*, Kingston, Ontario, Canada, son 
of the late Captain George Giles, K.N. 

Hayward.— On August 23rd, at the Howard Home, Brighton, from 
acute septic pneumonia, Milw rd Cecil Hayward, Captain, 
R.A.M.C. iT.), son of the late Henry Howard Hayward, t^ueen 
Anne-street. 

Lobp.— On August 16th, at Kano, Nigeria, Hubert Peche Lobb, 
M.R.C.S., L.R.C.P. Lond., oi “Endleigh,’’ New Milton, Hampshire, 
Provincial Medical Officer. Northern Nigeria, aged 40 years. 


N.B —A fee of 5s. is charged for the insertion of Notices of Births, 
Marriages, and Death#. 
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VITAL STATISTICS OF ZANZIBAR. 

A report on the Blue-Book ol the Zanzibar Protectorate for 
the year 1915, prepared by the Chief Secretary, Mr. J. H. 
Sinclair, C.M.G., has been received at the Colonial Office 
and presented to both Houses of Parliament. The total 
population is given as 197,193, that of the Island of 
Zanzibar being 114,069, and that of the Island of Pemba 
83,130. The town of Zanzibar has a population of 35,262, 
composed chiefly of Swahilis (20.285), but including 7720 
Indians, 3639 Arabs, 2175 Comorians, and small groups of 
other nationalities, the British being represented by 121, 
the German by 35, French 19, Portuguese 18, Italian 17, and 
Greek 11. The density of population is estimated at 175 
per square mile in Zanzibar and 219 in Pemba. The birth¬ 
rate (births registered) for the year 1915 was 19-7 per 
1000 as compared with 1P3 in 1914. Previous reports have 
always shown a marked decline from year to year in the 
birth-rate among Swahilis. During the latter part of 1915, 
however, steps were taken to ensure a more accurate record 
of births being kept, and although sufficient time has 
not yet elapsed for the correct ratio of births to deaths 
to be disclosed, it appears that following on the enforce¬ 
ment of the registration of births and, contrary to the 
previously accepted theories, there is a preponderance 
of births over deaths. The islands were free from any 
severe epidemic of disease during the year, and the health 
of the community was fair. The deaths from tuber¬ 
culosis registered in the town amounted to 157, as com¬ 
pared with an average of 196 for the last seven years. There 
were 92 fatal cases of malaria, as against an average of 
154. There were 2 cases of plague and 3 of small pox. In 
the European Hospital (opened in April. 1913) 335 cases 
were treated, as compared with 122 in 1914, the increase 
being principally due to the admission of sick and wounded 
officers and men of His Majesty’s naval and military 
forces. In the Native Hospital, which now contains 60 beds, 
1171 in-patients and 8938 out-patients were treated. There 
were 79 in-patients and 2149 out-patients treated at the 
Mkokotoni Dispensary, and 11 in-patients and 1675 out- 
patientsat theChwaka'Dispensarv. The Infectious Diseases 
Hospital at Gulioni contains 50 beds. 12 patients and 
69 contacts were admitted during the year, as compared 
with 505 patients in 1914, and the deaths numbered 3 
as against 26. There is one Government hospital in 
Pemba besides two dispensaries, and in these during the 
vear 443 in-patients and 7568 out-patients were treated. 
The number of lepers in the two islands amounts probably 
to about 450. Of these 99 are segregated in one settlement 
—Zanzibar, which is subsidised by the Government and 
administered by the Roman Catholic Mission under the 
supervision of the medical officer of health—and 204 in 
three settlements in Pemba, while the remainder are at 
large. 

PROPRIETARY REMEDIES AND COCAINE. 

A correspondent tells us that a patient of his, who has for 
some years suffered from asthma and used a proprietary 
nostrum, has received a printed form prescribing the 
“ cure ” with the suggestion that he should apply to a 
medical man to get the order signed. The preparation in 
question is known to contain cocaine, which brings its 
sale within the new regulations, and the pharmaceutical 
chemist cannot supply it except on the written order of 
a medical practitioner. Obviously a qualified medical 
man should not order for a patient a preparation the con¬ 
tents of which he is not certain of. 

COINCIDENT RASHES. 

Mr. Henry Bazett writes as follows:—“I have seen a most 
curious and interesting demonstration of the very limited 
extent to which an attack of chicken-pox protects against 
one of measles immediately ensuing. The case of measles 
is one in which tiiere iB a most profuse rash, covering 
practically the whole of the skin of the back. But on the 
shoulders there remain about half a dozen drying-up 
pustules of a previous attack of chicken-pox, am! round 
each of these is a perfect circle of white skin about the size 
of the old fourpenny-piece, beyond which the measles rash 
is as tlaming as on the rest of the surface. I have once 
before had a case where the chicken-pox rash came out as 
the measles one faded. Is the double infection common ? ” 
Under the Infectious Disease Act of 1889 neither chicken- 
pox nor measles was made notifiable under compulsion. 
Dr. John MacCombie states that chicken-pox " frequently” 
coexists with measles, and Dr. Dillon Brown, of New York, 
that the chicken-pox rash may sometimes resemble the 


eruption of measles. Some idea of the frequency of 
chicken-pox occurring coincidently with notifiable' in¬ 
fections may be gained from a study of Dr. Caiger’s 
figures. During seven years at the hospitals of the Metro¬ 
politan Asylums Board about J per ceut. of the admissions 
for scarlet fever and 1 per ceut. of the admissions for 
diphtheria had a chicken-pox rash, and during convales¬ 
cence this rash appeared in nearly 3 and 1 per cent, 
respectively. Chicken-pox came second in each case as a 
probable coincident infection. 

HOLIDAYS FOR DOCTORS. 

To the Editor of The Lancet. 

Sir, —Unfortunately, this year many hard-worked general 
practitioners will be deprived of their holiday. It seems a 
great pity that some steps cannot be taken to arrange for 
exchanges of practice during the summer mouths between 
practitioners in towns and rural districts. Such a plaD 
would be a rest to both practitioners, as the change 
of employment would be very interesting. Work in the 
country needs no recommendation to the town practi¬ 
tioner, but it is perhaps more difficult to see the advantage 
the other way. There are, however, many things in a busy 
town which would interest the country practitioner’s wife, 
and facilities might easily be provided to enable the doctor 
to engage in some form of post graduate studv, especially 
in towns where there was a medical school, f’acilities for 
post-graduate study are most earnestly needed, and, so far 
as one can see, such exchanges might afford an easy way of 
obtaining it. In the Army, for promotion, the medical 
officers are compelled to obtain periodical instruction, with 
very great benefit to themselves, and it seems strange that 
nobody attempts to point out that civil practitioners might 
also adopt a similar system with advantage. 

During 1915 I was able to leave my work here for a short 
time and relieve other doctors working in London hospitals, 
and this was very beneficial to us all. 

I am, Sir, yours faithfully, 

A. Bygott, M.D. Lond., D.P.H., 
County Medical Officer, &c. 

Bury St. Edmunds, August 19th, 1816. 

A MINIATURE PORTABLE NITROUS-OXIDE SET. 

Messrs. W. H. Bailey and Sou, Limited, of 38, Oxford- 
Btreet, London, W., have recently introduced a small 
portable gas cylinder containing nitrous oxide which 
provides a very handy apparatus for supplying this gas 
for amesthetic purposes. The cylinders are' made in two 
Bizes—“A” containing enough gas to fill the ordinary 
three-gallon bag about twice and “ B ” about three 
times. The cylinder and valve are entirely of metal, 
and are tested to 3500 pounds pressure to the square 
inch. The valve for releasing the gas works tele¬ 
scopically. The nozzle of this valved key is made to fit 
into the end of any ordinary gas bag or tubing. The output 
of gas is completely under control, and there is thus a 
considerable economy effected. The “A" cylinder is quoted 
at 15«. 6<f., and the ‘‘B” cylinder at 16<. each, and the 
refilling of those costs 5s. and 6s. per dozen respectively. 
The convenience of the apparatus aud the availability of'a 
supply of pure nitrous oxide at hand will be appreciated. 


PEMMICAN. 

To the Editor of The Lancet. 

Sir,— Your correspondent ‘Enquirer’’ will find the 
derivation of the word pemmican in the British Empire 
Universities Modern English Illustrated Dictionary—viz., 
Pemmican, pem’i-kan n. lean meat, dried, pounded, and 
pressed into cakes. This I have copied from the 
Dictionary. I am. Sir, yours faithfully, 

Barnes. S.W.. August 21st. 1916. J. BRINDLEY-JAMES. 


LONGEVITY AMONG GREAT MEN. 

To the Editor of The Lancet. 

Sir,— With reference to the note in The Lancet of 
August 19th on longevity among great soldiers, the longevity 
of the Presidents of the United States is also remarkable. 
Their ages were as follows : 67, 90, 83, 85, 73, 80, 78, 79, 68, 71, 
53, 65, 74. 64, 77, 56, 66, 63. 70, 49. 56, 71. 67. 58. Those at 56, 
49, and 58 were respectively assassinations of Lincoln, 
Garfield, and McKinley. The ages of these 24 men total to 
1663 years, or an average of 69 years each, showing, as was 
stated, that the stress and responsibility of leadership seem 
to have no effect on longevity. The following causes of death 
are those popularly accepted in the case of the Presidents : 
Washington, pneumonia (more correct accounts state 
“oedematous affection of the windpipe’’ or “ membranous 
croup”); J. Adams, debility; Jefferson, chronic diarrhcea; 
Madison, debility ; Monroe, debility; J. Q. Adams, paralysis ; 
Jackson, consumption and dropsy; Van Bnren, asthmatic 
catarrh; Harrison, bilious pleurisy; Tyler, bilious attack 
(with bronchitis); Polk, chronic diarrhoea; Taylor, cholera 
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morbus and typhoid fever; Fillmore, debility; Pierce, 
dropsy and inflammation of stomach; Buchanan, rheu¬ 
matic gout; Lincoln, assassination; Johnson, paralysis; 
Grant, cancer of the tongue and throat; Hayes, paralysis of 
the heart; Garfield, assassination ; Arthur, Bright’s disease, 
paralysis, and apoplexy; Cleveland, debility; B. Harrison, 
pneumonia; McKinley, assassination. 

I am, Sir, yours faithfully, 

London, August 19th, 1916. A. B. C. 

EMETINE-BISMCTH-IODIDE. 

Mr. W. Martindale.of lO.New Cavendish-street, London, W., 
has submitted to us a specimen of the above salt, the use of 
which in the treatment of carriers of amoebic dysentery 
was described in The Lancet of July 29th, p. 183. For in¬ 
testinal medication the salt is contained in the " stearette,” 
which survives its passage unchanged through the gastric 
juice. 

RUSSO-BRITISH TRADE DIRECTORY. 

A second edition of the “ Directory of British Manufacturers 
for Russian Trade ” is in preparation by the Russo-British 
Trade Exchange, Ltd., 16, Regent street, IV. This contains a 
guide for Russian buyers, a supplement in English entitled 
" Sidelights on Russia,” trade-headings in both Russian 
and English, and an index in both languages. The first 
edition consisted of 6000 copies and was distributed gratis 
to chambers of commerce and public libraries in the com¬ 
mercial centres of Russia. Such a work should be taken 
advantage of by firms making drugs, surgical appliances, 
and dressings. There is abundant need for British manu¬ 
facturers to make their wares known in Russia and to take 
some pains to replace German-made goods. 


G .—The following references may be useful to a light 
sleeper in the neighbourhood of a noisy thoroughfare 
Gun Deafness and its Prevention, bv Jobson Horne, M.D., 
B.C. Cantab., The Lancet, August'l5th, 1914, p. 462, and 
letter in the following issue, p. 526, giving the name of 
the producer of ear-plugs which, so far as tested, meet all 
the requirements mentioned in the article (Mr. F. Rogers, 
327, Oxford-street, London, W.) The Malloek-Armstrong 
Ear Defender (with illustration), The Lancet, Dec. 26th, 
1914, p. 1497, and letter in the following issue, p. 46, giving 
name and address where further particulars may be 
obtained (Mr. H. N. G. Cobbe, 86 , York-street, West¬ 
minster, 8 .W.)._ 


HUM gianr for % ensuing S&eeL 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATB COLLEGE, West London Hospital, Hammersmith- 
road, W, 

Monday.— 2 P.M., Medical and Surgical Clinics. X Bays. Mr. Gray : 
Operations. Mr. B. Harman ; Diseases of the Eye. Dr. Slmson : 
Diseases of Women. 

Tuesi>ay.-2 P.M., Medical and Surgical Clinics. X Bays Mr. 
Baldwin: Operations. Dr. Banks Davis : Diseases of the Throat, 
Nose, and Ear. Dr. Pernet; Diseases of the Skin. 
Wednesday.—10 A.M.,Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat,Nose.and Ear. 2 P.M.. Medical 
and Surgical Clinics. X Bays. Mr. Pardoe : Operations. Dr. 
Slmson: Diseases of Women. 

Thursday.—2 P.M.. Medical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Eye. 

Fridav.—10 a.m.. Dr. Slmson : Gynecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Bays. Mr. Baldwin : Opera, 
tlons. Dr. Banks Davis : Diseases of the Throat, Nose, and Ear- 
Dr. Pernet; DiBeaBes of the Skin. 

Saturday.—10 a.m., Dr. Saunders : Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Ear. Mr. B. Harman . 
Eye Operations. 2 p m., Medical and Surgical Clinics. X Bays. 
Mr. Pardoe: Operations. 


NORTH-EAST LONDON POST GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham. N. 

Monday.— Cllnice:— 10.30 a.m., Surgical Out-patients fMr. B. 
Gillespie). 2.30 p.m.. Medical Out patients (Dr. T. B. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 P.M., Medical 
In-patients (Dr. R, M. Leslie). 

Tuesday.—2.30 P.M., Surgical Operations (Mr. Carson). Clinics 
Medical Out patients tDr. A. G. Auld); Surgical Out patients 
(Mr. Howell Evans); Nose, Throat, and Ear Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wednesday.— Clinlce:—2.30 P.M.. Throat Operations (Mr. C. H. 
Hayton). Children Out patients (Dr. T. R. Whipham): Eye Out¬ 
patients (Mr. K. P Brooks); Skin Out-patients (Dr. H. W. 
Barber). 5.30 P.M., Eye Operations (Mr. R. P, Brooks). 
Thursday.— 2.30 p.m.. Gynecological Operations (Dr. A. E. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson); Radiography (Dr. Metcalfe). 3 P.M., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.—2.30 p.m.. Surgical Operations (Mr. Howell Evans). 
Clinics :—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. E. Gillespie); Eyfc Out patients (Mr. R. P. Brooks). 


THE THROAT HOSPITAL, Golden-square, W. 

Monday.— 5.15 p.m., Special Demonstration of Selected Cases. 
Thursday. — 5.15 p.m., Clinical Lecture. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to thiB office. 

Lectures, original articles, and reports should be written on 
one side of the paper onlv, and when accompanied bp 
blocks it is requested that the name of the author, and if 
possible of the article, should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or lor private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To tbe Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager." 

We cannot undertake to return AISS. not used. 

Communications not noticed in our present issue will 
receive attention in our next. 


MANAGER’S NOTICES. 


VOLUMES AND CASES. 

Volumes for the first half of the vear 1916 are now ready. 
Bound in cloth, gilt lettered, price ids., carriage extra. 

Cases for binding the half-year’s numbers are also ready. 
Cloth, gilt lettered, price is., by post 2s. 4<f. 

To be obtained ou application to the Manager, accompanied 
by remittance. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, &c., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 

Subscribers, by sealing their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

the Colonial and Foreign Edition (printed on thin 
paper) is published iu time to catch the weekly Friday mails 
to all parts of the world. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 

NEWSPAPERS FOR NEUTRAL COUNTRIES. 

Newspapers are not at present being sent forward to 
neutral European countries unless posted direct from the 
office of publishers or newsagents who have obtained 
permission from the War Office for this purpose. The 
Publisher of The Lancet has obtained the required 
permission, and he will forward copies direct from the 
Office to any neutral country on receipt of instructions. 


METEOROLOGICAL READING 8. 

{Taken daily at 8.30 a.m. by Steward’s Instruments.) 

Th» Lajtokt Office, August 30th, 1916. 
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BOOKS, ETC., RECEIVED. 


Arnold, Edward. London. 

Treatment of Skin Diseases. By W. Knowsley Sibley. M.A®, M.D.. 

B.C. Cantab., M.R.C.P. Lend., M.R.C.S. Eng. Second edition. 
Price 6s. net. 

Bkll, G., and Sons, London. 

The Nation of the Future: A Survey of Hygienic Condition* and 
Possibilities iu Scjiool and Home Life. By L. Haden Guest. 

M.R.C.S. Kng . L.R.O.P. Loud. Price 2 a. net. 

Welfare Work: Employers' Experiments for Improving Working 
Conditions in Factories. By W. Dorothea Proud, 13. A. Adel., First 
Catherine Helen Spence Scnolar. With a Foreword by the Right 
Hon. D. Lloyd George. P.C., M.P. Price 7s. 6 <i. net. 

Churchill, J. and A.. London. 

Materia Medina, Pharmacy, Pharmacology, and Therapeutic*. 
Fifteenth edltton. By W. Hale White, M.D. Lorni., M.D. Dub. 
(Hon.). Lieutenant-Colonel, R.A.M.C. (T.). 

Frowdk, Henry, and Hoddku and Stoughton, London. 

Principles of Diagnosis and Treatment in Heart Affections. B 3 ' Sir 
James Mackenzie, M.D., F.R.S., Ac. Price 7s. 6d. net. 

Jarrold and Sons, London. 

Autobiography of Sir Peter Bade, M D., F.R.C.P. Edited by Sidney 
II. Long. M.D. Price 7s. 6 d. 

Milford. Humphrey, London. 

Toe Book of Sorrow. By Andrew Macphail. Price 6 s. net. 


Pitman, Sir Isaac, and Sons, London, Bath, New York, and 
Melbourne. 

Medical Reporting In Pitman's Shorthand. By II. Dickinson. Price 

3s. net. 

Saunders. W. B.. Company. London, 
gynecology. By Win. P. Graves. M.D., Professor of Gynecology at 
H&rv*rd~Medical School. Price 30s. net. 

Disease* of the Umbilicus. By Thomas B. Cullen, M.B., Associate 
Professor of Gynecology, Johns Hopkins University. Pi ice 35s. net. 
Medical Clinics of Chicago. Vo'. I.. Part 6 . Price, per year of six 
numbers. 35*. net. 

Scientific Pkuss. Thk. Limited, London. 

Mental Nursing. By W. H. B. Stoddart, M.D., F.R.C.P. Price 
2 *. 6 <i. net. 

Thacker. Spink, and Co . Calcutta and Simla. 

A Practical Guide to X Rays, Electro-Therapeutics, and Radium 
Therapy for Students and Practitioners. By A. E. Walker, M.R.C.S., 
L.K.C.P., Major, I.M.S. Price 10s. 6d. net. 

The following magazines. Journals, &c., have been received 

Journal of the American Medical Association, Ophthalmology, 
American Journal of Surgery. Archives of Pediatrics, Klliogwood's 
I therapeutist. Electrical Review, Medical Journal of Aut-tralia, 

1 Pacitic Medinal Journal. Literary Digest. New York Medical Journal, 

1 Optician. American Journal of Obstetrics, Mercy and Truth, 
Pediatrics. C (Haitian Practitioner and Review, New Zealand Medical 
Journal, Scientific American, Ac. 


Communications, Letters, Ac., have been 
received from— 


A- —Messrs. Allen and Hanburys, 
Lond.; Army and Navy Co-opera¬ 
tive Society, Lond.; Ancoata Hos¬ 
pital, Manchester, Secretary of ; 
Anglo-French Drug Co., Lond.; 
Sir Clifford Allbutt, Lond.: Lieu¬ 
tenant Colonel G. J. Stoney 
Archer, R.A.M.C ; Major Atkin¬ 
son, R.A.M.C.; Lieutenant- 
Colonel Adami, R.A.M.C. 

B. —Dr. D. M. Barcroft, Lond.; Dr. 
Robert Bell. Loch Awe; British 
Hospitals- Association, Lond., 
Secretary of; Mrs. C. F. Bickford, 
Walbacliin, B.C.; Dr. F. Odilnes 
Blumer, Stafford : Captain J. S. 
Bennett. R.A.M.C.; Messrs. Bur¬ 
roughs Wellcome and Co., Lond.; 
Messrs. Burberrys, Lond.; Bootle 
Borough Hospital, Secretary of; 
Bengal-Nftgpur Railway Co., Cal¬ 
cutta, Chief Medical Officer of; 
Mrs. Beilby, Bromsgrove; Dr. 

F. Brooks, Hindbead; Messrs. 
F. P. Baker and Co., Lond.; 
Drs.Boru and Smith. Manchester; 
Messrs. S. H. Benson. Lond.; 
Mrs. Burges, Hartley WIntney; 
Dr. H. M. Boshouwers, Anto 
fagasta; Mr. J. F. Briscoe, 
Bournemouth; Birmingham City 
Education Committee, Secretary 
of; Bristol University, Registrar 
of; Brighton and Sussex Medico- 
Chirurgical Society, Brighton, 
Sub-Librarian of. 

C. —Mias C. A. Christopher, Lond.; 
Captain W. T. Ohaning-Pearce, 

R.A.M.C.; Mr. A. K. A. Oiesar, 
Tunbridge Wells; Dr. F. G. 
Ciemow. C.M.G., Lond.; Miss 
Grace Campling, Bexley; Dr. 

J. F. Corson, Colinton; C. W. F.; 
Mr. H. A. Collins, Croydon; 
Surgeon W. K. Chalmers, K.N.; 
Messrs. G. Cornwall and Sons, 
Aberdeen; Mr. G. Cooper, 
Folkestone; Cafo'in Co.. Lond.; 
Central London Throat; Ac.. Hos¬ 
pital, Secrotary of; Colonel 
James Cantlle, R.A.M.OdT.); 
Lieutenant-Colonel Vi. Collier, 
RA.M.C.(T.). 

D. — Mr. E. A. DennyB, Lond.; 
Measra. W. Dawson and Sons, 
Lond.; Dr. A. F. Dixon, Dublin; 
CaptAin W B. Davy, R.A.M.C.; 
Dr. Vincent Dickinson, Lond.; 
Dr H. A Des Vo.*ux. Grautown- 
on-Spey; Dr. 'V. Dunn. 

B.— Captain M. 1). Eder. R.A.M.C.; 
Messrs. Evans and Witt, Lond.; 
Krasmic Co., Warrington. 

F. — Lieutenant G. B. Ferguson, 
R.A.M.C.: Factories. Cnief In 
speetor of; Messrs. Fannin and 
Co.. Dublin. 

G. —Mr. Kenneth Goadby, Lond.; 
Dr. Norman Gray, Newmarket; 
Gas Light Improvement Co., 
Lond.; Dr. C. D. Green. Romford; 
Surgeon P. C. Gibson, R.N.; 
Mrs. Gurney, Ingham. 

H. —Mr. Paul B. Hoeber.New York; 
H ospital for Sick Children, Lond., 
Acting Secretary of ; Professor 


D. Fraser Harris; Major H. Hard¬ 
ing; Mr. S. E. Harron, Lond.; 
Messrs. J. Heywood, Manchester; 
Captain N. H. Hume, I.M.S.; 
Messrs. John Hadden and Co., 
Lond.; Dr. A.O. Houston, Lond.; 
Sister M. C. Harris, North Eving- 
ton; Hare Pharmacy, Calcutta, 
Manager of; Mr. W. Hird, 
SotnpLing. 

[.—Isle of Man Lunatic Asylum, 
Douglas, Med.Superintendent of. 

J. ~Dr. F. Wood Jones, Ventnor; 
Messrs. S. Jones and Co., Lond.: 
Mr. H. Jefferies, Eton; Journal 
of the Royal Army Medical Corps, 
Lond, Editor of; Colonel D. 
Johnstone. 

K. —Mr. H. Klmpton, Lond.; 
Messrs. H. S. King and Co., 
Lond.; Mr. H. Knevitt, Lond.; 
Messrs. G. Kelly and Co., Lond.; 
Kentish'^azetle Canterbury; Dr. 

A. Beresh rd Klngsfnrd, Lond.; 
Mr. C. Kenwick, Edgbaston. 

L. —Mrs. E. J. Low’, Eaatkaven ; 
Messrs. Long mane. Green, and Co., 
Lond.; Leeds Public Dispensary, 
Secretary of; Messrs. H. K 
Lewis and Co., Lond.: Messrs. 

E. and S. Livingstone,Edinburgh; 
Local Government Board, Lond., 
Secretary of; Miss Alice W. 
Loviett, Port Chester, N.Y.; 
Messrs. Lee and Nightingale, 
Liverpool. 

M. —Mr. J. A. Man ton, Sheffield ; 
Dr. Irwin Moore. Lond.: Messrs. 
J. Men/ies and Co.. Glasgow' ; 
Dr. J. N. Matthews. Manchester; 
Dr. K. Y. Govinda Mcnon, 
Tellicherry; Medical Defence 
Union, Lond., General Secretary 
of; Dr. J. W. S. Mac tie, Accra; 
Surgeon A. E. Malone, R.N ; 
Mr. Rutherford Morison, New¬ 
castle on-Tyne ; Surgeon-General 
Sir G. H. Maklns. K.C M.O,, 
C.B.: Dr. Flora Murray, Lond.; 
Mr. W. Martiudale, Lond.; Dr. 
John MacKeith. Lond.; Captain 
J. C. Me Walter, R.A.M.C.; 
Mr. C. MacMahori, Lond.; Dr. 
J. McGregor, Bridgend; Mr. 
Humphrey Milford, Lond. 

N. —Dr. David Nabarro; Lond.; 
National League for Medical 
Froedom, Chicago. Secretary of, 
Sir T. B. Nariman, Bombay; 
Nottingham Corporation,Medical 
Officer of Health of. 

O. —Mr. R. Orde, Newcastle-on- 
! Tyne; Sir William Osier, Bart., 

Oxford. 

P. —Mr. Joseph F. Peart., Lond.; 
j Captain John Proctor, R.A.M.C.; 

Messrs. Parke, Davis and Co., 
Lond.; Messrs. Perrier, Lond. 
K.—Mr. E. G. Benny, Colchester; 

Reuter's Telegram Co., Lond.; 
| Royal Co-llego of 8urgeona of 
I Edinburgh, Librarian of; R. C.; 
| Royal Army Medical College, 
Lond., Librarian of; Messrs. 
I Robertson anil Scott, Edinburgh ; 


Rochester and Chatham Printing 
Co., Rochester: Royal Colonial 
Institute. Lond., Secretary of 
Dr. Harold Rischbieth, Adelaide 
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I am told that the chair of Section I. has not been held by 
a pharmacologist for maDy years, and I wash to express the 
pleasure I feel in the honour that has been done me 
personally, and even more in the recognition vouchsafed 
to one of the youngest handmaidens of medicine. Pharma¬ 
cology has too often shared the fate of the bat in the fable ; 
when we appeal for support to the clinicians we are told that 
we represent an experimental fcience, while when we 
attempt to ally ourselves with the physiologists we are 
sometimes given the cold shoulder as smacking too much 
of the clinic. As a matter of fact, we should have a footing 
in each camp, or, rather, in each division of the allied forces. 
And the more recent successes in the application of pharma¬ 
cology to diseased conditions are now beginning to gain it a 
rather grudging recognition from clinicians, while the 
alliance with the biological sciences is being knit ever more 
closely. The effect of chemical agents in the living tissues 
has assumed a new and sinister aspect since the enemy has 
resorted to the wholesale use of poisons against our troops, 
but I must leave this for the discussion to-morrow. 

The Chemistry or Living Matter. 

I wish to-day to discuss an aspect of pharmacological 
investigation which has not been adequately recognised 
even by the pharmacologists themselves, and which it is 
■difficult to express in few words. In recent years great 
advances have been made, in the chemical examination of 
the complex substances which make up the living organism, 
and still greater harvests are promised from these analytic 
methods in the future. But our progress so far shows that 
while general principles may be reached in this way, the 
chemistry of the living organ, like the rainbow's end, ever 
seems as distant as before. And, indeed, it is apparent that 
the chemistry of each cell, while possessing general resem¬ 
blances, must differ in detail as long as the cell is alive. 
No chemistry dealing in grammes, nor even microchemistry 
dealing in milligrammes, will help us here. We must devise 
a technique dealing with millionths to advance towards the 
living organism. Here I like to think that our work in 
.pharmacology may perhaps contribute its mite ; perhaps the 
action of our drugs and poisons may be regarded as a sort of 
qualitative chemistry of living matter. For chemical investi¬ 
gation has very often started from the observation of some 
qualitative reaction, and not infrequently a good many pro¬ 
perties of a new substance have been determined long before 
it has been possible to isolatj it completely and to complete 
its analysis. For example, the substance known now as 
tryptophane was known to occur in certain substances 
and not in others long before Hopkins succeeded in pre¬ 
senting it in pure form. And in the same way it may 
be possible to determine the presence or absence of sub¬ 
stances in living tissues, and even some of their pro¬ 
perties, through their reaction to chemical reagents, 
that is, through the study of the pharmacology of these 
tissues. A simple example may render the point clearer. 
It is possible that if the toxicity of the saponins to different 
cells were accurately known, the relative importance of the 
lecithins in the life of these cells might be estimated, and 
this might give a hint to the chemist in approaching their 
analysis. I do not claim that pharmacological investigation 
can at present do much more than the qualitative testing of 
the tyro in the chemical laboratory, but even a small 
advance in the chemistry of living matter is worthy of more 
attention than this has received hitherto. 
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All forms of living matter to which they have free access 
are affected by certain poisons, and some of these have 
obvious chemical properties which suggest the method of 
their action ; thus the effects of alkalies and acids and of 
protein precipitants hardly need discussion. Others such as 
quinine and prussic acid, which also affect most living 
tissues, have a more subtle action. Here it is believed that 
the common factor in living matter which is changed by 
these poisons is the ferments, and quinine and prussic acid 
may therefore be regarded as qualitative tests for the 
presence of some ferments, notably those of oxidation, and, 
in fact, have been used to determine whether a change is 
fermentative in character or not. Formaldehyde was 
stated by Loew to be poisonous to living matter through 
its great affinity for the NH, group in the proteins, a 
suggestion which has perhaps not received enough attention 
of late years, during which the importance of this group in 
proteins has been demonstrated. The toxicity of other 
general poisons, such as cocaine, is more obscure. But 
what has been gained already in this direction encourages 
further investigation of the action of the so-called general 
protoplasm poisons and further efforts to associate it with 
the special constituents of the cell. 

Bodies acting on the Nervous System. 

In other poisons the action on the central nervous system 
is the dominating feature, and among these the most 
interesting group is that of the simple bodies used as anes¬ 
thetics and hypnotics, such as ether, chloroform, and 
chloral. The important use of this group in practical 
medicine has perhaps obscured the fact that they act on 
other tissues besides the central nervous system, though we 
are reminded of it at too frequent Intervals by accidents 
from amesthesia. But while they possess this general 
action, that on the nervous tissues is elicited mere readily. 
Not only the nerve cell, but also the nerve fibre reacts to 
these poisons, as has been shown by Waller and others. 
And even the terminations are more susceptible than the 
tissues in which they are embedded, according to the 
observations of Gros. The selective action on the nervous 
tissues of this group of substances has been ascribed by 
Overton and Meyer to the richness in lipoid substances in 
the neurons, which leads to the accumulation of these 
poisons in them, while cells containing a lower proportion 
of lipoid are less affected. In other words, Overton 
and Meyer regard these drugs as a means of measuring 
the proportion of lipoids in the living cell. This very inter¬ 
esting view has been the subject of much discussion in recent 
years, and, in spite of the support given it by several 
ingenious series of experiments by Meyer and his associates, 
no longer receives general acceptance. Too many exceptions 
to the rale have to be explained before the action of these 
bodies can be attributed wholly to their coefficients of 
partition between lipoids and water. At the same time the 
evidence is sufficient to justify the statement that the 
property of leaving water for lipoid is an important factor in 
the action of the bodies, although other unknown properties 
are also involved in it. And whatever the mechanism of the 
characteristic action, these substances in certain concentra¬ 
tions may be regarded as tests for the presence of nervous 
structures and have been employed for this purpose. 

Other bodies acting on the nervous system have a much 
narrower sphere. Morphine and strychnine, for example, 
appear to be limited to the region of the nerve cells, but 
there is still doubt whether they affect the cell body alone or 
the synapses between certain of its processes. They have 
not been shown to act on peripheral nervous structures in 
vertebrates, nor on any but specific regions of the central 
nervous system. Nor has it been established that they 
affect invertebrates. The substance with which they react is 
obviously limited by very narrow boundaries around the 
neri’e cell. 

More interest has been displayed in recent years in 
the alkaloids which act on the extreme terminations of 
various groups of nerves. These are among the most specific 
reagents for certain forms of living matter which we 
possess. Thus, if an organ reacts to adrenalin we can infer 
that it contains the substance characteristic of the termina¬ 
tions of sympathetic fibres with almost as great certainty as 
we infer the presence of a phenol group from the reaction 
with iron. And this sympathetic substance can be further 
analysed into two parts by means of ergotoxin, which reacts 
!■ 
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•with the substance of the motor sympathetic ends, while 
leaving that of the inhibitory terminations unaffected. 
Similarly, the endings of the parasympathetic nerves are 
picked out with some exceptions by the groups represented 
by atropine and pilocarpine, and here again there must be 
some definite substance which can be detected by these 
reagents. 

Further, some light has been thrown on, at any rate, one 
aspect of these nerve-end substances by the observation 
that they all react to only one optical isomer in each case. 
Thus, the dextro-rotatory forms are ineffective in both 
atropine and adrenaline, and this suggests strongly that the 
Teaoting body in the nerve ends affected by these is itself 
optically active, though whether it bears the same sign as 
the alkaloid is unknown. This very definite differentiation 
between two optical isomers is not characteristic of all forms 
of living matter. For example, the heart muscle seems to 
react equally to both laevo- and dextro-camphor. The central 
nervous system contains substances which react somewhat 
differently to the isomers of camphor and also of atropine, 
but the contrast is not drawn so sharply as that in the 
peripheral nerve ends. 

Another test alkaloid is curarine, the active principle of 
curare, which in certain concentrations selects the termina¬ 
tions of the motor nerves in striated muscle as definitely as 
any chemical test applied to determine the presence or 
absence of a metal. 

Relationships in Reactions of Different Tissues. 

The tyro in the chemical laboratory is not often fortunate 
enough to be able to determine his analysis with a single 
test. He finds, for example, that the addition of ammonium 
sulphide precipitates a considerable group of metals, which 
have then to be distinguished by a series of secondary 
re Actions. The pharmacologist, as an explorer in the 
analysis of living matter, also finds that a single poison 
may affect a number of structures which appear to have no 
anatomical or physiological character in common. But as 
the chemist recognises that the group of metals which react 
in the same way to his reagent have other points of 
resemblance, so perhaps we are justified in considering that 
the effects of our poison on apparently different organs in¬ 
dicate the presence of some substance or of related sub¬ 
stances in them. A great number of instances of this kind 
could be given, and in many of these the similarity in 
reictlon extends over a number of poisons, which strengthens 
the view that the different organs involved have some common 
reacting substance. 

One of the mist interesting of these is the common 
reaction of the ends of the motor nerves in striated muscle 
and of the peripheral ganglia of the autonomic system. 
It has long been known that curare and its allies act in 
small quantities on the terminations of the motor nerves in 
ordinary muscle, while larger amounts paralyse conduction 
through the autonomic ganglia. More recently it has been 
developed by the researches of Langley that nicotine and its 
allies, acting in small quantities on the ganglia, extend their 
activities to the motor ends in large doses. Some drugs 
occupy intermediate positions between nicotine and curare, 
so that it becomes difficult to assign them to either group. 
These observations appear to leave no question that there is 
some substance or aggregate common to the nerve ends in 
striated muscle and to the autonomic ganglia. As to the 
exact anatomical position of this substance, there is still 
some difference of opinion. Formerly it was localised in the 
terminations of the nervous fibres in the muscle and ganglia, 
but Langley has shown that in the latter the point of action 
lies in the ganglion cell itself, and his researches on the 
antagonism of nicotine and curare in muscle appear to show 
that the reacting substance lies more peripherally than 
was supposed, perhaps midway between the anatomical 
termination of the nerve and the actual contractile 
substance. Another analogy in reaction has been shown 
to exist between the ganglia and the terminations 
of the post-ganglionic fibres of the parasympathetic, 
for Marshall and Dale have pointed out that a series 
of substances, such as tetramethyl-ammoninm. affect each 
of these in varying degrees of intensity. The specific 
character of the reaction is shown by the fact that 
while it is possessed by the tetramethyl ammonium salts, 
the tetraethyl-ammonium homo'.op vies are entirely devoid 
of it. 


Another close relationship is shown by the reaction of the 
glncosides of the digitalis series on the heart and vessels. 
These all act on the muscle of the heart, and in higher con¬ 
centration on that of the vessel walls. There must, there¬ 
fore, be a common base in these which is affected by the 
drugs. And the existence of this is perfectly intelligible in 
view of the fact that the heart is developed from the vessels. 
A more obscure relationship is shown by the reaction of this 
group to the inhibitory cardiac centre in the medulla, which 
is thrown into abnormal activity by their presence in the 
blood, as has been shown alike by clinical and experimental 
observations. A similar relation is shown by the common 
reaction of the heart muscle and the vagus centre to 
aconitine and some other related alkaloids. On the other 
hand, the saponin series, which shows a closer relationship 
to the digitalis bodies in the heart muscle, is devoid of its 
characteristic action on the medulla. The reacting substance 
in the heart is thus capable of responding to digitalis, 
saponin, and aconitine, while that in the vagus centre can 
associate only the first and last and is not affected by the 
saponins; the common reactions indicate that the two are 
related, while the distinctive effect of saponin shows that 
they are not identical. A similar relationship may be 
drawn from the action of morphine and the other opinm 
alkaloids on pain sensation, on respiration, and on the move¬ 
ments of the alimentary tract. Exact determinations of the 
relative power of these alkaloids in these regions are not at 
our disposal as yet, but sufficient is known to suggest 
that while morphine affects a common substance in the 
medullary centre and the intestinal wall, the other 
members of the series act more strongly in one or other 
position. 

It was long ago pointed out that caffeine affects both 
kidney and muscle cell, and Schmiedeberg has attempted to 
correlate the intensity of action of the purine bodies at 
these points and to measure the probable diuretic action by 
the actually observed effect on the contraction of muscle. 
Other reactions of the kidney suggest a relationship to the 
wall of the bowel. For example, many of the heavy metals 
and some other irritant bodies act strongly on the kidney and 
bowel, and again, according to one view of renal function, 
many of the simple salts of the alkalies affect the kidney in 
exactly the same way as the bowel wall. This last may, 
however, be due to the physical properties of the salts, and 
the likeness in reaction to those of kidney and bowel, which 
is striking enough, may arise rather from a likeness in 
function of the epithelium rather than from any specific 
relationship to the salts which is not ommon to other 
forms of living matter. 

Interpretation of Reaction in Common. 

Many other examples might be cited in which organs which 
are apparently not related, either morphologically or in 
function, react to poisons in quantities which are indifferent 
to the tissues in general. And this reaction in common can 
only be interpreted to mean that there is some substance or 
group of related substances common to these organs. The 
reaction may differ in character ; thus a drug which excites 
one organ to greater activity may depress another, but the 
fact that it has any effect whatever on these organs in 
preference to the tissues in general indicates some special 
bond between them, some quality which is not shared by 
the unaffected parts of the body. I have, therefore, not 
differentiated between excitation and depression in discussing 
this relation. One is tempted to utilise the nomenclature intro¬ 
duce! by E irlich here and to state that the common reaction 
is due to the presence of haptophore groups, while the nature 
of the reaction (excitation or depression) depends on the 
character of the toxophore groups. But while these terms 
may be convenient when applied to poisons whose chemical 
composition is altogether unknown, they merely lead to con¬ 
fusion when the question concerns substances of ascertained 
structure. Thus, as Dale has pointed out, it is impossible to 
suppose that such substances as tetramethyl-ammonium and 
tetraethyl-ammonium owe the difference in reactions to 
specific haptophore groups in the one which are absent in the 
other. It seems more probable that in this instance and in 
others the difference in the effect of these bodies in the 
tissues arises from differences in the behaviour of the 
molecule as a whole than in differences in the affinities of its 
special parts ; that is, that the action of these poisons is due 
to their physical properties rather than to their chemical 
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structure, although this, of course, is the final determining 
cause. 

In the same way the common reaction of tissues, which I 
have so far ascribed to their possessing some substance in 
common, may arise from community of physical relationship, 
and I wish to avoid the implication borne by the word 
“substance,” which I have used in the widest sense, such as 
is justified perhaps only by its historical employment in 
theological or philosophical controversy. The reaction of 
> living tissue to chemical agents may arise from a specific 
arrangement in its molecule, but may equally be attributed 
to the arrangement of the molecules themselves. And the 
curious relationships in the reactions of different tissues may 
indicate, not any common chemical factor, but a common 
arrangement of the aggregate molecules. We are far from 
being able to decide with even a show of probability which 
of these alternatives is the correct one, and my object to-day 
has been to draw attention to these relationships rather than 
to attempt their elucidation. Hitherto the speculative pharma¬ 
cologist has been much engaged in comparing the chemical 
relationship of the drugs which he applies to living tissues ; 
much useful knowledge lias been incidentally acquired, and the 
law has been formulated that pharmacological action depends 
directly on, and can be deduced from chemical structure. 
This view, first elaborated in this country, has in recent 
years shared the fate of other English products in being 
advertised from the housetops and practically claimed as the 
discovery of more vociferous investigators. On examining 
the evidence, old and new, one cannot help feeling that 
attention has been too much directed to those instances 
which conform to the creed, while the far more numerous 
cases have been ignored in which this so-called rule fails. 
The difficulties are very great ; for example, what chemical 
considerations can. be adduced to explain why the central 
nervous tissues react differently to bromide and chloride, 
while to the other tissues theseare almost equally indifferent; 
.or how can the known chemical differences between 
potassium and solium be brought into relation with the 
fact that they differ in their effects in almost every form 
of living tissue I 

Less attention has been paid to the other factor in 
the reaction, the properties of the living tissue which 
lead one cell to react to a poison, while another fails 
to do so. I have pointed out some curious relations between 
different organs, but much needs to be done before any general 
view can be obtained. Further detailed examination of the 
exact point at which poisons act, and much greater know¬ 
ledge of the physical characters of the drugs themselves 
and of the relation of colloid substances to these characters, 
are needed. We must attempt to classify living tissues in 
groups not determined by their morphological or even func¬ 
tional characters, but by their ability to react to chemical 
agents. Advance is slow, but it is continuous, and if no 
general attack on the problem is possible as yet, our pickets 
are at any rate beginning to give us information as to the 
position of the different groups to be attacked. And when a 
sufficient number of these qualitative reactions have been 
ascertained for any form of living matter, it may be possible 
for some Darwin to build a bridge from the structural 
chemistry of the protein molecule to the reactions of the 
living cell. We can only shape the bricks and mix the 
mortar for him. And my purpose to-day has been to indicate 
how the study of the effects of drugs on the living tissue 
may also contribute its mite towards the great end. 


Centenarians.— Miss Martha Trenear, of St. Just 
in Penwith, died on August 13th. She celebrated the 
hundredth anniversary of her birthday on Feb. 2Sth last.— 
Mrs. J. Trueman recently died at Bristol in her 102nd year. 

Edinburgh Faculty of Medicine : The Admis¬ 
sion of Women.—A t a special meeting of the Edinburgh 
University Court on August 28th the report of the com¬ 
mittee appointed on July 10th to consider the admission of 
women to the medicai faculty came up for discussion. 
The Court resolved that, except in the cases of (a) materia 
materia and (b) midwifery and gynaecology, women students 
should be admitted to the lecture courses in every subject. 
Separate sections should be instituted for women in all 
practical courses, except in advanced courses and in special 
cases that may be arranged by the head of any department, 
subject to the approval of the Senatus. The provision of 
clinical teaching for women students by the University was 
reserved for further consideration. 


CONTRIBUTIONS TO THE STUDY OF 
SHELL SHOCK. 

BEING AN ACCOUNT OP CERTAIN DISORDERS OP 
SPEECH, WITH SPECIAL REFERENCE TO THEIR 
CAUSATION AND THEIR RELATION TO 
MALINGERING. 

By CHARLES S. MYERS, M.D., Sc,D., F.R.S., 

LIKUTEXAXT COLONEL, RA.il.C. (T.C.). 


IV. 1 

The principal disturbances of speech which I have 
observed may be grouped under three heads—aphonia, 
dysarthria, and mutism. This is the order of frequency 
in which, from our experience of functional disorders in 
times of peace, such disturbances of speech might be ex¬ 
pected to occnri But in the class of cases with which this 
war has familiarised us, (for reasons which we shall see later) 
the order is exactly reversed. Dumbness is by far the com¬ 
monest disorder of speech, occurring in about 10 per cent, 
of all cases of shock which have come to my notice; I have 
met with affections of articulation, e.g., stuttering, or jerky 
speech, only in about 3 per cent. ; while loss of voice, as the 
result of shock, is of somewhat rarer occurrence. 2 

Mutism. 

Immediate eauset. —For the present the immediate causes of 
mutism maybe most conveniently grouped as (A) “physical,” 
the patient having been lifted, buried, or knocked over by 
a shell, or having otherwise felt the effects (physical or 
chemical) of its explosion ; and (B) “ psychical,” where, for 
example, the noise of the shelling has terrified him or a shell 
has burst near to him, horribly mutilating several of his com¬ 
rades. Henceforth I shall, for brevity’s sake, allude to 
cases of mutUm by the letters A or B, according to their 
apparent origin. The relative frequency of the A and B 
cases is difficult to determine. Histories are not always easy 
to obtain; and some cases may belong to both groups, or 
apparently to A, though really to B. But my general 
impression is that the two groups occur with equal frequency. 

Predisposing conditions. — In about one-third of the cases 
of mutism various predisposing affections may be demon¬ 
strated, e.g., “nervousness,” “ fits,” stuttering, wounds, or 
exposure to the enemy's gas. These predisposing affections 
occur as often in the cases of group A as in those of group B. 
Mutism is not restricted to any one age. I have met with 
cases in men of 30, 40. and even 50 years. The average age 
of the cases of mutism I have seen is about 25 years. Mutism 
is extremely rare among commissioned officers. I have heard 
of one or two cases ; but among the many officers I have 
seen I have not met with one so affected. 

Immediate effeets .—The usual direct result of the shock, as 
described to me by mute patients, is “ loss of consciousness ” 
or “ loss of memory.” I have seen only three cases in 
which complete preservation of memory was claimed ; two 
of these were highly “ nervous ” subjects, of whom one had 
stammered formerly and the other had been subject to fits in 
childhood. It was, of course, difficult to decide whether a 
given patient had suffered from unconsciousness or merely 
from amnesia when I saw him after he had “ come to 
himself”; but where, on the one hand, his condition 
appeared to have resulted from physical violence, or where, 
on the other hand, he had been able to walk down with 
assistance from the trenches, or had been affected with 
automatism (fugues), or was still preoccupied with the 
visual or auditory hallucinations of coming shells, a 
tolerably reliable decision seemed possible. Both loss 
of consciousness and loss of memory occur alike in groups 
A and B ; but, as we should expect, unconsciousness 
appears to be commoner in group A, and amnesia in 
group B. I have little doubt that the amnesia complained 
of is almost always due to the onset of a semi-stuporose 
state, and that most cases of initial loss of consciousness are 
really the expression of, or, at all events subsequently pass 
into, a condition of confusion or stupor. 

1 The previous communications on this subject appeared in 
Tiie Lancet of Feb. 13th. 1915 (p. 316), and Jan. 8th (p. 65) and 
March 18th. 1916 (p. 608). 

1 This certainly held good for, say, the first thousand cases of shell 
shock which [saw. But of late relatively more cases of aphonia have 
ccrae to my notice. 
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Stupor.- Indeed, a definite history of stupor is obtainable 
in a very large number of mute patients. Others were still 
in that condition at the time of my examination of them, 
staring vacantly into space and taking no notice of their 
surroundings. Stupor is apparently commoner in the B 
than in the A cases, but it does not seem specially prone 
to occur among those predisposed to shock. Of the 
varieties of stupor a detailed description may be deferred 
until I come to deal with this condition at some later 
date. But I may note that in this communication I have 
not classed a man as mute until his stuporose state has 
so far passed off that he is clearly capable of observing and 
reacting to his environment ; being able to write or at least 
to gesticulate. 

Onset of mutism .—As regards the speed and mode of the 
onset of mutism my records are unsatisfactory, no reliable 
information being usually obtainable on these points from 
the patients or from the medical officers of regiments or field 
ambulances. Most of the patients claim to have found 
themselves mute on “coming to.” That is to say, their 
functional condition is “ of unconscious origin whereas in 
the cases of mutism in which no loss of memory occurs 
it is probably often “ of conscious origin.” 

The following is a typical history given in writing, but 
otherwise unsupported, by an A case. "A shell burst 
about two yards away ; it lifted me up in the air. I don’t 
know what happened afterwards. [When I came to myself] 
I was watching the trench mortars coming over and killing 
my mates, and I could not tell them [what was the matter], 
because I couldn't speak.” 

The following is an equally typical history of a B case, 
obtained from the patient's regimental medical officer. 

“ It appears that he was in the trenches at -, where he 

was subjected to heavy shelling one day. Several burst near 
him, one blowing in the dug-out and wounding several men. 
They were relieved two nights or so later and went into 

billets at-. Whilst in a courtyard outside his billet a 

shell exploded in the yard and wounded several men, but he 
was not blown up in any way. He then cleared out to the 
billet of the other company. Here he was quite dazed, 
would answer no questions, and if any one came near him 
he would either jump at them or draw away.” 

In only a few cases was the onset late or gradual (see, 
for example, Cases 17 and 18, described below). 

I have had opportunities of seeing cases of mutism at 
field ambulances and clearing stations—that is, within a very 
short time after the occurrence of the shock. They differ 
usually from those which I have seen (in greater numbers) 
at the base hospitals (a) in being more completely mnte, 
(A) in being more intensely pre-occnpied and more intolerant 
of suggestion. For example, one man, admitted as deaf- 
mute into a field ambulance, could be induced, when 
hypnotised, to react to my spoken order (viz., to put out his 
tongue), but thereupon he awoke and seemed as deaf and 
as “stupid” as before. Another mute, seen at a clearing 
station, could be made by post-hypnotic suggestion to 
pronounce his regimental number, but was found an hour 
later to be as completely mute, dazed, and dismal as on 
admission. A third mute was so preoccupied with thoughts 
and hallucinations of the shelling that it was quite impassible 
to obtain his attention for more than a few seconds 
continuously. 

Degrees of mutism .—As I have just said, many of the men, 
seen soon after onset, were absolutely dumb. Most of those, 
however, whom I saw later, could be speedily induced to 
whisper consonantal sounds and sometimes vowels, while a 
few had so far progressed as to be able, with encouragement, 
to repeat in a whisper single monosyllabic words or even to 
reply (almost always monosyllabically) to questions. On 
the other hand, certain cases, including a few which I 
believe to have been partially malingering, stolidly main¬ 
tained an absolute mutism when evacuated to England. I 
have not seen a case in which meaningless jargon was 
uttered. With very few exceptions mutes could be induced 
to cough. Whistling or forcible expiration was often 
impossible. 

Deafness. —A considerable number of mutes give a history 
of initial deafness. Deafness is as common in the A as in 
the B group. In many cases it is clearly due to inattention, 
being part of the vacant, semi-stuporose, or pre-occnpied 
condition of the patient. Such men can occasionally be 
made to hear, but fail to appreciate what is said to them. 


In others, especially in the A cases, the deafness appears 
due to diminished sensory acuity ; aud in these there may 
have been recent aural discharge. Certain deaf-mutes, 
nearly all of them B cases, can be made to give an in¬ 
voluntary start on first hearing an unexpected noise, but not 
again ; or they can be induced to carry out the first order 
addressed to them (e.g., to put out the tongue), but no 
subsequent order. This condition is generally associated 
with one of stolid stupidity, and with complete mutism. 
Deaf-mutes usually recover their hearing before their 
speech. 

Other concomitants of mutism. —Stupor (with the defects 
which may be considered as part of this condition), amnesia, 
and deafness are by far the commonest concomitants of 
mutism. Besides these the following affections may be 
mentioned, in their order of frequency: muscular tremor, 
contracted visual fields, unsteady or incoordinated move¬ 
ments, defective cutaneous sensibility. I have not seen a 
case of functional hemiplegia or of hypersesthesia associated 
with mutism. I have seen several showing choreiform, 
spasmodic, or “ jumpy " movements at an early stage, in 
some of which, I believe, mutism developed from a previous 
stage of dysarthria. A very few cases give a history of 
vomiting. The pulse, when altered, is usually quickened 
and weakened. The patellar reflex is often exaggerated ; 
it may be normal, but I have not seen a case of mutism in 
which it is sluggish I have not examined the palatal reflex 
in many cases, but I have not yet found it absent in mute 
patients. The superficial reflexes of the abdomen and sole 
are often difficult or impossible to obtain. In a few of the 
severe cases fugues or hysterical fits occur at the outset ; in 
other severe cases voluntary movement is slow, and hand¬ 
writing is accomplished with difficulty; but, as a rule, 
writing is easy, and the mute patient is eager to describe on 
paper his experiences—as far as he can recollect them— 
ending typically with the expression of a wish that he may 
soon regain his speech. 

Experiences of mutes when trying to speak. —In fully 25 per 
cent, of the cases reference is made by the patient to dis¬ 
comfort or pain in the throat, the complaint being that 
“ with each attempt something grips me at the sides of the 
neck," that “ my throat is sore,” “ tickles ” or “pains ” ; a 
few refer to inability to move the tongue freely (although 
they can nearly always protrude it), “something holding 
my tongue at the back." “ my tongue seems to stick,” “ it 
curls up at the tip,” &c. Nowand again this had occurred 
during the mental strain just preceding the final breakdown. 

Some patients make the most violent grimaces on attempt¬ 
ing to imitate the sounds of consonants. Not infrequently 
they complain of headache, “drumming in the head,” or 
“dizziness” when they try to talk. One of my cases 
remarked, “I seem silly when I try to talk " ; since wounded 
previously, he had been subject to hysterical fits. I have 
not met with any instances of paralysis of the parts con¬ 
cerned in articulation, although their movements may be 
restricted or clumsily executed 

Recovery from mutism. —In over 75 per cent, of the mute 
patients I have seen their improvement was rapid, the 
B cases (especially those whom I knew to have passed 
through a stage of stupor and to be free from any suspicion 
of malingering, whose mutism was of “ unconscious origin ”) 
recovering much more rapidly than the A cases. The 
majority were cured by simple encouragement, persuasion, 
and suggestion, aided or unaided by hypnosis ; some were 
cured by an amesthetic, a few recovered their speech spon¬ 
taneously, and a few did so after being harshly reprimanded 
and isolated from other patients. One patient began to speak 
spontaneously six hours after the administration of chloro¬ 
form had failed to effect a cure. A small proportion (about 
24 per cent.) of the cases were unavoidably sent mute to 
England, where no doubt they have all since recovered. 

When speech returns after mutism it is often laboured or 
hesitating, more rarely whispered or stuttering, but these 
defects almost always disappear rapidly. Sometimes the 
voice is temporarily altered in character, one patient, for 
example, not recognising it as his own for a few days. 

Those who recover spontaneously do so either on waking 
from sleep or through some unusually powerful or sudden 
motive for verbal expression. Such cases have often been 
previously heard to talk in their sleep. 

In curing mutism by persuasion I have found the following 
to be a successful procedure. In the first place, I assure 
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the patient that I have already cared many cases of loss of 
speech by the method I am about to adopt in his case. Next, 
I ask him each time to copy me as I successively make the 
sounds (not the accompanying vowels) of B. D, and finally of 
V, S, K. In by far the majority of my cases I have soon 
been able to induce the patient to make the necessary move¬ 
ments of the lips, tongue, or throat for the production of these 
sounds. Then I encourage the patient thus : “You see you 
are beginning to talk. Now let me hear you cough.” After 
he has done so I say, “Y’ou see, you are able to make a 
noise. I want you next to cough out an A [continental 
pronunciation.]” After a few trials the patient is usually 
able to add this vowel to the end of his cough, whereupon 
I proceed to teach him other vowels, finally prefixing a con¬ 
sonant instead of a cough to the vowel, and making him 
vocalise Ba, Di, So, &o. By this time he is delighted with, 
and assured of, his progress towards recovery, and it is 
comparatively easy to get him to combine monosyllables 
together so that he can repeat after me his surname and 
regimental number. 

The employment of an anaesthetic was first suggested to 
me by Captain E. T. C. Milligan, R.A. M.C., who had success¬ 
fully used it at a clearing station. Recovery should be 
expected during the stage of excitement preceding true 
anaesthesia. I remember one patient who began to speak 
after he had had only two or three “ whiffs” of chloroform. 
I have already mentioned another in which recovery occurred 
some honrs after the administration of the anaesthetic. These 
cases are instances in which the excitement occasioned by 
the procedure proved in itself an adequate stimulus. On the 
other hand, I have anaesthetised some mute patients who 
have passed into a condition of deep anaesthesia without 
becoming excited, and did not subsequently regain their 
speech despite strong verbal suggestion, face-slapping, skin- 
pinching, Ac., applied before the complete loss and during 
the recovery of consciousness. I have also met with cases in 
which, although speech returned with the aid of suggestion 
during the stage of excitement, a relapse to mutism occurred 
when the effects of the anaesthetic had passed away. 

Where simple suggestion and encouragement are only 
imperfectly successful, a complete cure may often be made 
by recourse to hypnosis. The following cases may be cited 
as examples. 

Case 17 (Case-number 575).—Sergeant, (actually) aged 18, 
with 19 months’ service, and 11 months' service in France, 
seen by me on admission to a clearing station to which he 
had been transferred after three days’ stay in another clearing 
station. The latter clearing station was situated in the 
town of B- near the front, and the officer in charge trans¬ 

ferred the patient with the following particulars: “On the 

day of admission he was found in the streets of B-- asking 

his way to the fire trench. Could not be got to speak 
on admission, nor since ; seems deaf, but now' writes 
rationally.’' 

On admission to the second clearing station he was at first 
quite mute and very deaf, but his deafness at once improved 
on my talking encouragingly tohim, and I could soon induce 
him to cough and to utter the sounds of P, B,F, 8, and gradually 
to whisper, very imperfectly, his name, regimental number, 
Ac. He could write fluently, and wrote that he had no recol 
lection of what had happened to him after being buried, 

until he found himself at the cross roads in B-asking 

the way of a military policeman. Then he “ lost ” himself 
again and remembered no more until he had been 48 hours 
in the clearing station at B-. 

He complained that when he tried to speak, his throat hurt 
as if it were pulled down, and that when he tried to recall 
the past hiB head ached. He was very tremulous, especially 
in the right arm. 

He was then taken into a quieter adjoining room, where 
his tremors at once increased and he became greatly agitated. 
But 1 was able to allay his very obvious fears by suggestions 
of a cure and by encouragement, and ultimately I induced a 
mildly hypnotic state in which for the first time be began to 
speak aloud, at the outset with hesitation, but later 
fluently. He claimed to have no memory of what had 
happened after being buried (on the night before his arrival 

at B-) when he was alone in the dark with his telephone 

wires. Then after persuasion he began to remember that 
when he had extricated himself he ran, as he thought, 
towards the fire trench, but taking the wrong direction he 
found no one in it. Giddy, terrified, and in pain (he had 
been buried by 3 feet of earth), he found his way to a road, 
by which time he was scarcely able to walk. He remembered 
that he met a Frenchman, who helped him to his cottage, 
gave him eggs and bread, and allowed him to sleep on a 
couch, putting him on a cart at dawn and driving him “a 


long way” to the outskirts of B-. At B- he could 

hardly see owing to extreme “ giddiness,” when he spoke to 
the policeman. He said that he was " terribly shaken ” by 
the shell (a “coal-box”), and still more so when he found 
the fire trench empty. 

I gave him suggestions that on waking his headache 
(already dissipated by suggestion during hypnosis) would 
not recur, and that on returning to the ward from which he 
had been brought he would shake handB with the orderly 
and tell him how glad he was to he well again (which he did 
without knowing why). On waking he was delighted at his 
recovery and talked in a good loud voice, perhaps 'at first 
a little hesitatingly. His face, previously clay-coloured, 
assumed its normal aspect, and ho looked, as the orderly 
well said, “another man.” 

He ha<l a good night's sleep and was evacuated the next 
day to a base hospital and thence to a hospital in England, 
from which he wrote 16 days later, of his own accord, to 
thank me for the successful treatment he had received, 
adding that save for a sbakiness of his hands he was nearly 
well, and hoped soon to be fit for lightduty. Six weeks after¬ 
wards, in reply to my inquiries, he wrote me that he was still 
“ dizzy” and unsteady, that he bad never previously met with 
men who had lost their speech, had never been afraid of losing 
his speech, had never stammered as a child, and had 
“always been possessed of good nerves.” He could now recall 
nothing after being driven into B—— (save giving hisaddress 
to a chaplain) until he found himself at the second clearing 
station. He remembered, however, losing his way in the 
front lines, wandering into a listening sap, where he found 
himself “in front of the Huns’ barbed wire.” and “having a 
bit of a tussle with three Huns at close quarters,” on his 
way back from which he was buried during heavy shelling. 

Case 18 (Case-number 422).—Private, aged 21, with 
14 months’ service and seven months' service in France, 
seen by me the day after admission to a base hospital suffer¬ 
ing from mutism of over six weeks’ standing. His regiment 
had been heavily shelled when in support during an im¬ 
portant attack. He did not go into tile fighting line, bat the 
severe shelling upset him. “ My nerves got the better of me, 
I cried, and my speech got worse and worse.” He was taken 
down to the first-aid post, where and at the field ambulance 
he conld speak a little, but after that ho rapidly became quite 
mute. He had since spent five weeks at a convalescent 
camp, where, despite motor drives, frights, and promises, 
he made no progress. He worked well at the camp and was 
then sent to work at the base, whence he was transferred to 
a base hospital. 

He was in an extremely nervous state when 1 saw him. 
breathing very rapidly, but with a not very rapid pulse rate 
(of 90). He could be induced to cough, and soon imitated 
vowels and the noise of consonants, but could not success¬ 
fully combine vowel and consonantal sounds. He showed no 
defects of sensibility: visual fields normal. Pupils large, 
reacting poorly to light. No nystagmus. Conjunctival 
reflex feeble; corneal and palatal reflexes normal. Knee- 
jerks brisk. Other reflexes not examined. 

Two days later he had improved considerably. He told 
me that he always used to stutter when excite!, and was 
always nervous, so much so that his mother had induced 
him to give up his sergeant’s stripes as he was not expected 
to be fit for a responsible position under fire. 

The next day, under hypnosis, he was able to talk far 
better. He told me more about his experiences, of which 
he had before been very hazy,’' and conld be made to repeat 
“Peter Piper picked a peck of pickled peppera" with fair 
speed and accuracy. His voice, however, had a peculiar 
droning, monotonous character. 

He was sent to England, and a month later was discharged 
from hospital there, Two months after this he wrote me: 
“ My speech has improved greatly, and it is only when 
anyone in authority speaks to me 1 seem to lose control of 

myself and.start and stammer, but I hope soon to be 

able to conquer both my nerves and my speech. It is 

very dreary here (in a depot), but I hope to progress better 
when I get back to my unit.” 

By written suggestions I have hypnotised a few cases of 
deaf-mutism, but in only one case have I succeeded in 
dispelling the deafness during hypnosis. The patient, how¬ 
ever, awoke immediately, mute and again deaf, I have had 
some promising success by employing lip-reading, in suitable 
cases, which is often learnt with a rapidity clearly indicating 
the “functional” character of the deafness. But my 
experience is that until their deafness has disappeared (which 
occurs in course of time) it is difficult or hopeless to 
attempt to cure mutism in such patients. 

The recovery of speech often causes great excitement in 
the patient, and may even induce a hysterical cnsis, as in 
the following case :— 

Case 19 (Ca9e-number 1531.—Private, aged 28. seen by me on 
admission to a base hospital, suffering from deaf mutism. 
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He wrote: “I was standing and a shell bursted and that 
is all I can remember.’’ He thought it had occurred at 

R- six days previously, and wrote vaguely about a walk 

(date unknown) from H-to “Windy Corner,” where he 

was billeted in a dug out, about a train journey, and about 

being in another hospital at C-. He was found to be 

quite deaf and very deficient in sensibility to superficial and 
deep prick and to light touch, especially on his left arm and 
on the left side of his face. He complained of severe head¬ 
ache. No limitation of visual fields. Movements normal. 

Two days later his condition waB unchanged, but he dis¬ 
tinctly started when I clapped my hands while he was 
occupied in writing for me. The next time I clapped there 
was no response. 1 wrote down, “ Imitate me.” I began by 
making the sounds of consonants, which at length he 
succeeded in imitating fairly well. Then I uttered the 
sound A (continental pronunciation), which he reproduced 
as Ba, and other syllables, separately and in combination, 
which he repeated correctly. “ You hear me a little now," 
I wrote; “Is this the first time you have spoken?" He 
wrote in reply, “ I hope the Lord I can get ray speech." “ But 
you iliJ speak to me just now,” I urged; “ Read this word, 
say it,” I wrote, showing him his written name (of two 
syllables).I also got him to say his number. His speech 
was slow and rather stammering, bat he still appeared not 
to realise that he had recovered his speech. I was proceed¬ 
ing to convince him that he could now speak and hear me, 
when suddenly he stretched out his arms aud was seized 
with convulsions, the limb movements being for the most 
part clonic, with his back arched, and the eyes at first 
staring, later unturned. Reaching towards the locker beside 
his bed, he pulled out a crucifix which he held at arm’s 
length and regarded with an ecstatic gaze. Pul3e 85: corneal 
refiex active throughout. At length, after about three 
minutes, he became quieter, and,although still verv agitated, 
could be induced to talk. His first words on recovery from 
the attack were about his wife. Then he told me that he 
iiad been " seeing a farm and all the fighting." He thought 
that a shell must have come in there. He had also ” seen 
the Lord Who saved " him. He could not recollect having 
seen me before, but the faces of his neighbours in the ward 
seemed familiar te him. At first he insisted that he was still 
at the farm, and every now and again he tended to pass into 
a convulsive state. He complained of intense headache and 
thirst, and later explained that his excitement was due to his 
recovery of speech. 

On the following day he toid me that he had no recollection 
of my trying to get back his speech, and that he could not 
recall seeing me before he came to himself. “ It was just like 
a dream when I came to. I was sweating awful. I was 
seeing the Lord, while I was in the farm by the captain. I 
dreamed that I had the Cross in my hand to meet Him 
coming. I saw the trenches and the dug-outs aud the wife.” 
Ho remembered that at the farm where he had been with 
trencli mortars he had gone to see hi9 captain, whose arm 
had just been blown off. He found him lying on the straw 
unconscious. He came to himself, he said, on a stretcher 
at a dressing station. Under hypnosis I was able to get 
little additional information. From the farm lie appeared 
to have gone to a dug-out. He believed that at the clearing- 
station he was “ raving, seeing things, shells, trenches, and 
things like that, Sir.” He had a vague recollection of the 
train journey to the base, and his admission to the hospital 
here. 

He was evacuated to England, where he made a slow 
recovery. He returned to the front seven months later. 

Conditions determining recovery from mutism. —The youngest 
pitients appeared to regain their speech rather less rapidly 
than the oldest. The B cases recovered more readily than 
the A cases, the predisposed rather more readily than those 
not predisposed, the stuporose cases more readily than those 
in which stupor had not been observed, in certain of which 
some degree of malingering doubtless played a part. 

The methods of treating mutism which I have described 
may be broadly described as "psycho-therapeutic.” For a 
successful issue they shonld be employed neither too soon 
nor too late after the onset of the condition. The obstinate 
cases of which one receives accounts from England are no 
doubt partly due to the ineffectiveness, or lack, of earlier 
treatment, which has thus allowed the processes of inhibition 
at work to become systematised into a habit difficult to cure. 
I have already pointed out the difficulties of dispelling 
mutism by suggestion too soon after the shock. The same 
holds for the tactless administration of an anaesthetic. I 
remember a case of shell-shock admitted immediately after 
onset into a casualty clearing station in a maniacal condi¬ 
tion. Two days later he had become quite quiet and had 
written an intelligent history of his condition, but was mute. 
An anaesthetic was given, and he spoke while under its 
intiuence, but not subsequently. Two days after this an 


anaesthetic was again given. As before, when “going 
under," he swore and shouted loudly about British pluck 
aud the Germans. But on discontinuing the anaesthetic he 
parsed into a deep sleep, from which it was impossible to 
rouse him. A few more whiffs of the anaesthetic were then 
given, and the words “German shells” were uttered in his 
ear. He was immediately seized with the most violent con¬ 
vulsions, which rapidly passed into powerful efforts to get out 
of bed and to fight the imaginary Germans. Five men could 
hardly restrain him. Ultimately he sank back exhausted, 
assuming his previous condition of almost complete mutism. 

After-Instory of mute cases .—Of 12 cases of which I 
obtained some after-history, only one appeared to be doing 
well with his regiment at the front; two others whom I 
returned apparently fit to duty reported sick repeatedly with 
trivial ailments, until at length they succeeded in coming 
into hospital again. Of the nine who were transferred to 
hospital in England (only two of whom were mute on leaving 
France), two were readmitted to hospital after previous dis¬ 
charge to duty, one collapsing while on guard in England, 
nine months after the onset of mutism, the other developing 
dizziness and fits; three were still unfit for duty after four 
months ; two, though on light duty after three months, and 
two, though on duty after seven months' treatment, had not 
completely recovered from shock. Several of the patients 
protested to me that they had “received no treatment ” in 
England—a complaint condemning the policy of mere rest or 
laisser alter to the exclusion of more active and continuous 
persuasive or disciplinary measures. 

Carnation of mutism .—The first question of importance is 
whether there are two forms of mutism—the one due to the 
effeots of actual concussion or gas fumes, the patient having 
been lifted, buried, knocked over, or otherwise immediately 
exposed to the explosion of a shell, and the other due to 
horror from some shocking sight or to terror from the heavy 
bombardment. There cannot be the slightest hesitation in 
giving a definite answer to this question. 

There is no reason whatever to suppose that whereas 
mutism in the B cases is due to functional inhibition arising 
from mental shock in the A cases it is immediately due to 
minute hasmorrhages or to gas poisoning. 

The A and the B cases present precisely the same features 
of mutism, just as when dealing with disorders of cutaneous 
sensibility we found they presented similar features of 
hypenssthesiaand anaesthesia. As would be expected, mutism 
in the A cases (where the shock must have been grosser and 
more profound) generally proves more severe than in the 
B cases, and, as we have just seen, the less resistant 
subjects—e.g , the predisposed patients—are more prone 
to mutism and more readily recover from it. We may con¬ 
clude, then, that whether mutism occurs as the apparent 
result of physical, chemical, or of mental causes—i.e., as an 
A or a B case—it is actually always the result of mental— 
i, e., psycho-physiological — shock. 

The next question concerns the relation of mutism to 
stupor. I am unable to produce evidence that those mutes 
who have at once been rendered unconscious, through 
fainting or through being buried or lifted by a shell, pass 
into a state of stupor before recovering. But I believe that 
this was the case in at least the large majoiity of my 
patients. Indeed, I hare only the patients’ account that 
they “ lost consciousness. ” Extremely few cases have come 
down to me with an official note of true unconsciousness. 
There is hence a strong presumption that most, if not all. of 
the cases of alleged prolonged unconsciousness were really 
due to deep stupor. I have thus come to regard mutism as 
in nearly every instance closely dependent on some form of 
stupor, mild or severe, momentary or lastiug, and as being 
generally a relic of that condition after it has passed off 

Where, in cases of mutism, loss of consciousness has 
occurred through the patient being lifted or buried, it is. in 
my opinion, sooner or later an expression of the most 
profound stupor, in which all cerebral activity is inhibited 
save those processes that are essential for the continuance of 
life. From this stage there is a transition to one of ordinary 
stupor where, although the patient’s intelligence is clearly 
active, he is still absolutely unresponsive to the external 
world. The inhibitory processes, producing such excom¬ 
munication, may be regarded as protecting the individual 
against further shock. (So, too, the pain or discomfort 
in the throat or tongue, or the severe headache, evoked by 
the mute s efforts to speak, tends to preserve the condition. 
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of mutism.) As the stupor passes away, what is more 
natural than that inhibition should disappear last in the case 
of hearing and speech, the two main channels of intercourse 
with others ? Thus we may account for the surprising fre¬ 
quency of mutism, compared with the other disorders of 
speech. With few exceptions, mutism is a functional dis¬ 
order of “ unconscious origin,” whereas aphonia is com¬ 
monly, and dysarthria occasionally, a functional disorder of 
“ conscious origin.” 

I have not found any evidence pointing to the necessary 
dependence of mutism on suggestion. Various a priori 
views are possible. We may argue, in the manner of 
Bsbinski, that whatever can be cured by suggestion 
must have been produced by suggestion. We may suppose 
that a patient, afflicted with mutism, had previously 
heard of the likely onset of mutism after shock, or 
that he had already had some disorder of speech (e.g , 
stammering) in his forgotten youth, or that, on recovery after 
being knocked down by a shell, he hadspokm to a comrade, 
when, amid the din of bombardment, he could not hear 
himself talk nor hear what was said to him by others ; 
hence through suggestion, conscious or unconscious, from 
within or without—through “auto-” or “ hetero-” sugges¬ 
tion,—the onset of mutism. 

But stupor, to which, as I have urged, mutism is, as a rule, 
closely related, is the very antithesis of a state of suggesti¬ 
bility ; it is a condition of extreme “auto-flxity” in which 
the patient is totally impervious to impressions from without. 
His field of consciousness has been narrowed by the shock in 
such a manner that, instead of responding easily to sugges¬ 
tion. as happens when a person’s attention has been fixed 
and his field of consciousness narrowed daring the process of 
hypnosis, he is absolutely out off from the external world, 
as happens in the state of fixed attention and narrowed 
field of consciousness induced through religious ecs*asy. In 
bringing abont the latter condition it is perfectly obvious 
that suggestion plays no part. So, too, it plays no part in 
producing mutism or stupor where the patient has under¬ 
gone a severe mental sh 10 k, but has never sng/ested to himself 
that he shall lose all contact with, and yield no response to, 
his environment. 

The tendency already described of early cases of mutism 
to revert to a stuporose state after momentary improvement 
is another indication of the close relation between mutism 
and stupor. Tnis relation is further well shown in the 
following case, which also explains the momentary lapses 
fr >m deafness in deaf-mutism to which allusion has already 
been made. 

Case 20 (Case-number 465a).—Stretcher-bearer, seen by 
me two days after admission to a base hospital. He was a 
stolid-looking youth. Although mute, he had been heard to 
talk in his sleep; he could be induced to write a few words 
about” shells coming over”; he understood on admission 
what was said to him. When first I saw him, my notes run, 
"He puts out his tongue and closes his eyes, and holds out 
one hand when I ask him to do so, but gets stupid (as if sulky) 
when I ask for the other hand. He will not hear any more!” 
On the following day he appeared quite deaf. The day after 
that he was lightfy anaesthetised with ether, whereupon his 
hearing at once returned, he put out his tongue to order, 
aud he began to talk, repeating syllables spoken to him and 
counting to order one, two, three, Ac., as he passed into 
deeper anicsthesia. On waking he cried as he was induced 
to resume his speech, and complained of pains in the head. 

Two days after he seemed quite normal, and he admitted 
to me that he could have spoken on the second day after his 
admission to the hospital. He attributed his behaviour 
when I first saw him to the fact that his “ eyes and ears 
began to swim,” and that he “ felt dizzy.” He said that he 
was “ afraid to talk” and that he did not want to be sent 
back to the trenches. He described to me the severe shelling 
to which he had been exposed, and said that after the shells 
had burst he lost consciousness until he awoke in hospital at 
V—-. By further persuasion I induced him to recall little 
by little how he had been taken by a corporal to the cellar of 
a school after the shells had burst in the garden of his billet 
at Y-—-. I then asked him what he would like to do. He 
replied that he had excellent chums at the front and had 
been preparing for a jolly Christmas. “ I would rather go 
back,” he said,-” but would like a rest here first.” He had 
no home in England, as his uncle, with whom he had worked, 
was serving now in France. He returned to his unit, where, 
I am informed by his medical officer, he has been for four 
months and is “ doing well,.and never comes sick.” 

Mutiim and malingering —The above case is also valuable 
for the light it thro vs on the relation between mutism and 


malingering. The lad admitted that he could hare spoken 
before he was induced to do so. There is no reason to believe 
that he was not genuinely mute from the start, and for my 
own part I do not believe that he was truly malingering at 
the end. The inhibitory effects of the mental shock were 
slowly passing off after their onset, and it was only a matter 
of time until they were overcome altogether. I have met 
with other patients who, on recovering their speech, told me 
that a few days before they actually talked they had felt that 
they would soon be able to do so. I recall the case of one 
man who, after having had his speech restored by faradisa- 
tioa of the throat (aided by strong suggestion), told ms that 
a< s >on aa he met the doctor he ” at once saw that he bad 
great will power ” over him. Such patients are apt falsely 
to believe that they have been malingering. 

On the other hand, cases occur like the following in which 
there is graver doubt as to the absence of malingering ;— 

Case 21 (Case-number 423).—Private, (actually) aged 18f, 
with six months’service and four months’ service in France, 
was admitted to a base hospital seven weeks after the onset 
of mutism. He was a healthy-looking lad of stubborn 
demeanour, refusing to make any sound or whisper, or 
even to cough ; and a few days after his admission he wrote 
a note of complaint to the medical officer about his treat¬ 
ment in hospital. He showed no defects of sensation and no 
other signsof shock. I saw him five daysafter his admission, 
and after giving him a stern reprimand ordered him to be 
isolated from the other patients in solitary confinement, to 
be deprived of cigarettes, and to be given milk diet. The 
very next morning he regained his speech. He attributed 
his recovery to a dream in which he thought he was at home 
with his mother, who had received the tidings that his two 
brothers had been killed at the front. He said that he 
dreamed that he went off to tell the news to his third 
brother, hut he could not speak to him. His brother pressed 
him to talk and he awoke, sitting up in bed, speaking. When 
I saw him he was absolutely normal, with no lapse of 
memory whatever of the events which had preceded the 
onset of mutism. It had been his first engagement, he Baid; 
he had seen for the first time the dead lying about; he 
became dizzy, thought he fainted, “a chap came along and 
asked me if I was wounded, but I couldn’t tell him, 30 he 
took me down, and a major directed me to a cellar and I 
slept there.” He remembered the various hospitals to 
which he had been sent, and the convalescent camp in 
which he had spent five or six weeks as a mute. He was 
sent back by me to his unit. 

I have since heard about him from his regimental medical 
officer, who wrote four months later: “ I have since seen 

Private- several times at sick parade, complaining of 

vague and trivial matters, such as pains in the legs, pains in 

the back, and headaches. At his last appearance on Bick 

parade he complained that his varicocele was giving him 
considerable discomfort.” 

His healthy appearance and stubborn manner, his absolute 
mutism, and inability to cough, the manner of his recovery, 
the absence of stupor, amnesia, tremor, or any other signs 
of shock, certain discrepancies between his written and 
(later) spoken history, his general behaviour while in hospital 
and after, all throw grave suspicion on the absolute genuine¬ 
ness of the patient's condition. But none of these can be 
regarded as certain guides. Functional disorders are apt 
occasionally to simulate malingering, just as at other times 
they simulate organic lesions. How even the most experienced 
may be deceived is shown in the following case :— 

Case 22 (Case number 450).—Private, aged 26, with one 
year’s service and three months’ service in France, admitted 
into a base hospital for deaf mutism of nine weeks' standing. 
He wrote : “I should be very happy if you can do anything 
for me. I cannot give a very clear acemrot of what happened, 

as it is some time since. I remember retiring from Hill- 

with some more to some trenches, and in the open we were 
shelled and I lost touoh with our chaps or else they were 
killed. I remember a great concussion and finding myself 
on the ground, and a soldier dragged me up and we ran for 
the trench. I was very thirsty and I ran dowD the trench to 
get some water. I met one of our chaps and tried to ask him 
for some, and I could not make him understand. He only 
smiled at me. The man who picked me up took me to an 
officer who was sitting on the edge of the trench and tried to 
make me understand, and then he sent me with this man to 
a dressing station, and from there I have been to different 
places, the names of which I do not know, except the last 

place, No.-Convalescent Camp. I have been there about 

two months .” 

He appeared an honest lad, anxious to get well. He wrote 
that lie could hear me,but could not understand what I said. 
When I whistled he wrote, “ I think I can hear a drone.” 
He himself could not whistle, although he “ used to whiBtle 
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as a youngster.” He could not protrude his tongue without 
tlrst pulling down his lips. He could move it from side to 
side. He was amesthetised on the following day, but he did 
not pass through a stage of excitement, and failed to regain 
his speech. He was evacuated to England. 

Three months later he wrote me the following “confi¬ 
dential" letter from a convalescent home" in England: 
“ Sir,—I regret very much to have to inform you that I was 

imposing npon you. I may state that I was physically 

unfit for the Front. During the whole time of training 

my pay was chiefly spent in tonics and drugs, but 1 kept 
going as I was determined to see what it was like at the 

Front. I have written this . that your ‘notes’ on 

cases will not suffer any detrimental effect through my im¬ 
posture. I have not got my discharge yet, but shall stick 

out for it. I ‘ speak ' but do not 1 hear ’ very well.” He 

had been for over six weeks in a certain hospital in England, 
the medical officers of which have had unique experience in 
the functional nervous disorders arising in this war, but 
they inform me that they did not regard him as a malingerer. 
There he repeated to them the same history as he had 
given me, and spoke of a previous nervous breakdown and 
recourse to sulphoual and Easton's syrup. His “ hearing 
somewhat improved, but he has always been a little 
deaf." Before his departure “he could speak, hear a 
watch, and sometimes hear spoken words. The “con¬ 
valescent home " (he was careful not to name it) from which 
he purported to write to me turned out to be another hos¬ 
pital for functional nervous cases to which he was afterwards 
transferred, the medical officer of which wrote me: “In my 
opinion this man is not a malingerer. He is very dull and 
stupid, which perhaps is partly explained by his deafness. 
His condition appears to me to be one recovering from 
severe mental shock.” 

This seems to be an instance of pure malingering . 3 By a pure 
malingerer I mean one who, although in perfect health, of 
set purpose initiates a quasi-pathological condition which he 
will discard when he has gained his end or when he is assured 
that he is unobserved. So far as concerns disorders of 
speech, such cases are extremely rare in the present war. 
With few exceptions the ‘ ‘ simulators ” of disorders of speech 
who have come to my notice have been feeble, nervous sub¬ 
jects themselves. Several have come to maintain a disorder 
which was involuntary and functional in origin, and due, 
perhaps, to suggestion ; they are not pure malingerers. 

It is a matter of considerable difficulty for even the most 
experienced medical officer to decide whether the lack of 
volitional impulse to overcome the disorder is intentional or 
is for the time being beyond the individual’s control. From 
the therapeutic standpoint, the difficulty is not of great im¬ 
portance, as long as treatment be confined to such procedures 
as persuasion, isolation, or amesthesia ; by which means I 
have “cured’’ several cases of intentional malingering. 
From the standpoint of military discipline, however, the 
difficulty becomes of vital importance ; and from this stand¬ 
point it is to be remembered that, although long experience 
yields a highly probable conclusion, absolute certainty can 
only be reached by detection in flagrante delicto. 

In theory we may distinguish (a) the stage of mutism 
which is absolutely irresponsive to treatment, and ( b ) the 
stage in which recovery is possible if only an adequate motor 
impulse can be aroused to overcome the inhibition. And in 
(b) we may distinguish (i.) the condition in which the patient 
is constitutionally unable to make the requisite volitional 
effort; (ii.) the condition in which he refuses to attempt to 
make that effort; and (iii.) the condition in which he 
deliberately maintains his mutism by counter-availing voli¬ 
tional effort. But in practice every grade of transition may 
be met with between (®) quite uncontrollable functional 
disorder and (Aiii.) sheer purposeful malingering. 

At the pathological extreme of the series are to be seen 
clearly enough cases of true mental shock and, far less 
commonly, cases due to suggestion, both of which groups 
evidently belong to that hitherto undifferentiated entity, 
hysteria. Now, of hysteria no medically qualified man, 
unless he be steeped in the profoundest ignorance, would 
assert that it is identical with, or that it necessarily implies, 
any of the above-mentioned degrees of malingering. The 
cases of mental shock that recover their speech in a music- 
hall or at a cinematograph entertainment, or that recover 
their sight or the movement of their limbs upon receiving 
another mental shock, clearly need not have been malingerers. 
It is hardly less obvious that malingering has not necessarily 

3 For various reasons I think it highly improbable that the letter 
is that of a hystertf weaving a tissue of accusations against himself for 
the sake of attracting attention and gaining notoriety-. 


been present in mutes who become cured through suggestion, 
encouragement, or threats of punishment, or under the 
excitement of early anesthesia, by faradisation of the neck 
or larynx, or by the vomiting brought about by the 
administration of ipecacuanha. 

Dysarthria. 

The cases of dysarthria with which I have met range from 
a slight stutter, stammer, or jerkiness of speech to almost 
complete anarthria, according to the degree of disturbance 
in the correct working of the articulatory mechanism. These 
cases are almost invariably associated with other motor 
incoordination of a functional character, and in consequence 
will be more conveniently described in a later communica¬ 
tion dealing with disorders of the voluntary muscular 
system generally. 

Aphonia. 

Cases of primary aphonia from mental shock, “of uncon¬ 
scious origin," as contrasted with functional aphonia due to 
suggestion, conscious or unconscious, are, in my experience, 
rare. In this and in other respects aphonia is distingnishable 
from mutism ; they are not to be considered as differing from 
one another merely iu degree. I have seen several cases where 
the hoarseness originating from a severe cold passed into a 
functional aphonia which was subsequently allowed to persist. 
I have cured some of these cases by persuasion, and some by 
such mild torture as pin-pricking, continued until the patient 
is induced to give his answers in a loud voice. Usually a 
feeble “nervous ” fellow, he at length speaks aloud, burst¬ 
ing into tears as he realises that his simulation has been 
detected. 

Malingering plays a far more important factor in this 
variety of speech defect than in any other. I have met with 
a few oases of pure malingering. 

Not infrequently a mute patient begins to whisper when 
he first recovers his speech. But I have not had a case in 
which, by further suggestion, I have failed at once to 
overcome the obstacle to phonation. 

General Conclusions. 

The views already expressed in this communication, as to 
what mutism is due and to what it is not due, are also 
applicable to dysarthria and aphonia. 

Such disorders, I repeat, are not immediately attributable to 
violence, gas poisoning, or other physical causes. They are 
the result of a functional inhibition, which is usually 
traceable to intense fear or horror, but which may, I 
believe, occasionally arise in circumstances where con¬ 
sciousness has been so instantaneously lost that the 
emotional effects of the shock have not been actually 
experienced by the patient. 

These disorders are not generally to be regarded as the 
direct outcome of suggestion or association, although, as 
in the other manifestations of shell shock, 1 previous experi¬ 
ence or congenital tendencies may influence the form in 
which the disorder gains expression. In some instances, no 
doubt, the speech mechanism is a weak spot in the patient’s 
nervous armour. He may have stuttered when a child, he 
may have been subject to attacks of hoarseness, he may have 
passed through an abnormally long period of “infancy,” he 
may never have been as ready of speech as most of his 
fellows, and so on. But though these may be contributing 
factors, they are not the prime cause of the disorders of 
speech in shell shock, save in the exceptional cases previously 
mentioned. 

Nor are they due to some “ fixed idea of paralysis” in 
the cortical structures controlling voluntary speech. Such 
terminology belongs to an effete psychology; it has been 
long in vogue among physicians for the explanation of 
functional disturbances generally. A woman suffering from 
hysterical palsy of a leg has been often said to be possessed 
of the “ fixed idea ” that she cannot move it. If we insist 
“ How do you know that she has this fixed idea if she stoutly 
denies entertaining it and even evinces a keen desire to 
recover the use of her limb? ’’ the retort comes, “Ah ! the 
idea of paralysis is subconscious ; she does not know that she 
has it, but it is there.” 

The word' • idea," however, necessarily impliesthe presence 
of a personality that consciously experiences and admits it. 
And to speak of the existence of a fixed idea which cannot be 

1 Cf. in the third of my communications the Influence of pastbiatory. 
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proved to be in consciousness under any conditions whatever 
is a sheer abuse both of psychological language and of 
scientific method. In the case of the disorders of speech 
arising from shock, I have never found the slightest evidence 
that the subject, whether in his normal or in a hypnotic 
state or in any derived personality, has a “ fixed idea ” that 
he is mute or that he is powerless to converse save in a 
whisper or stuttering. 

I have little doubt that this pseudo-psychological explana¬ 
tion proceeds from two sources : (i.) from the notion that 
functional disturbances are fundamenta'ly due to disordered 
volition ; and (ii.) from the notion that, in order to carry out 
a willed movement, the idea of that movement must neces¬ 
sarily be present to the subject s mind. Neither of these 
notions is correct. In the first place, one of the most 
important lessons to be learnt from the study of shock in this 
war is that its effects are primarily due to derangement not 
of the will, but of the conscious and unconscious processes 
which are the foundation of personality, and that (through 
mechanisms and causes of which at present we know little) 
this derangement may indirectly become manifest as 
functional disorders, e g. of intelligence, memory, move¬ 
ment, sensation, or reflexes, at various levels of the central 
nervous system. In the second place, modern psychologists 
have come to recognise that volitional movements may, and 
commonly are, performed without the subject having in 
consciousness an idea, or even a kinaesthetic image, of 
those movements. 

It is, then, not the idea of paralysis of volition that is 
fixed, but the psycho-pathological process of inhibition. 
Inhibition, arising primarily from disorder within the 
personality, is the fundamental cause of the effects of 
shell shock. 

Now in dealing with the disturbances of cutaneous 
sensibility (in the third of these communications), we saw 
that the responsible inhibitory processes are of two kinds. 
On the one hand, we traced diminished sensibility to a 
blocking of the ascending paths which normally enable the 
subject to become aware of his cutaneous sensations, the 
block preventing these sensations from entering into and 
becoming part of his personality. On the other hand, we 
traced increased sensibility to a blocking of the descending 
paths that control normal sensibility, in the absence of 
which control cutaneous sensations become more diffuse and 
the affective and sensori-motor reactions more intense. In 
the case of the disorders of speech two similar kinds of 
inhibition are discernible, the one due to a blocking of the 
paths that subserve the mechanism of articulation or phona- 
tion, the block producing the quasi -paralysis of functional 
mutism or aphonia ; the other due to a blocking of other 
paths that control and coordinate those mechanisms, the 
block producing the quasi-spastic, -clonic, or -ataxic 
conditions of functional dysarthria. 

In some case3 of mutism the block yields a condition to, 
some extent comparable to aso-called “ kinsestheticapraxia.' 
The patient appears to lack all notion of how to talk, to 
whistle, or to cough. Instead, he makes extraordinary 
grimaces, his mouth often continuing to work long after he 
is actually endeavouring to imitate a given word. It may 
be called a state of functional motor aphasia, and it is due, 
like that of organic motor aphasia, to an inability to 
translate normally produced internal language into the 
corresponding movement. In both forms the patient may 
read and write intelligently, but the functional form may 
differ from the organic in that in the former speech may be 
completely absent, whereas in the latter the patient is 
occasionally able to utter a few words normally articulated. 

In other cases of mutism the inhibition is of a higher 
order, and it results in a state comparable to an “ideatiopal 
apraxia,” in which the subject can perform simple articu¬ 
latory movements but is powerless to combine them into the 
movement complexes of speech. Thus, I have seen patients 
well able to reproduce consonants and vowels, but yet unable 
to unite them into a syllable or word. 

In other cases, again, the inhibition produces a state 
resembling “verbal agnosia,” in which the patient has 
forgotten the meaning of words heard or read. Such cases 
have not been included in this communication, as they may 
be more conveniently considered under the head of amnesia. 
They differ from those of organic verbal amnesia in that the 
disturbance does not necessarily relate to all words, and so 
does not result in a total verbal apraxia. 


Lastly, the areas inhibited may spread still wider or higher, 
producing partial or complete amusia, alexia or agraphia, or 
narrowing the field of consciousness to a condition of general 
amnesia in which the patient has lost all memory of the 
past, or to one of stupor in which he has lost all power of 
response to his environment. 

In every case the inhibition is purely functional, 
originally dependent on the character of the total psychosis 
—i.e., the personality of the subject, at any given moment. 
That personality may be changed again in sleep, under light 
amesthesia, during hypnosis, or through strong emotion or 
desire, or during momentary lapses when, for unknown 
reasons, the inhibition is, so to speak, "caught off its 
guard and in these conditions the inhibitory process, and 
hence the disturbances of speech, may disappear, only to 
return on the revival of the disordered personality. The 
inhibitions caused by shock are primarily the expression of 
disordered personality. 

Such disturbances of speech, such inhibitions, are not, as 
has been urged, maintained by fear, nor need they be 
evoked by fear. They may be evoked by various other 
emotions, by horror, grief, disappointment, anxiety, or they 
may be due merely to the obscure neuro-pathological 
concomitants of shock when no emotion, as such, has 
had the opportunity of being experienced; and they are 
maintained by the persistence, not of the emotion as 
such, but of the pathological disorder of inhibition thus 
arising. 

It may be objected that the inhibition often seems to out¬ 
last the return of the normal personality. Yet the claim 
may be fairly put forward that when a mute patient has 
recovered from a condition of stupor but is still amnesic in 
regard to some of the experiences through which he has 
passed, the restoration of his normal personality is apparent 
rather than real. If personality be viewed from a wide 
enough standpoint, no one can claim to have a normal self 
so long as part of the activities of that self, once functional, 
are pathologically inhibited. 

It must be conceded, then, that, as in most cases of 
mutism, the changes of personality may be obvious at the 
outset (involving amnesia, stupor, automatism, &c.), but 
that later the normal personality may be apparently—bnt 
only apparently—restored while the functional disorder in 
some form persists. In such cases, as we have seen, the 
disorder is usually of unconscious origin, due directly to the 
shock, and may occur in men free from suspicion of prior 
neuropathic taint. 

It must also be conceded that, as in a few cases of mutism 
and as in nearly all cases of aphonia, the change of per¬ 
sonality may be imperceptible from the outset. In such 
cases the disorder is perhaps of conscious origin, due to 
suggestion or the persistent expression of a powerful 
emotion (e.g., mutism during fright), and it occurs usually 
in men of a neurotic constitution. 

Into these two classes, I suggest, such cases of shell shock, 
and of functional or hysterical disorder generally, may be 
divided. But it must be recognised that neither between 
these two classes nor between the second class and the class 
of malingerers is it possible to draw any definite line. Not 
only do they merge into one another, but occasionally a case 
may belong to more than one of these classes. 


The annual distribution of prizes ■will take place 
in the Out-patients’ Hall of Charing Cross Hospital on 
Monday, Oct. 2nd, at 3.30 P.M. Dr. .7. Mitchell Bruce, con¬ 
sulting physician to the hospital, will give away the prizes. 
A. reception will afterwards be held at the school, when 
the laboratories, museum, and library will be open to 
inspection. 

Death of Dr. E. B. Gray. —Edward Benjamin 
Gray, whose death occurred recently at Oxford, was one of 
the oldest medical practitioners of the city and consulting 
physician to the Hadcliffe Infirmary. He was in his 
eighty-fifth year and had been associated witli the medical 
life of the city since his early days, when he was appointed 
house physician at the Radcliffe Infirmary and County 
Hospital on leaving St. Bartholomew’s Hospital. He 
graduated at Exeter College in 1852, became M.R.C.S. iu 
1856, and took the degree of Doctor of Medicine in 1861. He 
was also for some time Litchfield lecturer in clinical medi¬ 
cine, and examiner in medicine. He had a wide practice 
and was exceedingly well known and highly respected. He 
had not practised since 1902, when he had a severe illness. 
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Subsequent Occurrence of Nephritis in Men Free from 
Albuminuria. 

Class II .—One man in this group developed nephritis 2J 
weeks after a negative observation. 

Class IV .—There were two cases in thia group. One of 
these fell ill six weeks after the negative observation and the 
other ten days after it. The second man died, his nephritis 
being complicated by a general streptococcal infection. 9 

Discussion. 

These results are disappointing, inasmuch as they do not 
afford convincing evidence of a positive kind that part of the 
cases of nephritis observed have an acnte onset and are 
therefore probably due to an infection which suddenly 
attacks a healthy kidney. Such a result, however, could 
scarcely be expected, since the number of men of whose 
examination a record was kept, 4300, was scarcely large 
enough, and unfortunately the incidence of nephritis 
amongst the 2200 divisional troops examined was low in 
proportion to the number of cases recorded in the rest of the 
division during the five months after the observation. 

The number of men who developed nephritis subsequently 
to a negative observation for albumin, three, was exactly the 
same as that of those who developed nephritis after a posi¬ 
tive observation. But the records of Cases 23 and 25, 
Table I, show that a manifestation of renal abnormality by 
intermittent albuminuria has to be kept in view, although 
it is possible that albuminuria was constant in these men as 
long as they were going about in ordinary conditions of 
exposure, diet, and exercise. Moreover, the record of Case 46, 
Table II., appears to indicate that a kidney which there was 
good reason to suppose in a condition of chronic nephritis, 
could keep back albumin on one day and let it pass on 
another. All this goes to show that in the three cases 
recorded the absence of albuminuria at one examination 
only made it probable, not certain, that the nephritis which 
developed shortly afterwards was due to a sudden change in 
a healthy kidney. 

Turning, however, to the other aspect of these results let 
us analyse them to determine what evidence they contain 


3 Captain Clarke, B.A.M.C., has published an account of this case in 
the Brit. Med. Jour., 1916. 


that a condition of undue fragility or defective function 
arises in the kidneys owing to the conditions of trench 
warfare. 

The two outstanding features of the figures and tables re¬ 
corded elsewhere are : first, the decidedly lower incidence of 
albuminuria amongst the French troops ; and, secondly, its 
extraordinarily high incidence amongst troops in training in 
England. The first was expected in view of the smaller 
number of cases of nephritis amongst the French; the 
second was quite unexpected. This last result, however, 
which is at first so perplexing, appears on reflection to be 
one in the light of which part of the other results can be 
most correctly interpreted. It makes it very probable that 
there is a high percentage of albuminuria amongst all young 
soldiers in heavy training. Now since nephritis is not unduly 
frequent amongst the troops in training in England at 
present, nor amongst recruits at any time, it is obvious that 
there is very little connexion between the excessive frequency 
of albuminuria amongst these men and the development of 
nephritis. This albuminuria can probably be correctly classed 
with that type which has been called “ fatigue ” albuminuria, 
and probably depends on the partial asphyxia of the kidney 
tissue, which exists whenever there is a temporary lack of 
accommodation on the part of the cardio-pnlmonary system 
to an unusual physical strain—i.e., breathlessness. 

Now, taking this factor of “fatigue” albuminuria into 
consideration, and looking at the figures for the troops in 
France, we find that it is a partial explanation of such varia¬ 
tions of the incidence of albuminuria as were found between 
one class of troops and another. The lowest figures were 
obtained for the personnel of various medical units ; but 
these are troop9 amongst whom a large proportion are 
engaged on work which does not entail heavy physical 
exertion—e.g., clerks, cooks, nursing orderlies, &c.—and 
when you take the figures for infantry you find that the 
lowest figures are for those who are actually in the trenches 
and subject to the greatest exposure, whereas those who are 
“resting"—i.e., sleeping sheltered in billets, but having a 
great deal of exercise, fatigues and marching—show the 
highest percentage of albuminuria. 

When every allowance has been made, however, for 
phenomena of the type of “fatigue” albuminuria there 


Table I.—Observations on Cases of Albuminuria in French Troops, Class I. 


I 

No. Age 

Albu- 

min. 

Sediment. 

Persistence 
of albuminuria. 

Previous health. 

Symptoms. 

Possible or probable 
explanation. 

i 

37 

C. 

p 

Persistent. 


Bronchitis. 

- 1 Chronic infective nephritis. 

2 

41 

D. 

p 

48 hours. 

Good. 

Nil. 

"fatigue’ albuminuria.1 

3 

40 

C. 

? 

12 days. 

Persistent hoarseness which came 
on after ty. inoculation. 



4 

37 

C. 


8 days: recurrence 
16 days later for 48 
hours. 

Inflammation of throat 15 years 
before ; two injections of scrum 
were made. 

" 


5 

40 

D. 

— 

15 days. 

Pleurisy 6 years before exam. 

— 

? 

6 

39 

D. 

— 

15 „ 

15 days : recurring twice 
for short periods. 

Nil. 

Nil. 

Chronic nephritis. 

7 

40 

D. 

No casts. 

•• 

High blood pressure 

8 

36 

D. 

— 

21 day*: recurring t wice 
for shcrt periods. 

Scarlet fever at age of 5. 

Nil. 

? Chronic nephritis. 

9 

22 

T. 

— 

24 hours. 

General debility. 

— 


10 

24 

T. 

— 

24 „ 

Subject to diarrhoea. 

— 

? 

11 

38 

T. 

— 

24 „ 

Cardiac symptoms but no signs. 

— 

? 

12 

32 

D. 

— 

48 ,, 

Knt.eric 1915; eves easily tired. 

Slight lever. 

? 

u 

3b 

T. 

— 

24 

Scarlet fever with slight albuminuria 
at 3 years. 

Shell shock ot long 
duration. 


14 

3ft 

T. 

— 

24 

Wounded Dec. 14. 

Nil. 

•‘Fatigue’ albuminuria. 

1ft 

21 

D. 

— 

48 

_ 

Laryngitis. 

Febrile albuminuria. 

16 

S'i 

T. 

— 

24 „ 

— 

“ Cold in head ' and 
lumbar pain. 

.. 

17 

23 

D. 

No casts. 

15 days. 

Wounds received in 1914 broke 
down a year later and suppurated. 

Nil. 

? 

18 

34 

D. 

it 

Persistent as trace. 

Nil. 

,, 

Chronic nephritis. 

19 

30 

C. 

Red blood cells ; 

leucocytes 
scanty ; hyaline 
casts. 

Persistent. 

General debility. 


20 

30 

D. 


3 days. 

Pneumonia. 

Slight exophthal¬ 
mic goitre. 

? 

21 

30 

T. 


24 hours. 

Nil. 

Nil. 

" fatigue’ albuminuria. 

22 

26 

D. 

— 

48 „ 

Bronchitis, 1915. 

? Slight general 
udema. 

9 

23 

31 

T. 

— 

24 .. 

Placed in reserve on account of 
albumin u rift. 

Nil. 

? 

24 

24 

I). 

— 

4 days. 

Chronic bronchitis. 

— 

Congestion of kidneys. 


31 

D. 

— 

3 .. 

Rheumatic fever: placed in reserve 
on account of albuminuria. 

Nil. 

9 

?f. 

31 

D. 

— 

48 hours. 

Nil. 


"Fatigue albuminuria. 

21 

34 

D. 

— 

6 days. 

General debility. 

— 

? 

28 

34 

T. 

— 

24 hours. 

Nil. 

Nil. 

Fatigue’ albuminuria. 

29 

21 

D. 

— 

48 „ 


,, 

,, 

30 

2b 

T. 

— 

48 „ 



.. 
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Table II. —Observations on Cases op Albuminuria in British Troops, Class IV. 


« 

r c 


Albumin. 

Oasts. 

Blood. 

E.D. 

| Pus. 

1 i 

Chemical 

sediment 

Symptoms and previous health. 

Probable or possible 
causes of albumin¬ 
uria. 

fez 

02 

1st 

exam 

2nd 

exam 

3rd 

exam. 

i- ti 

IS 

1 W 

1 

D. 

D. 

D.T. 

Mostly 

hyaline. 

_ 

Scanty 

- 

- 

- 

Occasional slight headaches. 

1 ? Latent nephritis. 

2 

D. 

D. 

D. 

+ 

— 

„ 

— 

— 

— 

Frequent headaches after 1st exam. 


3 

T. 

Nil. 

— 

— 

| — 

Very 

scanty 

i — 


— 

Short-winded and headaches; influenza 
two months before. 

? 

4 

D. 


— 

— 

— 

1 — 

— 

— 

Fit. 

I Fatigue albuminuria. 

5 

D. 

1 ., 

— 

— 

— 

,, 

— 

— 

— 

Enteric, 1902; short-winded; habitual 
constipation. 

I ? Chronic nephritis. 

6 

D. 

D. 

Inva¬ 

lided 

home. 

++ 






7 

D. 

D. 

Nil. 

4-4- 

i 4- 

M 

— 

— 

— 

Some oedema of face for a time ; occa¬ 
sional urticarial attacks while in France. 

? Urticaria. 

8 

T. 

Nil. 

— 

— 

— 


— 

— 

— 

Quite fit. 

Fatigue albuminuria. 

9 

D. 

T. 

T. 

4- — 

(1st exam) 

Scanty 


— 

— 

p 

10 

T. 

Nil. 

— 

— 

— 

— 


4- 

— 

— 

Spermatic discharge. 

11 

C. 

" 

Nil. 

4- 4- 

(1st exam 


4* 

(Degen 

erate.) 




In hospital for severe lumbar pain sub¬ 
sequently to 2nd obs.; albuminuria re¬ 
curred and cleared up; ot herwise quite fit. 

? Kenal calculus. 

12 

T. 

,, 

— 

— 

1 — 

— 

— 

— 

— 

Diphtheria 8 years ago; also scarlet fever. 
Gonorrhoea! discharge. 

? Fatigue albuminuria. 

13 

D. 

Not 

made. 

Not 

made. 

— 

i — 

— 

4-4- 

— 

— 

Gonorrhica. 

14 

D. 



— 

4- 

j 

? 

— 

— 

No record; sent home on munition work. 

9 

15 

T. 

T. 

Nil. 

4" 4- 

Hyaline. 

i 4- 


— 

— 

— 

Bronchitis recently. 

? Congestion of 
kidney. 

16 

D. 

i). 

T. 

-if 

; — 

— 

— 

— 

— 

Pain in back ; evacuated for defective vision 

? Latent nephritis. 

17 

T. 

T. 

Nil. 

— 

— 

Scanty 

— 

— 

— 

Fit. 

Fatigue albuminuria. 

18 

I). 

Nil. 

- 

4- Hyaline — 

— 

— 

— 

— 

No history. 

Transferred from F.A. to C.C.S. on 
account of bronchitis and asthma; sub¬ 
sequently invalided. 

9 

19 

T. 

,, 

— 

— 

— 

Scan ty. 

— 

— 

— 

Fatigue albuminuria. 

20 

C 

C. 

C. 

4-4- 

4- 

1 

+ 




Chronic nephritis. 

21 

T. 

Nil. 

— 

— 


— 

— 

— 

— 

No history. 

Fatigue albuminuria. 

22 

D. 


— 

— 

— 

Scanty. 

— 


— 

23 

T. 

M 

— 

— 

— 

— 

— 

— 

— 



24 

T. 


— 

— 

— 

Sq. D. 

— 

— 

— 

.. 


25 

T 



— 

4- 

— 

— 

— 

— 


9 

26 

D 

Not 

m*de. 

Nil 

— 

— 

— 

- 

4- 

— 

Fit. 

Spermatic discharge. 

27 

D. 

Nil 

— 

— 

— 

— 

— 

— 

— 

Fit; venereal Nov. ,15. 

9 

28 

D. 

„ 

— 

— 

— 

— 

— 

— 

— 

Fit. 

Fatigue albuminuria. 

29 

D. 

D.T. 

Not 
made ; 
inva¬ 
lided. 


Scanty. 



. 

Urates. 

Developed symptoms of nephritis. 

Latent nephritis. 

30 

D. 

Nil. 

— 

— 

— 

— 


— 

— 

Gonorrhtval discharge. 

Gonorrhoea. 

31 

T. 


— 

— 

— 

— 


— 

— 

Fit. 

Fatigue albuminuria. 

62 

c. 

C. 

T. 

+ +(A 
tew blood 
casts). 

4-4- 

4-4- 




Occasional lumbar pains. 

? Latent nephritis. 

63 

D. 

T. 

Nil. 

? 

— 

4- 

— 

— 

— 

Fit, 

9 

34 

T. 

Nil. 


— 

— 1 


— 

— 

Oxal¬ 

ates. 


Fatigue albuminuria. 

35 

D. 

,, 

— 

— 

— 

— 

— 

— 

,, 


,, ,, 

36 

T. 


— 

— 

— 

— 

— 

— 

0 • 


? Latent nephritis. 

37 

T. 

T. 

T. 

— 

— 

— 

— 


.. 

Occasional headaches and swelling under 

38 

T. 

Nil. 

— 

— 

— 

_ 

— 

— 

,, 

6 Jit.' 

Fatigue albuminuria. 

39 

D. 








— 



40 

T. 

D. 

Nil. 

+ 4- 

++ I 

4-4- 

— I 

— 

— 

Chronic cough, otherwise fit. 

■‘Congestionof kidney. 

41 

T. 

T. 

T. 

— 

— 

— 

— 

— 

— 

Fit. 

? 

42 

D. 

D. 

Not 

made. 

4- 4- A few 
cellular. 

+ 

4- 




Gave up football 2 years ago for shortness 
of wind, otherwise fit. Developed 
nephritis with ur&rala 16 days after 2nd 
examination. 

Latent nephritis. 

43 

c. 

D. 

c. + + 

Hyaline 
& cellular 
(1st A 2nd 
exams.). 

' 

4- 



Fine 

oxalates 

3rd 

exam. 

Attack of influenza 12 daj's before 1st 
observation. 

? Latent nephritis. 

44 

T. 

T. 

Nil. 

— 

Scanty 

Scanty. 

- 

“ j 


Slight attack of diphtheria at 17. Feverish j 
co d at time of 1st observation. 

Febrile albuminutia. 

45 

FT. 

— 

,, 

— 

— 

— 

— 

— 


Fit for duty. 

Fat igue albuminuria. 

46 

T. 

Nil. 

— 

— 

— j 

— 

- 

— 

U rates. 

In hospital for nephritis 5 years previously ] 

Chronic nephritis. 

47 

D. ; 

,, 

— 

— 

— 

— 


— f 

— 

Feverish cold 1st obseivatlon. 

Febrile albuminuria. 

48 

C. i 

D. 

0. 



4- 

4- 1st 
and 2nd 
exams. 

— | 

Crystal¬ 

line. 

Fit. 

Infection of urinary 
tract. 

49 

D. 

Nil. 

— 

— 

— 


— 

— i 

— j 

Herpes and “cold.” Otherwise fit. 

Febrile albuminuria. 

50 

D. 

D. 

D 



1 


— Fine i 

oxalates! 
3rd obs. 1 

F,t ' 

? 

51 

F.T. 

Not 

node 

Not 

made. 

— 

— 

— 

— 

— 

— 


? 

52 

D. 

T. 

I). 4 - Hyaline 

2nd obs. 

4" 

3rd obs 

— 

— + , 
2nd obs. 

— j 


Latent nephritis. 

53 

0. 

C. 

C. 

4- 4- 

Varlous 
3rd obs. 

4-4- 

4- 

Scanty. 



Short-winded since Infancy on account of j 
bronchitis. 

? Chronic nephritis. 

54 

T. | 

* 

Not 

nade. 

D. 

-f + 

Scanty. 



4-4- Oxal- i 

ates 

1st obs 

For 6 years has had occasional attacks of 
pain in hack and (edema, but is usually fit. 1 

t. 

55j 

L). 

Nil. 

— 

— 

— ' 

- 

— 


— 

In previous year was once 5 days in bod 
with abdominal pain. 

? 

56 

C. 

? 

I 

Nil. 


( 



- Fine | 

oxalates 

Fit. 

1 

? 
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Table II. —Observations on Cases op Albuminuria in British Troops, Class IV. (Continued.) 

Symptoms and previous health, 


Jo 

Albumin. 

Casts. 

Blood. ] 

E.D. 

i 

Pus. 

I 

CO 

1st 

exam. 

2nd 

exam. 

3rd i 
exam. 1 

57 

C. 

Mist 
gardir 

ake re- 
ig name. 

4" 

Hyaline. 

— 

— 1 

— 

58 

T. 

Nil. | 

— 

— 

— 

— | 

— 

59 

D. 

D. 

D.T. 

— 

— 

8q. D. 

4- 

60 

? D. 

Nil. 1 

- 

- 

— 


— 

61 

? T. 

Not 

made. 

Not 

made. 


, - 

- 

4-4- 

62 

C. 


Copious 

-I* 4" 

2nd obs. 

+ + 

| 4- 

+ 

63 

F.T. 

Nil. 

— 

— 

— 

— 

— 

64 

T. 


— 

— 

1 — 

— 

— 

65 

D. 

D. 

Nil. 


4" 

1st obs. 

— 



§§ 

£ 


Is 

5 S 

Js 


— Fine 
oxalates 

— Urates 

+ I — 

— Urates 


4- 

1st obs. 


Probable or possible 
causes of albumin¬ 
uria. 


Fit. 

Occasional oedema and pain across back. 

Invalided for bronchitis, dilated heart, 
and u-deraa 2 months before. Since 
returned to unit. 

Has suffered from skin eruptions. 

? Herpes zoster. 

Slight feverish cold at time of 1st 
observation. 

Gonorrhcca Dec., 1914. Venereal sore 1916. 
Rheumatic fever 10 years before ; pain in 
back ever since, occasionally. 


? 

Fatigue albuminuria. 
Chronic infective 
nephritis. 

? Cardiac. 


Gonorrhoea. 

? 

Febrile albuminuria. 

? 

? Chronic nephritis. 


C. = Copious albuminuria. D. = Distinct ditto. D.T. = Distinct trace ditto. T. = Trace ditto F.T - 1- 
small amount. +-j- = Present in considerable amount. Sq.D. = Squamous debris. E.D. — Epithelial debris. 
Second examination was made 3 to 10 days after first; third 4 to 8 weeks after hrst. 


F.T. = Faint trace ditto. 4- — Present in 


remains unexplained the fact that amongst British troops I 
in the most favourable conditions there are two cases of | 
albuminuria for every one amongst the French troops, even 
under conditions of trench life. 

The data already recorded show that a portion at all 
events of the cases of nephritis come from those men 
exhibiting albuminuria, but that a very great majority of 
these albuminurias are either transitory or compatible with 
fairly good health; in two cases at all events the man 
continued doing their full duties for five months, although 
their urines contained copious albumin, with abundant and 
varied casts, on every occasion that, they were examined. 
The results of this ’ part of the investigation can be 
summarised as follows:— 

(i.) That the frequent and prolonged exposures associated 
with trench warfare do not appear to produce degeneration 
or inflammation of the kidney independently of other causes. 

(ii.) That the much greater incidence of symptomless albu¬ 
minuria amongst British than amongst French troops requires 
explanation. In view of the considerable similarity of the 
two stocks, the explanation that it is due to racial peculiarities 
does not recommend itself. Further, on account of its 
transitory nature in the great majority of the cases it is not 
likely to have an infectious origin, and we are forced back 
on the only remaining explanation that occurs to us—that 
is, that it might be due to the diet of the British troops. 

(iii.) That the exacerbation of these symptomless or latent 
albuminurias has only been shown to account for a portion 
of the cases of acute nephritis which occur. 

(iv.) That the presence of red blood corpuscles in the 
urinary sediment has a more serious significance than the 
presence either of considerable amounts of albumin or of 
casts. In the three larger groups of British troops examined 
the number of men with hcematuria was in every case from 
0-6 to 0-7 per cent., although the proportion with albumin 
or casts varied considerably. All three men with albuminuria 
who subsequently developed nephritis had blood in their 
urines, also two men with albumin who were subsequently 
invalided on account of general debility and cardiac weakness, 
and who were probably cases of chronic nephritis, showed 
hsematuria. Of course the group of men with hiematuria will 
also include men with abnormalities in the renal tract such 
as calculus and polypus, or with circulatory anomalies similar 
to urticaria. 

Examination for Evidences of Abnormal Renal Function other 
than Albuminuria. 

Two other lines of investigation have been pursued; an 
examination for abnormalities in blood pressure and esti¬ 
mations of the excretory work of the kidneys. 

Blood pressure .—Observations on 40 French soldiers gave an 
average maximum pressure of 15-5 cm. and an average 
minimum pressure of 9-5 cm. The highest maximum 

E ressure recorded was 18 cm. and the lowest 13 25 cm. The 
ighest minimum was 11-5 cm. and the lowest 8 cm. 
Observations on 14 British soldiers. These were men who 
turned up with minor ailments at a regimental “ sick 
parade ” during the coldest weather of the year. Most of 
them had left the trenches about six hours before. The 


average maximum pressure was 14-75 cm. and the average 
minimum pressure was 8 cm. The highest maximum was 
17-5 cm. and the lowest 12 cm. The highest minimum was 
10 cm. and the lowest 5 cm. 

The pressures recorded amongst the British troops were 
therefore on the whole lower than amongst the French, and 

■ __: J _lnfanf tlH UOTT 


defect for either group. 

Daily excretion of urine, urea, and salt .—These results are 
given in detail in Tables III. and IV. The outstanding feature 
of these tables is the marked excess of urea excreted by the 
British troops. The average total of urea excreted is three 
times as high for British troops as for French. Since both 
sets of men were living under similar conditions, were in good 
health, and were having very little physical exercise, it can 
be concluded safely enough that the high output of urea on 
the part of the British was due to an excess of protein in 
their diet. This conclusion is strengthened by the observa¬ 
tions on the British controls, who were leading a very active 
life without any excessive physical exertion and eating 
army rations with the addition of some fresh vegetables 
obtained locally. All three were men above the average 
height and weight, yet their excretion of urea was little 
more than half of the average figure for men in the 
trenches. 

General Summary. 

From the results recorded in this paper we are inclined to 
draw the following conclusions 

(i.) That exposure alone has probably got nothing to do 
with the causation of a number of the cases of nephritis 


Table III .—French Troops. 


Infantry in Trenches. 


No. 

Total urine 
in 24 hours. 

Urea per 
1000 c.c. 

Total urea. 

NaCl per 
1000 c.c. 

Total 

NaCl. 

1 . 

c.c. 

1200 

grammes. 

10-50 

grammes. 

12-60 

grammes. 

5-55 

grammes. 
6-66 

2 . 

1500 

160 

24-0 

8'77 

13-16 

3 . 

750 

33-50 

25T2 

2-34 

1-75 

4 . 

1500 

12-0 

18-0 

877 

1315 

5 . 

1000 

11*0 

11-0 

906 

9-06 

6 . 

1000 

4-0 

4 0 

8-54 

8-54 

7 . 

1200 

4-50 

5 40 

1060 

12-72 

8 . 

1000 

5-0 

5-0 

8-24 

8-24 

9 . 

1200 

40 

4-8 

9-6 

11-52 

10 . 

1500 

230 

34-50 

62 

9-3 

Average l 
for troops ) 

1185 

12-35 

14-442 

7 767 

9-41 

Staff of Hospital. 

1-491 

2-6 

1 . 

1750 

io-o 

17-5 

2 . 

2000 

15-5 

3T0 

10-64 

21-28 

3 . 

1800 

21-5 

38-7 

11-99 

2158 

Average i 
forcontrols S 

1850 

15-66 

29-066 

8-04 

15-153 
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Table IV .—British Troops . 
Infantry in Trenches. 


No. 

Total urine 
in 24 hours. 

Urea per 
1000 C.C. 

' 

Total urea. 

N’aCl per 
1000 C.C. 

Total 

NaCL 

1 . 

C.C. 

2000 

grammes. 

223 

grammes. 

44-6 

grammes. 

9-8 

grammes. 

19-6 

2 . 

2000 

22-138 

44-277 

50 

io-o 

3 . 

2250 

25-055 

56-361 

5-8 

1305 

4 . 

1750 

32-04 

56 075 

80 

14-0 

5 . 

1750 

18-35 

32115 

80 

14-0 

6 . 

1750 

26-216 

45879 

64 

11*2 

7 . 

2250 

30-28 

68-15 

4.4 

9-9 

8 . 

2000 

26-304 

52-608 

1-28 

2-56 

9 . 

2250 

12-816 

28838 

5-2 

11*7 

10 . 

1500 

27-38 

41-07 

5-2 

7-8 

11 . 

1750 

26-216 

45-879 

82 

14-35 

12 . 

2000 

36-703 

73-407 

6-8 

13-6 

13 . 

1500 

32-042 

48-C64 

88 

13-2 

14 . 
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observed in France, especially the milder ones ; and that if 
it has a part in the etiology of the more severe cases it will 
be similar to that exhibited in many infections diseases— 
namely, that of setting up a defective circulation in an 
organ so as to render it less capable of resisting bacterial 
invasion. 

(ii.) That transitory albuminuria is very common amongst 
all troops, especially those making considerable physical 
efforts, and that the majority of these albuminurias can be 
classed with the so-called “ fatigue ” albuminuria. 

(iii.) That there exist, especially amongst the British 
troops, an excess of cases of symptomless albuminuria apart 
from those just mentioned, which cannot all be classified as 
chronic nephritis and which probably correspond to the 
surprisingly mild type of nephritis which has been so often 
observed during this campaign amongst the British troops. 

(iv.) That diet appears to be the most likely explanation 
of this excess of transitory albuminuria and mild nephritis 
and may also contribute towards the development of the 
more severe cases. In support of this last conclusion it may 
be pointed out: that our experiments have demonstrated that 
the average soldier i 8 consuming an amount of protein food 
in excess of his requirements, and is therefore throwing an 
undue strain on his excretory organs; that the relative rarity 
of acute nephritis amongst younger officers is generally 
admitted; and that the unusually numerous cases of 
gingivitis which come under observation probably indicate 
that the men are suffering to some extent from the restric¬ 
tion of fresh vegetable food, which is usual, and to some 
extent inevitable, for troops in tho front line and not 
uncommon farther back. 

An objection which is likely to be raised to this conclusion 
is the rarity of nephritis in the South African war, where the 
diet was similar ; but we must remember that the protein 
content of the diet was actually lower, that on the average 
the troops had more physical exertion, and that cutaneous 
excretion, which is at its best in a dry atmosphere, would 
afford the kidneys considerable relief. 

Stated, therefore, briefly, our general conclusion is that the 
most probable explanation of the nophritis so common in 
warfare and peculiarly frequent in the British armies, is 
that in a certain proportion of the men the kidney, in common 
with the other organs in the body, has its resistance lowered 
by a slightly scorbutic condition, and gives out when, in 
addition to this, it is required to make an excessive metabolic 
effort, owing to high protein diet, or is exposed to bacterial 
intoxication either by direct invasion or by the establishment 
of an infective focus in some other part of the body. 


We have much pleasure in expressing our thanks to those 
who have made these investigations possible for us or 
encouraged us in carrying them on—namely, les Medecins 
Principaux Dommartin and Le Ray, le MOdecin-Major Uffert, 
les M 6 decins-aide-Major Chavaillon and Gay; also Surgeon- 
General Treherne and Surgeon-General Urwin, Colonel 
Sir W. Leishman, Colonel Sir W. P. Herringham, Colonel 
O’Callaghan, Colonel Fell, Colonel Peterkin, Captain Walsh, 
and the numerous officers in command of medical units, 
from the personnel of which samples of urine were obtained. 
We are also much indebted for their very willing assistance to 
Messrs. Fauquex, Laboure, Fresco, and J. C. McLeod, M.A., 
R. E. Bevan-Brown, B.A., Bull, Bartlett, and Jackson. 


THE DIAGNOSTIC VALUE OF TUBERCLE 
OF THE CHOROID . 1 

By SYDNEY STEPHENSON, M B., C.M. Edin., 

D.O. Oxon., &c., 

OPHTHALMIC SURGEON, DUKES'S HOSPITAL FOK CHILDREN, LONDON. 

It appears to me that in modern times there is some little 
tendency to overlook the general diagnostic value of tubercle 
of the choroid. As regards affections of the meninges, the 
importance now attached to a naked-eye, chemical, micro¬ 
scopic, and bacteriological examination of the cerebro-spinal 
fluid i9 doubtless partly responsible for this neglect. How 
simple is the diagnosis, say, of a tuberculous meningitis 
rendered when, in association with meningeal symptoms, the 
cerebro-spinal fluid is found to have lost its normal limpidity* 
to contain lymphocytes, and to include tubercle bacilli. At 
the same time it is well to remember that the discovery of 
tubercle of the choroid may enable us to diagnose not only 
diseases of the central nervous system but the tuberculous 
nature of lesions of other parts of the body. In one con¬ 
dition, indeed, acute tuberculosis, it is the sole pathogno¬ 
monic sign. 

The three following cases fell under my notice, within a 
few short months, in the Queen’s Hospital for Children, 
London. I present them merely in abstract. 

CASE 1. Case admitted as one oj apical pneumonia y hut 
recognised as general miliary tuberculosis by the jin-ding of 
tubercles in the choroid ; necropsy; tuberculous nature of the 
choroidal lesion confirmed microscopically. —The patient, a 
boy aged 7 months, was admitted on Nov. 13th and died 
on*Nov. 15th, 1912. There had been a slight cough for two 
weeks. The child had been ill for four days. This illness 
began with vomiting immediately after food. No previous 
illness. Baby bottle-fed from birth. Parents healthy. No 
other children. On admission: A well-nourished infant. 
Temperature 100° F.; pulse 120; respirations 36. Looks 
meningeal. Head slightly retracted and limbs rather rigid. 
The percussion note is impaired over the apex of the left 
lung, although the impairment does not amount to actual 
dullness. The affected area shows broncho-vesicular breath¬ 
ing, together with fine and medium crepitations. A diagnosis 
of apical pneumonia made. 

On the following day (Nov. 14th) there was conjugate 
deviation of the eyes to the left. The left fundus oculi 
showed large circular tubercles of the choroid in the central 
region. Death occurred at 9 a.m. on the 15th, being preceded 
by a temperature of 104°. 

The general post-mortem examination showed large 
caseous areas in the left upper lobe of the lung, the 
remainder of which was in an acute pneumonic condition. 
The other lung, the spleen, the peritoneum, and the 
meninges were studded with miliary tubercles. The choroidal 
lesions showed the ordinary structure of choroidal tubercle 
—namely, lymphoid cells, endothelioid cells, and giant cells. 
Tubercle bacilli were also present. Areas of caseation w*ere 
not uncommon. 

Case 2. Child , aged 6 years , admitted for (?) appendicitis ; 
exploratory abdominal incision revealed tuberculous peritonitis : 
finding of tubercle of choroid led to diagnosis of acute tuber¬ 
culosis ; death.— The patient,a girl aged 6 years, was admitted 
on Oct. 30th, 1912. The child had been ailing on and off 
for several months. The bowels had been costive, and 
there had been pain in the abdomen. For the last two days 
the pain had been worse, and there had been retching and 
sickness. The family history was as follows: One other 
child alive and well. One died at 4 months from “wasting.” 
One died, premature birth. Father suffers from diseased 
leg, present since he was three years of age. Mother has 
not been well since marriage. Mother’s brother died from 

i 1 A paper read at the Oxford Ophthalmological Congress on July 14th. 
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consumption, and a sister is now very ill with the same 
disease. Paternal grandfather died from phthisis pnlmonalis. 
On admission the temperature was 102° F-, pulse 156, and 
respirations 36. Pain in abdomen, aggravated by deep 
palpation. Abdomen, which moved well with respiration, 
was slightly distended. No rigidity ; doughy feeling. Some 
dullness at base of right lung and in a three-inch patch 
at angle of right scapula, over which fine crepitations and 
moist rftles could be heard. Two hours after admission, 
under the impression that the case might be one of 
pneumococcal peritonitis, the abdomen was opened by a 
small incision over the margin of the rectus muscle. The 
peritoneum was found to he studded with small miliary 
tubercles. The wound was closed in three layers (peri¬ 
toneal, fascial, and cutaneous). The course and progress 
of the case was as follows: Nov. 3rd: Tubercles in both 
choroids. On the same date tubercle bacilli found in urine. 
5th: Sketch made of left fundus, which shows no fewer 
than eight tubercles, all situated in the central region of the 
fundus, and varying in size from 1/10 to 1/4 the diameter of 
the optio disc. (Fig. 1.) 7th: Multiple tubercle of both 
ohoroids. 12th.: Slight optic neuritis. Retinal veins full. 
Tubercle in all stages in the fundi. Dec. 6th: Child 
getting thinner. Slight but numerous physical signs in the 
lungs. Spleen palpable. Abdomen soft. Examination with 

Fig. 1. 



Case 2: Tubercles of choroid in left fundus ocuti. 


Xlrays showed poor movements of the diaphragm, espe¬ 
cially on the right side. Both lungs “fuzzy,” due to miliary 
tubercle. The child died at 5.25 a.m. on Deo. 20th, 1912. 

CASE 3. Child, aped 3 years, admitted ns a case of lobar 
neumonia : diagnosis of typhoid fever thought more likely in 
ospital; the discovery of tubercle of the choroid, however, led 
eventually to the diagnosis of acute tuberculosis, from which the 
patient succumbed; necropsy; examination of the choroidal 
tubercles .—A girl, aged 3 years, was admitted on Oct. 12th, 
1912, as a case of lobar pneumonia. Ill two weeks. Onset 

g radual; began with headache and diarrhoea. Anorexia. 

iowels open two or three times daily ; irregular now. Occa¬ 
sionally wanders at night. No history of epistaxis. No 
previous illness. Family history- good. On admission the 
face was pale and the child was restless. Respiration very 
hurried. No cyanosis. Pulse 160; temperature 103-6° F. 
Heart sounds noimal. As regards the lungs, there seemed to 
be impairment at left apex anteriorly and at right base 
anteriorly. Breath soundsweak. Rhonch'i everywhere present. 
The progress and course of the case was as follows. Oct. 27th: 
Aspect typically pneumonal. Respirations 56-66 per minute. 
No cyanosis. Breath sounds weak. Rhonchi everywhere. 
Skin hot and dry. Temperature 101-2° to 103-8°. 29th: Child 
looks ill and is rather grey. EyeB sunken. Delirious 
last night. Signs of bronchitis still"present. No vomiting. 
Bat child has passed several stools, which are very loose, of 
a light yellow colour, and very suggestive of typhoid stools. 
Patient complains of abdominal pain, but the abdomen 
is not distended, and there are no spots. The spleen, of 
rather soft consistency, is palpable one inch below the costal 
margin. Griinbaum-Widal reaction is negative. Respira¬ 
tions 48 to 60 ; pulse 132 to 168 ; temperature 101° to 105°. 
Nov. 5th : Spleen still palpable. No spots, and stools still 
loose, of a light-yellow colour, and containing digested 
food. White blood count 10,500 per cubic centimetre. 
Temperature 101° to 104°. 8th : Two choroidal tubercles 
discovered in the left fundus oculi on outer side of the 
optic disc. (Fig. 2.) None visible in the right. 11th : The 
X ray report states that the diaphragm moves poorly on 
both sides. The tissue of the left lung is much less trans¬ 
lucent than normal, especially about its middle part, where 


it is mottled. Enlarged bronchial glands are seen on the 
right side, where shadows radiate into the lung, and there 
is also some mottling into this lung. 18th: Child is 
growing weaker and the pulmonary signs are spreading. 
Temperature 92-6° to 93-8°; respirations 52 to 60; pulse 


Fig. 2. 



Case 3: Tubercles of choroid. 


148 to 168. 23rd: The child died suddenly, death being 
preceded by a temperature of 101°. 

Post-mortem examination showed miliary tuberculosis of 
lungs, liver, spleen, and kidneys. No naked-eye evidence of 
tuberculosis of the brain or meninges. The eyes, examined 
after hardening in formol-saline, presented the usual histo¬ 
logical structure of miliary tubercle of the choroid. Tubercle 
bacilli were unusually numerous in some of “ giant-celled 
systems.” 

Remarks .—Each of the foregoing cases, then, was an 
instance of acute tuberculosis, diagnosed as such by the 
discovery of tubercle of the choroid. In one, the diagnosis 
was made from an apical pneumonia; in another, from 
pneumococcal peritonitis ; and in the third, from typhoid 
fever. The diagnosis in the last case was particularly 
difficult. The physical signs were not at ail well marked, 
and at first pointed in the direction of pneumonia. There 
was no constipation, as usual in cases of acute tuberculosis. 
The stools averaged 2-22 per diem. The respirations ranged 
from a minimum of 36 to a maximum of 84 per minute and 
averaged 5218 per diem. But there was no cyanosis. The 
chief characteristic of the temperature was its irregularity. 
On three occasions (Oct. 26th and Nov. 9th and 10th) it fell 
almost to normal. At night it usually rose to 103-2° to 
105° F. and the morning remission amounted to 1° to 3°. 
The case looked much like one of typhoid fever until 
tubercles were discovered in the choroid and the Griinbaum- 
Widal reaction was discovered to be negative. The diagnosis 
then, and then only, appeared to be plain. I could multiply 
such cases almost indefinitely. 

The cases described in this communication were all met 
within the coarse of a couple of months. This lends point 
to the truth of what I have always maintained—namely, 
that acute tubercle of the choroid is by no means an un¬ 
common manifestation, if looked for in the right places and 
in the right way. It is scarcely likely to be met with in the 
ophthalmic out-patient department. Under ordinary circum¬ 
stances, when an ophthalmic surgeon visits a children's 
hospital once or twice a week, it is not probable that tubercle 
of the choroid will often fall under his notice. But when 
an enthusiastic house physician systematically looks over his 
in-patients with an ophthalmoscope, then tubercle, in my 
experience, is not uncommonly found. The use of euph- 
thalmin, and, in particular, the employment of an electric 
ophthalmoscope, are great aids. Nobody has emphasised 
these points more than Dr. Wilbur B. Marple, of New York , 1 
who in examining the eyes of 13 babies affected with tuber¬ 
culous meningitis found tubercle of the choroid in every 
one. Another point rightly insisted upon by Marple is the 
frequency of the examination. 

It is sometimes forgotten that, next to the stethoscope, 
the ophthalmoscope is the greatest weapon of precision 
possessed by the medical practitioner. There is no greater 

2 Toe Ophthalmoscope, 1912, p. 559. 
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excuse for neglecting the one than the other. When the 
technical difficulties of the ophthalmoscopic examination are 
great (and that is admittedly often the case), I personally 
never hesitate to have a little chloroform given, in order to 
facilitate the process. In that event the specnlnm and the 
fixation forceps may have to he used. 

The diagnostic value of chronic tubercle of the choroid is 
also great, although I do not touch on that matter in the 
present communication. 

Welbeck-strcet, W. 

TRENCH PYREXIAS: THEIR PREVENTION 
AND TREATMENT. 

Bt BASIL HUGHES, M.B., B.C. Cantab., F.R.C.S. Eng., 

CAPTAIN, K.A.M.C. (T.F.) 


During August, 1915, and the succeeding months 
“pyrexia” was of common occurrence among officers and 
men who were living either in trenches, or billets (usually 
deserted villages), close behind the firing line. Prior to 
August the cases occurring regimentally were very few 
indeed compared with those seen during the winter months, 
and this rather suggested that flies, which were numerous 
about the trenches during the summer months, had very 
little to do in the propagation of the diseases of which this 
pyrexia was a symptom. There seemed to be no predilection 
for men attacked. 

The pyrexia was sufficient to render a man temporarily 
unfit for duty, and while in trenches these men were at first 
sent to the field ambulances. The diagnosis made in a 
number of these cases was pyrexia not yet diagnosed. Some 
were sent to casualty clearing stations, evidently suspected 
cases of paratyphoid infection, others after a week’s rest 
were returned to their units, only, in quite a percentage of 
cases, to relapse. A noticeable feature during the later 
months of the year was the rapid spread of this pyrexia 
when once started, and the serious problem arose as to what 
should happen if the disease became epidemic. 

A search and inquiry was then undertaken to ascertain 
the cause ; it could not be ascribed to the water or the food, 
judging by the condition in which the latter reached the 
trenches. Trenches and dug-outs were investigated, and 
the histories and symptoms of the men suffering with 
pyrexia were thoroughly gone into. Three diseases asso¬ 
ciated with pyrexia differing clinically were isolated, and 
briefly they are as follows. 

A. Preceding the onset there is a feeling of malaise, with, 
in some cases, slight soreness of the throat; this usually 
lasts some 36 hours. It is followed by pyrexia, often 
103° F., but rarely higher, headache, anorexia, and a feeling 
of having been “beaten all over.” These symptoms were 
invariably accompanied by constipation, the bowels not 
having moved for three or four days, sometimes longer. The 
condition resembled in almost every detail what in England 
is known to the laity as “flu.” It is difficult to ascribe a 
cause to this disease, but it must be remembered that these 
men were living in trenches under trying conditions, and, 
further, while in trenches there is a tendency for men not 
to go to the latrine. A number of men have been hit while 
on the latrine, and others in consequence prefer to wait 
until they come out of trenches. Hence constipation, 
coupled with trench life, might act as a strong predisposing 
factor. 

Treatment. —A smart purge in the form of pill No. 9, 
with magnesium sulphate3'j-, followed by sodium salicylate 
gr. x. t.d.s., rapidly brings down the temperature and 
disperses the symptoms. An iron, arsenic, strychnine, and 
quinine pill given three times a day after food for three or 
four days is sufficient. The condition shows no tendency to 
recur, and I have not found it necessary to send a man to 
hospital. 

B. The symptoms of this class are :—(1) Extreme sudden 
onset by day or night; (2) pains at the back of the eyes, 
with dizziness and often a fainting fit; (3) pain in the “shin 
bones,” thighs, and small of the back; (4) pyrexia ranging 
from 103° to 104° ; (5) a rapid and often irregular pulse ; 
and (6) profuse sweating. A noticeable feature about this 
class of case is the clean moist tongue. These men can 
take food and digest it. Constipation and diarrhoea have 
been present with equal frequency ; rarely have the bowel 
functions been normal. 


Men suffering with this complaint show a marked tendency 
to relapse, even after eight or ten days. The period of 
incubation is, I think, short, though this is difficult to say 
with certainty. Contacts, however, have invariably reported 
with the symptoms well established 36 to 48 hours after 
removal of the affected case. This was the general rule. 
Cases with these symptoms sent to field ambulances returned 
at the end of a week, and such cases invariably relapsed. 
An excellent and most interesting article, by Captain 
J. W. McNee, R.A.M.C., and his colleagues, has appeared 1 
describing this disease. These observers conclusively 
prove that it may be excluded from the typhoid group ; 
they also noticed its contagious nature, and their work 
goes to prove that it can be transmitted from man to man 
through the corpuscles. The rapidity of the spread of this 
particular condition in trenches and billets close behind the 
firing line was one of the serious problems with which 
regimental medical officers were faced. 

With regard to its causation there are the following facts : 
1. The occurrence of the disease was greatest during the 
time that conditions in the trenches were worst. 2. On 
getting back to clean huts in the rest billets, where the men 
could get a bath, a clean change of underclothing, and could 
have their uniforms and blankets disinfected, the number of 
cases fell immediately. 3. On coming away from trenches for 
a month to a place where personal hygiene could be thoroughly 
carried out it was a simple matter to eradicate it. There is 
therefore, I think, strong presumptive evidence that this is 
a louse-borne disease, for whenever it was possible to carry 
out measures for the eradication of lice the number of cases 
invariably fell to a minimum. 

A further noticeable feature about this class of case was 
that as soon as the temperature fell these men were fit to 
resume duty ; the pyrexia and sweating did not “take it out” 
of the men to anything like the extent that one would have 
first imagined. This I noticed especially in my own case. 
As the numbers of the unit had dwindled I decided to treat 
these cases regimentally, and also to adopt prophylactic 
measures for men who had not been affected. 

Treatment .—The main treatment aims at prevention, and 
this can best be done while men are in rest billets. The first 
step is to eradicate lice, scabies, and pediculosis pubis. The 
men are sent to the baths, procure clean underclothes, and 
also have blankets and uniforms disinfected ; at the same 
time an inspection for scabies and pediculosis pubis is 
carried out, and these, if present, get appropriate treatment. 
Each man is given a purge in the form of a No. 13 pill, and 
quinine sulphate gr. v. is given in the evening. This is 
repeated the following evening, and on the third evening 
quinine sulphate gr. ij. is given to each man. This treatment, 
though simple, proved a most satisfactory preventive measure, 
and the result was an occasional sporadic case in a mitigated 
form. 

When once the disease has established itself the two drugs 
par excellence have proved to be quinine and sodium 
salicylate. These men are given a brisk purge in the form 
of two No. 9 pills ; quinine sulphate gr. xv. and sodium 
salicylate gr. xv.. are given with brandy g i. The temperature 
invariably falls in 24 hours with a sweat. If the quinine is 
borne well a further gr. x. is given the next day, and Dover's 
powder gr. x. with it. On the following day quinine gr. v. 
is given. With each dose of quinine sodium salicylate gr. x. 
is administered. After this, for four or five days, the iron, 
arsenic, strychnine, and quinine pill is given three times a 
day. With this treatment there has been no relapse. The 
most persistent symptom is the pain in the shins, but with 
massage and allowing the soldier the use of linimentum 
terebinthime, this aggravating symptom gets less and dis¬ 
appears about the fourth or fifth day. 

C. This class of case shows a pyrexia ranging from 102° 
to 103° F. and associated with an acute form of diarrhoea, 
with blood and mucus in the stools. This was especially 
prominent during the winter months. There was no 
tendency to relapse and the temperature rapidly came 
down to normal with treatment. The food and water were 
carefully investigated and nothing could be found here which 
would cause the disease. 

I think a possible explanation might be found in the 
trench rat. This rat is a large coarse animal, very foul¬ 
smelling, and evidently living on decomposing organic 
matter. Occasionally these vermin would attack any food 


i Brit. Med. Jour., Feb. 12th, 1916. 
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that was lying about, but invariably they showed a 
preference for decomposing organic material. On one or 
two occasions there was noticed an epidemic of disease 
among them, and this was associated with a desire for 
water. They could be seen drinking the water from shell- 
holes, and it was apparent that they were in a diseased con¬ 
dition. Frequently a number of dead rats would be found 
in the open in the morning. These rats would creep into the 
dug-outs for warmth, and often soldiers have awakened to 
find one of these animals asleep under their blanket. A 
signaller awoke to And a rat asleep on his neck, and on 
another occasion a man was awakened by two rats fighting 
in the space between himself and his comrade. It will thus 
be seen how fearless of the human being these animals are, 
and therefore how near they could come to disseminating 
any infectious fleas or material that they might carry on 
their bodies. They are very numerous, and I think it highly 
possible that they may be the cause of this type of pyrexia 
associated with diarrhoea. This, however, needs confirmation. 

Ireatmcnt .—Castor oil gj. is given to start with. As 
soon as this has been effective chlorodyne 5j- ' n brandy $ j. 
is given, with bismuth salicylate gr. xv. three times daily. 
If the diarrhoea persists, tinct. camph. co. mxx. is given with 
the bismuth. As a rule both diarrhoea and temperature 
rapidly subside, and there is no recurrence. 


ON THE DRESSING OF SEPTIC GUNSHOT 
WOUNDS. 

By W. B. DAVY, M.R.C.8. Eng., L.R.C.P. Lond., 

CAPTAIN, R.A.M.C. (T.) 


Looking back on a year’s work at a base hospital, where 
there has been the opportunity of observing wounded 
patients and the progress of wounds from 48 hours to an 
indefinite period after their infliction, I am deeply 
impressed with the fact that is forcing itself upon me, 
that from a therapeutic point of view the dressing, or 
rather the re-dressing, of a septic wound is as unneces¬ 
sary as, and much more harmful than, the re-dressing 
of a wound that is expected to lieal by first inten¬ 
tion. I have come to recognise that a re-dressing is 
of diagnostic value only, and that it is the last 
diagnostic test that should be applied. A re-dressing 
should be looked upon as an operation only to be under¬ 
taken after careful thought, and an unnecessary dressing 
should be regarded with as much regret as an unnecessary 
operation. Most re-dressings are entirely unnecessary, and 
it is the better recognition of this that is my plea. 

Where drainage has been established in a septic wound it 
matters not with what antiseptic the surfaces of the wound 
are dressed ; while drainage is maintained the wound will 
improve, and the corollary is also true. AVhere drainage is 
not maintained it is useless to try to improve matters by 
re-dressing ; it is not a dressing that is needed, but an 
operation. The time factor in re-dressing is of no importance 
whatever ; suppurating wounds may advantageously be left to 
stew in their own juices. 

In this memorandum it should be understood that by a 
dressing is meant the removing and renewal of a dressing in 
direct contact with the wound surface. Pus and other dis¬ 
charges passing through this “ next to the wound dressing” 
need to be absorbed for reasons of cleanliness and comfort. 
The absorbent should be renewed as frequently as may be 
necessary, the “ next to the wound dressing” being left in 
position while the clean absorbent is placed over it. Thus 
is caused the minimum of discomfort to the patient and the 
healing process is not retarded at all by interference. 

A septic wound progressing satisfactorily excretes pro¬ 
fusely, and this excretion is entirely non-toxic to the patient; 
it is, as it were, outside the patient. While the wound is kept 
free from pus retention and from fresh abrasions such as are 
perforce inflicted when an adherent dressing is changed, no 
toxic effects will be produced even though evil-smelling pus 
be bathing the wound in its deepest recesses. I would go 
further and suggest that no application has been devised 
which promotes so rapid and prolific a growth of healthy 
granulations leading to well-organised tissue as laudable 
pus 


It is interesting to note that the smell, worse during the 
first ten days, often practically disappears during the next 
ten, until only a faint mousy odour remains. “ Eupad ” 
liberally sprinkled between the layers of absorbent packing 
is of considerable use in reducing this smell; it is to be 
regarded, not as an essential of treatment, but as a conces¬ 
sion to the olfactory senses which is appreciated alike by 
patient and attendants. 

I append brief notes of cases of septic wounds in which 
the dressings were not touched for various periods. The 
method of dressing adopted was as follows—e.g., the dressing 
of a septic gunshot wound of the thigh, “through and 
through” after operation. Salt tablets disinfected in 
tincture of iodine are placed at intervals of about 1 inch 
on a strip of four-layer gauze lj inches wide ; this is twisted 
into a necklace. The utmost care is then taken to pack 
firmly this necklace into every hole and corner of the wound. 
Over this is placed a pad of eight-layer gauze ; this may be 
fixed to the skin advantageously by adhesive strapping in 
order that in the time to come the “ next to the wound 
dressing ” may be left undisturbed. Over this is placed 
cotton-wool maintained in position by firm bandaging, and 
the limb is supported in a splint to ensure rest. 

The objects in view are : 1. To bring into contact with the 
wound surfaces a strong saline solution. 2. Temporarily 
to keep apart the wound surfaces, creating as large an 
area as possible for tissue drainage. 3. To obtain a con¬ 
dition of local rest, the internal packing of salt and gauze, 
in conjunction with the firm external bandaging, acting as a 
local splint. As the salt dissolves the tissues tend to resume 
their normal position, leaving a gauze drain to every part of 
the wound. 4. For the gauze to maintain a track along which 
the exudates may find their way to the surface. 

Subsequently as the swelling of the limb subsides and the 
salt tablets dissolve the bandage should be tightened, oppor¬ 
tunity being given for this when the soaked absorbent is 
renewed. When it is necessary for investigation or for 
further treatment to remove the dressing, the gauze drain 
soaked in slimy pus will harmlessly and painlessly slip out 
of the wound. For the redressing of a granulating wound it 
is merely necessary to lead in a thin drain of gauze to the 
innermost parts and to cover with a pad of gauze and 
absorbent. 

In observing serious cases treated on these lines, one is as 
much struck by the marked improvement in the patient as 
by the rapid improvement in the wound itself. That this 
may be due to the elimination of the physical and mental 
strain involved in frequent dressings has been suggested to 
me by patients who volunteered the remark that they had 
had no chance to 11 pick up ” between one dressing and the 
next. This factor of the wear and tear of the patient’s energies 
involved in a big dressing is a point, too, to be considered. 
If the results obtained by infrequent dressings are placed 
even at so low an estimate as only to equal the results 
obtained by the more ordinary methods, preference should 
be given to the method which diminishes the sufferings of 
the patient. 

Case 1.—Private; gunshot wound of head. On admission 
on March 21st, 1916, patient was in a dazed condition and 
could Rive no account of himself. Temperature 98-8° F.; 
pulse 48. There was an extensive and cedematous scalp 
wound. On the 22nd the wound was excised; no bony 
injury was apparent, but taking into consideration the slow 
pulse and the dazed condition the skull was trephined. The 
inner table was found to be fractured. There was blood 
clot in the diploe; the dura was uninjured and pulsated, 
but was slightly less pink than usual. A small incision was 
made in the dura; a tablespoonful of mushed brain and 
blood clot evacuated itself. A tube was inserted down to the 
dura. On the 23rd dressed with eusol. On the third day 
after operation patient had two epileptiform fits, and during 
the succeeding 12 hours eight more tits occurred. The wound 
was then reopened, the tube removed, and a spirit dressing 
applied. The wound suppurated, and in the following days 
smelt badly. On the 29th absorbent was changed, but 
the dressing was left unchanged for 11 days (April 5th); 
on the 7th again dreBsed. During this period patient 
steadily improved, temperature remaining normal and 
pulse becoming normal. On removing the pus poultice 
the wound was practically healed. Patient transferred to 
hospital ship on April 10th. 

Case 2.—Private, aged 19; gunshot wound of left arm, 
compound fracture of humerus. Admitted on April 29th, 
1916. Temperature 99 4 F. Wound dressed. It was con¬ 
sidered that sufficient drainage had been made by the 
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missile; however, the temperature (oscillating from 98-6° to 
105°) and pulse remained unsatisfactory. The dressing was 
removed on the seventh day after admission and new drains 
were inserted. The following day haemorrhage occurred. An 
anaesthetic was given, but on removing the dressing the 
bleeding was found to have ceased. Drains were again 
inserted on this date. Further dressings were unnecessary, 
patient’9 temperature and pulse returning to normal, aDd 
remaining normal for a period of 14 days, during which time 
the dressing was not touched. He was transferred to hospital 
ship on May 20th. 

Case 3.—Private, aged 29. Admitted on May 18th, 1916, 
with a large (10 by 5 inches) and freely suppurating liesh 
wound of the back, extending to the crests of the ilia; 
muscles exposed over whole area. Wound dressed. The 
patient was nursed in a prone position. For the first five 
days the temperature oscillated—morning 99° F., evening 
102'2°; the pulse averaged 84 per minute. The steady pulse- 
rate permitted of leaving the dressing unchanged. During 
the next five days the temperature was—morning 99°, even¬ 
ing 100° ; pulse averaged 76. On removing the dressing ten 
days after admission healthy granulations had filled in the 
wound flush with the skin, and the silvery line of advancing 
epithelium surrounded the wound A to 1 inch from the skin 
margin. Dressed again on June ist, when patient was 
discharged. 

Case 4.—Private, aged 21; gunshot wound of left fore¬ 
arm, compound fracture, and flesh wound of left thigh. 
Admitted on April 29th, 1916. Temperature 99° F.; wounds 
dressed. Forearm dressed on May 1st. On the fourth day | 
ordinary drainage operation, the indication for this being 
the swinging temperature (99°-102 2°) with pulse-rate averag¬ 
ing 104 On the third day after operation, the temperature 
and pulse showing but little improvement, the dressing was 
removed for investigation. Two days later another dressing 
was effected ; this was unnecessary and should have been 
recognised as such by the lessening swing of the tempera¬ 
ture and the diminishing pulse-rate. Patient now rapidly 
improved, pulse and temperature remaining normal until 
his transference to hospital ship on May 20th; wound not 
dressed. The dressing had been left in situ for 11 days. 

Case 5.—Lance-corporal, aged 22; gunshot wound of 
right arm, compound fracture, and of left forearm, 
compound fracture; two fingers amputated; fracture of 
upper jaw; double fracture of lower jaw. Admitted to this hos¬ 
pital on May 11th, 1916, nine days after injury. On admission 
the wounds were dressed ; all were suppurating. Temperature 
and pulse normal. Fifteen days later (previous to patient’s 
transference to hospital ship on May 27th) the wounds were 
again dressed and had made very satisfactory progress. 
Patient’s general condition had "considerably improved, 
temperature and pulse remaining normal during his stay in 
hospital. 

Case 6.—Private, aged 24; compound fracture of humerus, 
elbow-joint involved. Admitted on April 9th, 1916; tempera¬ 
ture 101° F., pulse 118; wound dressed. On the 11th wound 
dressed; an arm bath was also given on this date and at 
other times, the last being on the 30th. On the 12th several 
large pieces of shattered bone were removed through the 
wounds on either side of the elbow; at this time tempera¬ 
ture was swinging (103°-100°), with high pulse-rate. During 
the next fortnight the wounds were re dressed every day or 
so. At the end of this time (April 26th) more bone was taken 
away to allow more efficient drainage. His general condition 
had deteriorated; temperature 101*4°-98°, pulse-rate keep¬ 
ing over 100. Patient had a good movement of his lingers, 
and on this account amputation was delayed. In the next 
three days (three weeks after admission) his condition 
became very critical, and at the last dressing at this time 
but little hope was entertained of saving his arm, the patient 
begging to have it amputated. However, his condition now 
slightly improved day by day and in another week rapidly 
improved. The dressings anti splint became soaked with dis¬ 
charge, but in a fortnight he was up and walking about the 
ward feeling comfortable and looking the picture of health. 
When the wound was dressed after an interval of three weeks 
the two large wounds on either side were filled with firm 
granulation tissue with the exception of a sinus leading down 
to the ends of the bones from each side. Epithelium had 
covered large areas of the newly formed tissue. The tempera¬ 
ture had been normal since May 3rd. Patient transferred to 
hospital ship on May 26th, on which date the wound was 
dressed. 

Case 7.—Private, aged 21 ; gunshot wound of right thigh, 
compound fracture of femur. Admitted on April 29th, 
1916. A through-and-through wound. The femur was com¬ 
minuted. The thigh and leg were well supported and 
extended on a Jones’s splint. During the first ten days the 
wounds were dressed three times. The temperature was 
swinging daily (101 u -98'4° F.); then the pulse-rate and tem¬ 
perature returned to, and remained at, normal. The wound 
was re-dressed after 16 days’ interval, and the patient trans¬ 
ferred to hospital ship on June 1st, when the wound was 
dressed. 


CIntiral Stotts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


A CASE OF PERSISTENT FEVER. 
By G. L. Turnbull, M.A., M.D. Oxon. 


The temperature chart of the following case seems to be 
sufficiently interesting to put on record. The striking 
feature of the illness was that, notwithstanding the violent 
fluctuations of temperature, the patient did not appear really 
very ill at any time, nor did she feel so, except during the 
sudden rises of temperature. 

History of present illness .—On Feb. 8th the patient, aged 27, 
previously perfectly healthy, began to have a heavy “ cold in 
the head and cough” with a rise of temperature, but of this 
no record was kept. She staved in bed next day and the 
following few days, until the i4th. On the 16th she went out, 
still having a cold and a cough. There was no expectoration. 
She thinks her temperature was ranging from 100 to 101° F. 
She went to bed again on the 17th with a temperature of 103°. 
There had been no headache or muscular pains throughout. 
Ou the 19th I was called to see her. She then had no coryza, 
but had a slight cough. The tongue was clean, the tempera¬ 
ture was 103°, and the pulse rate 108. On examining the 
chest the heart sounds were normal. A few slight catarrhal 
(bronchitic) rales were heard over the base of both lungs. 
There was no sputum. The abdomen was normal. The 
appetite was fairly good. In the throat nothing abnormal 
was seen. 

Progress of the case .—The bronchial r&leB disappeared in 
a few days, and from that time onwards no new sign 
developed. The temperature oscillated between normal and 
105°, and each considerable rise was accompanied by a 
definite rigor. Throughout the illness the appetite was good. 



On Feb. 25th, at 10 a.m., a note was made of the patient’s 
condition that it was very good, considering that her tem¬ 
perature was between 104° and 105°. The pulse was 120 and 
regular, respirations 28, and the tongue was moist and not 
furred. The patient had taken her food well. In lungs and 
heart nothing abnormal was detected. On the 24th a 
catheter specimen of urine was obtained, and the report from 
Dr. G. L. Eastes’s laboratory Btates that no bacteria were 
found in stained films. On incubation there was no growth 
indicative of infection of the urinary tract. On the 26th 
specimens of blood were taken and examined by the agglu¬ 
tination test for typhoid, paratyphoid A, and paratyphoid B 
with a negative result. On the 25th 10 c.c. of blood were 
withdrawn from the arm by Dr. A. P. Beddard, and six 
cultures made at the same laboratory. All the cultures 
remained sterile except two in which staphylococci grew, 
which were considered accidental contaminants. On the 
28th the following report on the blood was obtained : “ Red 
corpuscles, 3,925,000 per c.mm.; white corpuscles, 4500 per 
c.mm.; haemoglobin, 74 per cent, of the normal; colour 
index, 0'9. Differential count of 300 white corpuscles : Small 
lymphocytes, 11*7 per cent.; large lymphocytes, 5-8 per cent.; 
polymorphonuclears, 82*7 per cent.; eosinophiles, 0*0; mast 
cells, 0 0. There is no poikilocytosis or polychromatophilia. 
No abnormal cells are found. No malarial parasites are 
found.” 

On March 3rd another examination showed the number 
of white corpuscles to be 14,500 per c.mm. Differential 
count: Small lymphocytes, 143 percent.; large lympho¬ 
cytes, 2 - 3 per cent.; polymorphonuclears, 83 4 per cent.; 
eosinophiles, 0 0; mast cells, 0*0. On the 22nd a swab from 
the pharynx revealed nothing of importance. Cultures 
made from it showed neither influenza bacilli nor pneu¬ 
mococci. 
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With regard to medicinal treatment, quinine in 3-grain 
doses everv four hours was given on Feb. 25th and 26th, but 
failed to prevent rises of temperature and was discon¬ 
tinued. On Feb. 27th and 28th small doses of strychnine 
were given hypodermically. Aspirin was taken during the 
first ten days of the illness. Phenacetine in 5-grain doses 
was given on Feb. 25th and 26th, three doses in all. and then 
stopped. On March 11th, at Sir Thomas Barlow’s suggestion, 
quinine was again begun in doses of two grains three times 
a day and continued for a week. 

The patient made a complete recovery with rapid con¬ 
valescence. 

The chief interest of this case lies in the diagnosis. First 
of all it was thought, owing to the catarrh and fever at the 
onset, to be an influenza. When the temperature began at 
about the eleventh day to be accompanied by rigors the 
possibility of ulcerative endocarditis was taken into con¬ 
sideration. But no heart murmurs were heard at any time, 
nor did the patient present the appearance of such a case. It 
was hoped that examinations of the blood would give some 
clue. It certainly enabled us to exclude typhoid and para¬ 
typhoid and any form of malaria. The possibility of local 
suppuration was duly considered, but no focus of mischief 
could be discovered either in the mouth or abdomen. 
Digital vaginal and rectal examination revealed nothing. 
Nor did the blood counts give any assistance. The urine 
again was sterile, so that pyelitis could be excluded. Finally, 
the blood cultures gave us a negative result. But all the same 
it is possible that some form of septicaemia was at the 
bottom of the trouble, and that at the moment the blood was 
withdrawn no bacteria were present. This seems to be the 
most probable explanation, and the case may have been one 
of pneumococcal septicaemia. 

I have to thank Dr. Jleddard for his valuable advice and. 
assistance, and also Sir Thomas Barlow, who kindly saw the 
patient with me towards the end of the illness. 

La. fbr' ke s.inure, w. 

BAYONET WOUNDS OF THE CHEST: 

A REMARKABLE CASE OF TENACITY OF LIFE. 

By Sydney D. Rhind, M.R.C.S., L.R.C.P. 

In a friendly bayonet match Trooper - accidentally 

received two thrusts in the chest, from the effects of which 
he subsequently died. Seen three-quarters of an hour after the 
accident, the patient was suffering from a left-sided pneumo¬ 
thorax and internal haemorrhage, and from the wound in the left 
side were protruding about 4 inches of colon and mesentery. 
He was extremely dyspnceic and vomited several times. An 
abdominal section was performed under general anmsthesia. 
A little blood, but no stomach or intestinal contents, was 
found in the abdomen, and no bleeding point or injury to 
stomach, spleen, or other viscus was discovered. The patient 
was transfused throughout the operation, which lasted half 
an hour, and he lived for 6j hours afterwards, dying from 
internal haemorrhage. 

On post-mortem examination it was found that the first 
wound, beginning in the ninth space in the left mid- 
axillary line, passed through the pleural cavity and dia¬ 
phragm into the abdomen and pierced the fundus of the 
stomach, then through the diaphragm again into the right 
ventricle, injuring the septal cusp of the tricuspid valve, 
through the right auricle, and ended just beneath the skin 
above the right nipple. The second wound punctured the 
base of the right lung. Each wound in the heart would 
comfortably admit the index finger. Both pleurte were full 
of blood. 

It is astounding that a man should survive for 8-j hours 
and live through a severe operation with two large wounds of 
the heart and a hsemopneumothorax on one side and a 
hsemothorax on the other. 


Poliomyelitis in Scotland. — Dr. A. Maxwell 
Williamson, medical officer of health for Edinburgh, informs 
us that there has beeu no outbreak of acute poliomyelitis in 
his district. In view of the outbreak in Aberdeen and 
the consequent apprehension of a spread of the disease 
to other large centres, he thought it advisable to issue a 
public statement to this effect, adding that in the event of 
any cases occurring in Edinburgh preparation had been 
made to deal with them and to supply the needful hospital 
accommodation. 


^kfckfos anh Strikes of Jooks. 


Principles of Diagnosis and Treatment in Heart 
Affections. 

By Sir Jambs Mackenzie, M.D. Edin.. F.B.S., kc. 

London : Oxford University Press. 1916. Pp. 264. Price 
. 7*. 61 i. net. 

Sir James Mackenzie, in epitomising the principles which 
underlie his teaching, introduces us to the present 
position of teaching and of practice in relation to heart 
affections. The book is opportune. The rousing of the 
whole nation to a pitch of utmost physical and mental effort 
needs must lead to a degree of strain to determine the 
consequences of which will devolve upon the medical pro¬ 
fession. Upon the medical profession also will fall the 
burden of undertaking the appropriate treatment of those 
individuals, both men and women, whose power of response 
to the unusual demand is found to be inadequate. Already 
it has become apparent, as might have been expected, 
that the heart and the nervous system, representing 
the two master tissues of the body, are feeling the brunt 
of the strain most and are yielding in consequence. 
Practitioners will need all the help they can be given 
in the routine examination of their patients to enable them 
to estimate aright the meaning of the signs and symptoms 
which a close investigation reveals. Following the termino¬ 
logy of the author, is such and such a finding “ physio¬ 
logical,” or is it ‘’functional,” or is it “organic”? These 
are the questions that will come up for solution again and 
again. Upon the doctor's answers to them will depend the 
duration of rest advisable before the soldier returns to active 
service or the woman to her war work, the decision that they 
shall not return at all, and the form of treatment that shall 
be adopted. It will be more and more a day of symptoms 
and less and less a day of signs, and if we are to do the best 
for the immediate future of the race we shall be careful to 
study these early evidences of disease that are being pre¬ 
sented to us in rapidly growing numbers. 

In the investigation of affections of the heart we owe 
to Sir James Mackenzie a great advance in our knowledge 
of many of the early signs and symptoms met with in the 
investigation of our cases. Out of the chaos of heart 
irregularities, to name one important group of signs, this 
worker has produced a reasonable order of things which, 
at the least, is very valuable as a suggestive basis for 
methodical observations. Like all truly scientific minds, 
Mackenzie holds bis conclusions lightly and is prepared to 
accept different ones should these better fit the facts ; and 
he makes a frank admission that some of his facts must 
wait for further associations and more abundant repetition 
before their full meaning becomes clear. The introduction 
of systematic graphic methods of recording the movements 
of the heart and blood-vessels, with a special notation for 
the curves thus obtained, has given an enormous impetus 
to the study of the more obscure forms of heart disease, and 
Mackenzie's own life-work in this direction has become an 
established precedent all over the world. The chief value 
of this instrumental work, which must necessarily be largely 
of a research nature, is to act as a criterion for simpler 
clinical observations and as a guide to further investigations. 
Mackenzie’s long and painstaking observations have led him 
to conceptions with regard to the cardiac muscle, its 
functional vagaries, and its organic changes that serve to 
illumine the darkness which shrouded this subject up to a 
few years ago. It was known that upon the integrity of the 
myocardium ultimately depended the power of the heart to 
respond to effort and to pursue its necessary work in the 
face of valvular defects. But very few observers laid 
themselves out to study the signs and symptoms of com¬ 
mencing failure of this myocardial integrity, and fewer still 
were able to record any observations that took us beyond 
the entrance to this unexplored domain. Mackenzie has 
made a path well beyond the entrance into a region that 
promises great rewards for patient and observant research. 

The book before us restates in lucid and characteristically 
emphatic language the attitude of the author towards these 
questions, and sets out the manner in which he advises a prac¬ 
titioner to approach a case of suspected heart disease. The 
book presents in succinct fashion the matured teaching of 
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its author. The several chapters were written for a series 
of lectures to post-graduate students and others; the 
colloquial form of expression, purposely retained, adds 
point and force to the book. The introduction of a number 
of aphorisms, printed in heavy type as the headings of the 
subsections, may be of great value to future writers. The 
personal note is frequent in the book, and such pioneering 
work as is here presented justifies this. Into the more 
critical paragraphs there creeps a slight hardness which is 
perhaps to be regretted, seeing that the prophet has long 
since received his mantle. 

We heartily recommend every practitioner to peruse this 
book and to incorporate it3 teaching thoroughly with his 
present knowledge. To what degree he shall permit himself 
to base the whole of his ideas on the subject of heart 
affections upon its teaching we leave to his own 
judgment. Were the book intended primarily for the 
student, which it very wisely is not, we should have 
some definite advice to offer. Suffice it to say, that 
Mackenzie's invaluable lectures are an amplification of, 
rather than a substitute for, the better known and older 
expositions upon the same subject. Good work is good for 
all time, not merely for the day on which it is done. If the 
foolish embellishments and the confusing ambiguities by 
which the results of the older methods of clinical examina¬ 
tion of the heart and blood-vessels were so often spoilt be 
omitted, there is no observation elicited by their means which 
is incompatible with the observations made by Mackenzie 
and his co-workers. Nor is the doctrine of valvular lesions, 
“compensated” and “uncompensated,” with their effects 
upon the circulation, incompatible with the teaching of 
the school whose motif is “ heart failure ” in its various 
grades and with its divers results. There is a danger 
that the student, with his bias towards the new and the 
untried, will consider the older methods to be either no 
longer necessary or unreliable. Already he tends to talk in 
terms of “ extra-systoles ” and “auricular fibrillation ” the 
while he omits accurately to localise the apex beat or to 
note the size of the pulse at the wrist. No doubt an undue 
importance has been ascribed to heart murmurs, and 
the student’s mind has been given too partial a view as 
to their significance by some teachers of medicine. But 
there have always been those who warned him against form¬ 
ing conclusions from a single physical sign, be it a systolic 
murmur, bronchial breathing, or a high blood pressure. 
It is right to pin his attention down to the crude facts 
of the clinical examination, because his salvation lies in his 
teachers making as much use as possible of the brief oppor¬ 
tunities given them to train his powers of observation. That 
the average student is sent out into the world with these 
crudities still representing his whole knowledge of the effects 
of disease is one of the acknowledged faults of our medical 
curriculum. Nor does it concern only his knowledge of 
heart affections. And yet it is doubtful if anything except 
responsible practice can fit him for judicial consideration of 
the truth of many of the statements in the book now before 
us. Which is probably what Sir James Mackenzie himself 
has in mind when he asserts as the first aphorism in 
Chapter I., “The progress of medicine will be hampered 
and delayed till the general practitioner becomes an 
investigator.” 


LIBRARY TABLE. 

1. The Nem Public Health. By Hibbkrt Winslow Hill, 
M.D., D.P.H. New York: The Macmillan Company. 
Pp. 206. Price 5». 6 d. net.—2. Fighting Dirt. By Ernest 
Hood. With an Introduction by S. S. F. Fletcher, M.A. 
London : George G. Harrap and Co. Pp. 224. Price 1*. 8 d .— 
3. The Nation of the Future: A Survey of Hygienic (Conditions 
and Possibilities in School and Home Life. By L. Haden 
Guest, M.R.C.S. Eng., L.R. C.P. Lond., School Medical 
Officer, London County Council; Medical Superintendent, 
St. George’s Dispensary and School Clinic; Temporary 
Major, R.A.M.C, London: G. Bell and Sons, Limited. 
Pp. 115. Price 2». net.—These three books have the 
common and excellent aim to teach the public to think 
hygienically. Dr. Hill’s book consists of the revision and 
expansion of a series of articles contributed in 1912 to 
the Journal-Lancet of Minneapolis. The articles, we learn 
from the preface, were furnished by the proprietor of 
this newspaper to the 1100 other newspapers in the United 
States and to 50 newspapers in Canada, so that the teaching 


of the book has already received wide publicity. The 
probability is that a great deal of good has been done 
thereby. A deliberately colloquial style has been adopted, 
and the lessons laid down lose nothing of their solid 
value from the author’s raciness. Medical men could 
recommend to their patients no better book from 
which to get sound instruction on the dangers incurred 
by the community through disease and on the proper 

directions in which defence should be organised.- 

The second volume is an interesting and amusing little 
book, written by the head-master of the “mixed depart¬ 
ment ” of the West Leigh Council Schools, Southend. 
The author’s idea has been to tell the story of a crusade 
against dirt in military terms, the body being a fort and 
the mind the commander of that fort; the doctor’s duty 
he depicts as being to strengthen the defences, the enemy 
being diseases of all sorts. The tremendous current events 
of to-day have been cleverly seized upon by Mr. Hood to 
illustrate pathological dangers, and especially those of un¬ 
hygienic habits. For example, on two consecutive pages 
entitled “ Dangers of the Air,"on the one we have a sketch 
of a Zeppelin in full flight over a town, and on the other 
five people stifling in a railway carriage with the windows 
and ventilators shut. “ Many people,” says the legend under 
the latter picture, * 1 regard the airship as the greatest danger 
of the air. They are wrong. The greatest danger of the 
air is a poisonous gas which accumulates in rooms and 
railway carriages when the occupants keep windows and 
ventilators shut. As a guide to hygiene for popular use this 

little book has great merits.-Major Haden Guest has put 

together in book form some interesting papers comprising a 
survey of the hygienic conditions and possibilities in school 
and home life. The papers were published separately before 
the war, but their collection as a book was corrected at the 
front, where the author was able to appreciate that only 
proper care of the children can yield a high percentage of 
strong adults. Major Guest knows his subject and writes 
clearly and well. 

Modern Medicine and Some Modern Remedies : Practical 
Notes for the General Practitioner. By Thomas Bodlet 
Scott. London : H. K. Lewis and Co., Limited. 1916. Pp. 
xv. +159. Price 4s. 6 d. net.—Dr. J. B. Scott has written these 
essays at odd times and in odd places during his life as a 
busy general practitioner, and in a little apology claims for 
them the forbearance and sympathy of professional brethren. 
The essays require no apologetic introduction ; they are 
sound, practical, and clear contributions to the understand¬ 
ing of disease. We agree with Sir Lauder Brunton, who 
contributes a brief preface to the collection, that few if any 
medical men will rise from its perusal without knowing some¬ 
thing of which they were previously ignorant. If other men 
qualified like Dr. Scott will follow his example and write down 
the results of their experience, the medical profession will 
gain greatly in knowledge and patients will benefit by 
practical improvements in general and special therapeutics. 
The valuable work done by many general practitioners is very 
usually known only to patients in the district who have 
directly benefited by it, and to certain consultants who at 
different times have been summoned into counsel, and 
we may repeat here a regret, registered on previous 
occasions, that the experiences of those who conduct large 
private practices are seldom put on record. The lessons in 
therapeutics of a general sort which they could impart do not 
lend themselves to literary shape, while the contents of their 
case books cannot, for obvious reasons, be used with the 
freedom of hospital reports. But the conduct for many years 
of a great general practice, in the scope of whose working 
persons of all classes suffering from innumerable ills are 
included, gives the practitioner a knowledge not only of 
pathology and therapeutics, but of men and manners, the 
fruits of which knowledge the medical profession would 
gladly share. Dr. Scott, by presenting his experiences in 
the form of general memoranda, written out of ripe experience, 
has produced a useful little book of essays. 

The Purpose of Education : An Examination of the Educa¬ 
tion Problem in the Light of Recent Psychological Research. 
By St. George Lane Fox Pitt. New edition, with preface 
by Emile Bodtroux, de l'Acadcmie Framjaise. London 
and Cambridge: Cambridge University Press. Pp. 144. 
Price 2j. 6d. net.—In this small book Mr. Fox Pitt examines 
the problems of education in the light of recent psycho¬ 
logical research. He has considerable familiarity with what 
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experimental psychology has done in recent times, and with 
the stress he lays on the educational value of high ideals we 
have eiery sympathy. The preface contributed by Professor 
Emile Boutroux in the form of a letter is translated by Dr. 
H. Wildon Carr, and the following passage therefrom may be 
taken as a suggestive intimation of Mr. Fox Pitt’s teaching. 
“Let us not fear then to affirm that the essential object of 
education, particularly at this present time, is the reconcilia¬ 
tion of science, which makes us know the action of the 
environment or of things on the human consciousness, with 
religion which gives to our inner dispositions their highest 
and most beautiful form. Instinct and science are capable 
of themselves of contributing greatly to this reconciliation. 
But the work is the supreme and essential function of reason, 
in whose regard whatever is, has, as Aristotle has said, its 
principle in the intimate unity of what is supreme both as 
intelligible and as desirable.” We commend this small 
book to all thoughtful readers. 

The Psychology of Relaxation. By George Thomas White 
Patrick, Ph D. Boston and New York: Houghton Mifflin 
Company ; Cambridge : The Riverside Press. 1916. Pp. 280. 
Price 5s. net.—Dr. Patrick, who is professor of philosophy 
in the State University of Iowa, has written an interesting 
book and written it well, but it has not at the present 
moment much appeal to this country. We are living in 
times when, however much we may desire not to work under 
pressure, we feel that in this way only can our work be done. 
It is true that Ruskiu said that many of the great things of 
the world have been done with great ease and not with 
great effort, but it is also true that a great deal of what 
that eloquent and brilliant man said has not been found to 
hold water. None of the parties to the world-war would 
subscribe to the view that operations can be carried on 
without the most strenuous struggle—anything in the form 
of relaxation of strain would be fatal. Certain of the 
chapters in this book received wide notice when they 
appeared in various periodicals, for the author is an able 
and amusing writer. The last chapter is on war, and the 
author does not seem to be competent to write about the 
subject. 

The Adolesoent Period: Its Features and Management. 
By Louis Starr, M.D., LL.D. London : H. K. Lewis and 
Co., Limited. 1916. Pp. vii. + 211. Price 4s. 6 d .—This book 
consists of notes on the physical and psychological changes 
which may be met with in the period between childhood and 
adult age. We do not know upon what evidence the author 
bases a statement that the years immediately before and 
after puberty are marked by much bad health and the many 
disorders of physical and mental changes incidental to 
development. He sets out rather an amazing list of these 
disorders, and we feel fairly certain that the medical 
practitioners in this conntry and the medical officers of 
onr public schools would not support his estimate of their 
frequency or of their importance. 

That Life is the Origin and Purpose of the Universe. 
By T. G. Palmer Hallett, M.A. London: Cecil Palmer 
and Hayward. 1916. Pp. 75. Price 3,«. 6d. net.—Mr. Palmer 
Hallett gives his title in the form of a thesis, and it is one that 
is little in dispute. We do not find that he throws any light 
upon the obscurer arguments in the tremendous proposition ; 
rather he seems to darken counsel by his flow of words. 

The Johns Hopkins Hospital Reports. Vol. XVII. 
Baltimore: Johns Hopkins Press. Pp. 586.—The seven¬ 
teenth volume of these reports consists of eight long con¬ 
tributions on clinical and pathological subjects. They have 
been carefully selected, are for the most part excellently 
written and illustrated, and deal with subjects of great 
interest, as will be seen from the following selection of 
titles: “Free Thrombi and Ball Thrombi in the Heart” 
(Dr. Joseph H. Hewitt), “Benzol as a Leucotoxin” 
(Dr. Lawrence Selling), “The Origin and Development 
of the Lymphatic System ” (Dr. Florence B. Sabin), and 
“Venous Thrombosis during Myocardial Insufficiency” 
(Dr. Frank J. Sladen and Dr. Milton C. Winternitz). 
The longest contribution in the volume comes from Dr. 
Frederick L. Hoffman, F.S.S., who narrates the statistical 
experience of the Johns Hopkins Hospital, Baltimore, from 
1892 to 1911. This is a paper which every medical 
statistician ought to read, as much because it illustrates 
the difficulty of making accurate deductions from medical 
statistics as because of the information it contains. The 


Johns Hopkins Hospital Reports are among the very best 
hospital reports that now emanate from any medical centre. 
They are issued without regard to either labour or expense, 
and are a fine expression of American resolve to produce 
completeness regardless of cost in money or effort. 

Maemillan and Another v. Nursing Press, Limited, and 
Others. London: The Proprietors of the Jlospital. 1916. 
Pp. 85. Price 1*. net. —This is a full report of the trial of 
the action for libel brought by Messrs. Macmillan and Co., 
publishers and owners of the Nursing Times, and Miss 
Swanhilde Bulan, the editor of the paper, against the 
“Nursing Press, Limited,” Mrs. Ethel Gordon Fenwick, 
and the Press Printers, Limited. The libels alleged were 
contained, it will be remembered, in articles which 
criticised the Nursing Times generally, and more par¬ 
ticularly the employment as editor of Miss Bulan, a lady of 
German parentage, naturalised shortly after the commence¬ 
ment of the war. The jury returned a verdict for the 
plaintiffs and awarded £500 damages, the defendants 
undertaking not to publish in future anything similar to the 
words complained of. The trial took place before Mr. 
Justice Ridley in March, 1916, and, presumably, the interest 
taken by the nursing profession in the matters discussed is 
the reason for the issue of the shorthand report of the pro¬ 
ceedings in volume form. 


JOURNALS. 

Rritish Journal of Surgery. —We have received the 
third volume of this periodical. In several countries there are 
journals devoted to surgery, but the British Journal of Surgery 
need fear comparison with none. In matter, in printing, 
and in illustration it is extremely good, and the writers, 
the editor, and the publishers may all be congratulated on 
the result. Even in a time like the present, when the 
storm and stress of war might be thought to interfere with 
the production of such a journal, and when so many surgeons 
are engaged in the service of their country, it has pursued 
the even tenor of its way, and it has not in the least fallen 
short of the high standard which it set for itself in 
the first number. Every number of the Journal contains 
an account of some illustrious surgeon of the past, illus¬ 
trated by an excellent portrait, and these accounts are of 
great interest and value, for in the rapid progress made by 
surgery within recent years and continuing at the present 
time, there is no little risk that we may be unmindful 
of the great deeds of our predecessors. It is only natural 
that in war time many of the contents should deal with war 
surgery, and these papers will prove of great value when 
the surgical history of this world-wide war comes to be 
written. Diverse are the views often expressed, for in this 
war we have met with many surgical conditions which have 
never arisen before, and those surgeons taking part in it 
have had to feel about to find the most suitable treatment 
for these new conditions. Some points have been settled, 
but others still remain in doubt. We would impress on all 
surgeons the need to subscribe to this journal, for it 
deserves vigorous support. 


LITERARY INTELLIGENCE. 

A treatise is announced by Messrs. J. and A. Churchill 
on “ The Practice of Gynaecology,” by Dr. Henry Jellett, the 
Master of the Rotunda Hospital. The volume is a fourth 
and enlargod edition of his previous book, “ A Short Practice 
of Gyniecology,” and contains many coloured illustrations. 

Messrs. Masson et Cie (Libraries de l’Academie de 
Medecine, 120, Boulevard Saint Germain, Paris) announce 
the issue of a series of brief practical monographs on 
subjects connected with the medicine and surgery of the 
war. Three volumes have already appeared : 1. La Fit':vie 
TyphoYde et les Fievres Paratypho'ides. By Dr. H. Vincent, 
army medical inspector, and Dr. L. Muratet, superintendent 
of the Faculty of Medicine at Bordeaux. 2. Les Formes 
Anormales de" Tetanos. By Dr. Courtois-Suffit and Dr. 
Giroux; with a preface by Professor Widal. J. Traitement 
des Fractures, Vol. I. By Professor Leriche (Lyon). With 
97 illustrations. Other "volumes promised by tile end of 
September are: Traitement des Fractures. By Professor 
Leriche. Tome II. Le Cholera, les Dysenteries, le 
Typhus Exanthematique. By Dr. H. Vincent. Hysterie, 
Fithiatisme, et Troubles Ncrveux. By Dr. J. babinski 
and Dr. J. Froment. Psyctaondvroses de Guerre. By 
Professor G. Roussy and Dr. J. Lhermitte. Formes 
Cliniques des Ldsions des Nerfs, and Traitement et Restanra 
tion ties Lesions des Nerfs. By Mme. Athanassio-Benisty; 
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with a preface by Professor Marie. Les Blessures du Cerveau. 
By Dr. C. Chatelin. Le Traitement des Plaies Infect^es. 
By Dr. A. Carrel and Dr. G. Dehelly. Traitement Operatoire 
des Plaies du Crane. By Professor De Martel. Les Blessures 
de l’Abdomen. By Dr. J. Abadie. Les Sequelles Ost^o- 
Articulaires des Plaies de Guerre. By Professor A. Broca. 
La Prothese des Membres en Chirurgie de Gaerre. By Pro¬ 
fessor A. Broca and Dr. Ducroquet. Localisation et Extrac¬ 
tion des Projectiles. By Professor Ombredanne and Dr. L. 
Ledoux-Lebard. Each volume costs 4 francs. 

Among the autumn announcements of the Cambridge 
University Press (Fetter-lane, London, E.C.) will be found 
the following Catalogue of Scientific Papers. Fourth 
Series (1884-1900). Compiled by the Royal Society of London. 
Vol. XV. Fitting-Hyslop. Collected Scientific Papers. By 
John Henry Poynting, Sc.D., F.K.S. Comptes Rendus of 
Observation and Reasoning. By J. Y. Buchanan, M.A., 
F.K.S. The Anthocyanin^Pigments of Plants. By Muriel 
Wheldale. Growth in Length. Embryological Essays. By 
the late Richard Assheton, M.A., Sc.D., F.R.S. Illustrated 
with 42 figures. The British Journal of Psychology Mono¬ 
graph Supplements. No. IV. The Psychology of the 
Organised Group Game. With Special Reference to its 
Place in the Play System and its Educational Value. By 
Mabel Jane Reaney. With a Preface by Dr. Kimmins, 
chief inspector of the Educational Department, London 
County Council. Cambridge Botanical Handbooks. Edited 
by A. C. Seward and A. G. Tansley. Algae Volume I. : 
Myxophyceie, Peridinieaj, Bacillarieae, Chlorophycere, 
together with a Brief Summary of the Occurrence and Dis¬ 
tribution of Freshwater Algae. By G. S. West, M.A., D.Sc. 
The Elements of Pain and Conflict in Human Life con¬ 
sidered from a Christian Point of View. Lectures delivered 
at the Cambridge Summer Meeting, 1916. Europe in the 
Nineteenth Century (1815-1878). By John E. Morris, 
D.Litt. With 8 maps and 3 pedigrees. On the History, 
Life, Literature, and Art of Modern Russia. Lectures 
delivered at the Cambridge Summer Meeting, 1916. Edited 
by J. D. Duff, M.A. 


ftrlu fnbcntiuns. 


A LEG-SPLINT WITH ADJUSTABLE FOOT-PIECE. 

Our attention has been drawn by Captain J. W. Walker, 
R.A.M.C. (T.), to an improved leg-splint which, as shown 
in the illustra¬ 
tions, has a 
hinged foot- 
piece, allowing 
the foot to be 
washed and 
dressed without 
discomfort or in¬ 
jury to the leg. 

The foot-piece is 
held firmly by the side supports, which are easily released 
when desired. Pressure on the heel is prevented and the 

position of the 
foot can readily 
be changed so 
as to lessen the 
risk of stiffness 
of the ankle. 
The splint has 
been found use¬ 
ful in many 
cases under 
treatment at military hospitals at the present time. The 
inventor of the splint is Miss Grace Campling. Green- 
mead, Bexley, Kent. _ 

A PNEUMATIC CRUTCH-TOP. 

For men who require crutches for long periods the kind 
of crutch-top is a matter of great importance. Dr. C. R. A. 
Thacker sends a photograph and specification of a pneumatic 
crutch-top which has been suggested and made by Mr. It. C. 
Pierce, M.I.E.E., and has been found useful and efficient in 
cases of established and commencing crutch paralysis at the 
Wordsworth Grove Red Cross Hospital, Cambridge. The 
general build of the crutch is sufficiently shown in the 
photograph. The construction is given by Mr. Pierce as 
follows. A pair of ordinary crutches was taken and existing 


padded tops removed. A wood top made of basswood was 
fitted to each. Two wood discs of oak were turned and 
fitted to two supports with glue and wood screws. This was 
then varnished with shellac to prevent any porosity. A 
piece of rubber tube, being a part of an inner motor-car tube 
of suitable size, was then attached to each disc first with 
seccotine and then by binding wire. Over this was placed 



an outer cover of cotton fabric so as to prevent the tube 
stretching, similar to the outer cover of a motor-car tyre, 
but, of course, quite thin; canvas fire-hose would probably be 
more suitable than the present sewn covers. A bicycle tyre 
valve was fitted to provide means of introducing air to any 
desired pressure, but low pressure of about 2 or 3 pounds 
per square inch seems best. This fitting was chosen because 
it was thought that in many cases more pressure might be 
needed than can be got from the mouth, and bicycle pumps 
are both plentiful and cheap. The inventor adds that it 
might be better to put the valve in the middle of the tube 
(as in motor-cars), as at the end it is liable to injury if 
the patient drops his crutch. 


Consumption in Aberdeenshire.— Dr. Harry J. 
Rae, tuberculosis modical officer for the county of Aberdeen, 
has issued his second annual report, for the year up to 
December last. The death-rate from tuberculosis during 
the year was 103-2 per 100,000, 115 deaths from phthisis, 8 
from abdominal tuberculosis, 18 from tubercular meningitis, 
and 22 from other forms of tuberculosis. Of these. Ill deaths 
occurred in the rural areas and 52 in the burghs. A large 
proportion of the cases were domestic and farm servants, 
as might be expected from the composition of the popula¬ 
tion and the fact that those classes are frequently overworked 
and badly housed. The report notes the need for charitable 
bodies to assist cases who are being treated at home, 
whether post-institutional or not, in order to enable them 
to escape the demoralising effects of ill-health combined 
with poverty. The use of shelters, it is advised, must be 
granted with discretion. A case is cited where, though 
visited periodically, the windows of the shelter were fre¬ 
quently found closed and a stove burning, even when the 
out-of-doors atmosphere was quite mild. This shelter is 
"stuffy," and less air is admitted than in an ordinary room 
with fireplace. In the rural districts, where the houses con¬ 
sist of a “ but ” and a " ben," the patient is usually found in 
the ‘ but" or kitchen, which is frequently overheated, is 
used as a day-room, and in too many cases has not had the 
window opened for years? In such cases a course of insti¬ 
tutional treatment is necessary from an educational point 
of view before a shelter can be of much advantage. The 
report notes the large number of “ box-beds " still in use in 
the country, and it is a noticeable fact that the most 
advanced cases aro often associated with insanitary or other¬ 
wise unsatisfactory dwellings. Dr. Kao notes the delay 
which very often occurs in seeking modical advice where 
early phthisis is present and where patients have uncon¬ 
sciously been spreading their disease. 
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Science and the National Service. 

The annual meeting of the British Association 
for the Advancement of Science has been held 
during the past week at Newcastle-on-Tyne, under 
the presidency of Sir Arthur Evans, and, although 
the proceedings were less voluminous and in some 
ways less striking than usual, the work done has 
been valuable. Further, the holding of the meet¬ 
ing, as well as the words of some of the prominent 
speakers, form a proof that it is the intention of 
this country to develop our scientific resources in 
the national service. Sir Arthur Evans is the 
Professor of Prehistoric Archaeology at Oxford, and 
his presidential address dealt with the origins and 
forerunnersof European civilisation, but although he 
invited his hearers to contemplate “a theme which, 
in the midst of Armageddon, draws our minds 
from present anxieties to that still passionless 
domain of the past which lies behind the limits 
even of historic controversies,” there was much in 
what he said of the highest topical interest, espe¬ 
cially in respect of the educational future of the 
country. With scientific intercourse broken up by 
the war and the cosmopolitan character of all 
research work obscured by the continental cata¬ 
clysm, it will be a hard struggle for the fri ends of 
science and education in the days to follow, and 
Sir Arthur Evans did not seem to expect that the 
ingrained distrust displayed by our rulers of all 
scientific advice will soon be remedied. We 
have more trust than has Sir Arthur Evans in 
the development of national good sense. The 
meeting of the British Association at New¬ 
castle was very much a business one, and 
the communications throughout had a prac¬ 
tical bearing—facts which can hardly escape 
the intelligence of the public. And as the public 
insists more and more upon scientific guidance, 
more and more will the official classes see the 
necessity of obtaining scientific advice and pro¬ 
viding facilities for scientific education. The 
circumstances in which the meeting of the British 
Association was held this year deprived the highly im¬ 
portant section of general physics of its most obvious 
and topical subjects of debate, as it was impossible 
for speakers to detail in public the advances that 
have been made in many branches of engineering 
and aviation, the latest work having been entirely 
of a confidential nature. But the practical character 
of the programme was adhered to in all places 
where this could be done without reserve. 

The First Annual Report has just been issued 
of the Committee of the Privy Council for Scien¬ 
tific and Industrial Research, and this valuable 
document in itself forms an answer to those who 
consider that the official apathy towards Bcieuce can 


never be improved. The report bears out our view 
that at length science is coming into its own in this 
country; the forces that have been organised to 
attempt this consummation have well begun their 
task. And here the war has had its uses, for little 
doubt can be left in any minds as to the value and 
importance of applied science in war. The need 
now is to carry the conviction well home that applied 
science in peace is equally vital to the nation ; and 
this can be best accomplished by inquiring, Where 
have we failed? For the war has taught us the 
lesson that we have failed in many important lines 
of industrial activity, or no special effort would 
now be needed to revise the situation. Our failures, 
in fact, form the real basis of the inquiry now begun 
by the Committee of the Privy Council and on 
many points the document is illuminating and in 
some ways full of reproach. The Committee, 
having for its advisory council Sir William 
S. McCormick (administrative chairman), Lord 
Rayleigh, Mr. G. T. Beilby, Mr. Wlliam Duddell, 
Professor Bertram Hopkinson, Professor J. A. 
McClelland, and Mr. Richard Thhelfall, com¬ 
prises standing committees of famous experts in 
engineering, metallurgy, and mining, so that its 
advice may be accepted with confidence. It opens our 
eyes to note a few examples from the report illus¬ 
trating the directions in which we have been content 
to rely upon external supplies, when with ordinary 
intelligence and application we could have been quite 
independent of these supplies. We may well ask why 
it was that “ in the early months of the war the great 
steel manufacturers were in grave danger from the 
possible exhaustion of the supply of chemical glass 
necessary for the testing of their materials and 
products,” when the subsequent assistance of 
chemists led to the indication of “ the detailed 
process of manufacturing a number of special 
glasses which were rapidly produced by progressive 
firms.” The situation was saved, but why was 
the danger incurred? It is interesting to inquire, 
also, why it was that the great china and 
earthenware industries were “ threatened with 
closure” when a consultation with the prin¬ 
cipal of a pottery school had the outcome 
that he “ was able rapidly to supply the need 
and to manufacture sufficient cones for the 
whole pottery trade.” Similar questions to those 
suggested by the report of the Committee of 
Scientific and Industrial Research may well be 
asked in regard to the preparation and manufac¬ 
ture of drugs and medicinals. Certain countries, 
of course, are favoured with vast natural 
resources. Germany, for instance, has a big 
potash reserve in its Stassfurt mines, the dis¬ 
covery of which soon gave them command of the 
potash market. Before this discovery our source of 
potassium was wood and vegetable ashes. These 
sources have been revived, but it is hardly possible 
that they can compete with foreign supplies, when 
the war is over, unless the Government will come 
to the aid of science. Events have shown that we 
can produce a whole series of modern medicinal 
products, examples of which are the synthetics, 
including the group of antipyretics, the organo- 
arsenic compounds, dyes, and so forth. We 
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possess, at all events, the raw essentials of these 
products in considerable quantities. We produce 
as much coal-tar as, if not more than, any other 
country, and, as is well known, this is the starting 
point not only of dyes but of many drugs of great 
importance in medicine. But the large production 
of synthetics, antiseptics, and dyes abroad has 
been the outcome of systematised research, 
and the country which has been pre-eminent 
in applying systematised research to industry is 
Germany, and her power and position have grown 
out of the attitude of the official classes, who 
have always paid the utmost respect to the poten¬ 
tialities of science. All inquiries and reflections 
show that in this direction our national neglect 
has been marked. 

The first report of the Committee of Scientific 
and Industrial Research makes a practical start 
towards reform by recommending for immediate 
consideration the various branches of research 
which should receive State aid, and they are 
perfectly justified in pointing out that the condi¬ 
tions for success are, first, a largely increased 
supply of competent researchers, and, secondly, a 
hearty spirit of cooperation among all concerned— 
men of science, men of business, working men, 
professional and scientific societies, universities 
and technical colleges, local authorities, and 
Government departments. Neither condition will 
be effective without the other, and it remains to 
be seen how the spirit of research, as we have 
hitherto known it in this country, w r ill be affected 
when the direction of research is dictated and 
aided by the State. The report says that “ the 
universities can and must be the main sources of 
research in pure science the discoveries in which 
are at the root of all practical and technical 
application ”; so that clearly the spirit of research 
which it suggests is quite opposed to German 
methods. For the factories in Germany are the 
centres of research, not the universities; and it 
is this fact which has rendered Germany so 
ingenious in much practical application of science. 
This country should pursue the two methods. It is 
the blend between the academic training of the 
university and lecture room with the clinical teach¬ 
ing in the ward that has produced for us our high 
standard of medical practice and medical research ; 
similar training will produce the scientific advisers 
that we need, and should secure for them properly 
paid occupation. 


The Treatment of Venereal 
Diseases. 

We agree fully with the view expressed at the 
last annual Representative Meeting of the British 
Medical Association, that it is essential to the 
satisfactory outcome of any schemes for the 
diagnosis and treatment of venereal diseases that 
the medical profession should be properly repre¬ 
sented on all committees instituted to formulate 
these schemes. A circular was issued last week by 
the Local Government Board to local authorities 
commending a suggestion made by the Repre¬ 
sentative Meeting that the local medical profession 


should be represented at all local discussions on 
the machinery to be employed by county and 
municipal authorities for the repression and 
eradication of these diseases. This is surely 
the obvious way to secure the cordial coopera¬ 
tion of the medical profession; we go further 
than this, and say that unless medical repre¬ 
sentatives are present when concrete schemes 
of administrative and pathological work are pro¬ 
posed there will be a grave risk of the Govern¬ 
ment action in the matter proving of little value. 
Unless the medical men, who will in any event have 
to diagnose and treat venereal diseases, assist in 
the institution of the methods therefor, we may 
find that in the local schemes the proper facilities 
are not made available. Some county councils and 
some county boroughs are more enlightened than 
others, while some localities have better oppor¬ 
tunities than others for setting on foot a real 
crusade against disease of any sort. It is essential 
that in every locality the services of the pathological 
laboratories of the area should be secured. Our 
universities, hospitals, and scientific centres are 
not arranged according to a pattern that has 
been decided either by density of population or by- 
facilities of intercommunication, so that it will 
require sometimes considerable tact and skill to 
equalise among the whole the advantages enjoyed 
by some. Expert medical opinion would be very 
valuable on this point, which is definitely alluded to 
in the recommendations of the Royal Commission 
on Venereal Diseases. It was urged by the Com¬ 
missioners that measures should be taken to render 
the best modern treatment of venereal disease 
readily available for the whole community, and 
only if medical men are present at the organising 
meetings to explain what are the best methods and 
to assist in the general arrangements, is it likely 
that persons affected by venereal disease will take 
advantage without hesitation of the chances of 
treatment afforded. 

The work of the Royal Commission on Venereal 
Diseases received remarkable endorsement in the 
minds of all thinking persons as soon as the report 
was issued, and the recommendations of the Com¬ 
mission, as we know, have been largely adopted by 
the Government. At this moment the issue by the 
National Council for Combating Venereal Diseases 
of a synopsis of the report, made by Captain 
Douglas White, is very opportune. Lord 
Sydenham, the chairman of the Commission, in a 
statement prefatory to the synopsis, expresses his 
hope that it will provide a convenient compendium 
of the whole subject of venereal disease as eluci¬ 
dated by the inquiry of the Commission, and we 
think it will exactly serve the purpose thus indi¬ 
cated. Captain White has made his synopsis in 
the right way. It is, as he says, “ nothing but a 
shortened report,” for he has effected the reduction 
by systematic abbreviations and not by wholesale 
omissions, while the statements dealing with the 
economic effects of venereal diseases are given in 
full, and the summary of recommendations is 
included verbatim. By means of this volume 
the contents of the report, its scope, limita¬ 
tions, and conclusions will become intelligible to 
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those in charge of the local schemes; indeed, 
it should serve as a handbook to such delibera¬ 
tions. With the presence of medical men to 
explain technical points and to elucidate patho¬ 
logy, there should be no great difficulty in under¬ 
standing exactly the advice given by the Commission, 
and in appreciating the arguments which have led 
to the expression of the various opinions. Local 
committees, armed in this way with information as 
to what to aim at and what to avoid, should be 
in a favourable position to secure methods of treat¬ 
ment both properly directed, and devised so as to 
secure the minimum of inconvenience and of 
undesirable publicity to the patients. In this way 
success must follow the national endeavour to 
minimise the evils of venereal diseases, and we 
may find ourselves, sooner than we have hitherto 
dared to hope, looking forward confidently to their 
eradication. 

At the first annual meeting of the National 
Council for Combating Venereal Diseases, held in 
June last, Dr. Frederick Taylor, the President 
of the Royal College of Physicians of London, 
who is the chairman of the Medical Committee 
of the National Council, explained in a few words 
the attitude of the medical profession towards 
this enormously important campaign, and his 
views have received general endorsement. 
Alluding to the work of the Medical Committee 
of the National Council which has for one of 
its objects an inquiry into medical education 
in relation to venereal diseases, Dr. Frederick 
Taylor pointed out that medical education is 
the lifelong occupation of medical men, who 
always remain students of disease. But he suggested 
that, in regard to venereal diseases, medical educa¬ 
tion could be more actively conducted, alluding to 
the fact that circumstances had conspired to pro¬ 
duce in the clinical schools a shortage of material 
upon which instruction in venereal diseases could 
be based. The observation is very just. It is 
well known that at certain of our general 
hospitals the wards reserved for cases of venereal 
diseases have been closed, while it is an un¬ 
fortunate fact that at some institutions a narrow 
idea has prevailed that venereal diseases ought 
not to be treated at the expense of the 
charitable public. The result of this piece of 
medifevalism has been that while excellent re¬ 
search has been carried on at the hospitals into the 
later manifestations of venereal diseases, the patients 
having secured entrance for the treatment of 
terribly damaging sequela), attention has been 
much withheld from early cases. This is a position 
of affairs which must be removed. We have now 
methods of treatment available whose arresting 
effects are remarkable. There is not an exact 
consensus of opinion about all the details of 
these methods—the fact that we do not pride 
ourselves at having arrived at finality within 
a few years of the initial discovery is thoroughly 
hopeful from a scientific point of view—but 
we know that recently weapons have been 
placed in our hands which should be used at once 
on early cases everywhere, including the general 
hospitals and all institutions for the treatment of 


the sick. When this is done, students will grow 
up well informed not only in the pathology and 
the literature of venereal diseases, but also in the 
technique for their relief in the early and curable 
stages. While the medical education of the 
students would thus be provided for, that of the 
general practitioner should be insured by his 
receiving every facility for attending the out¬ 
patient and in-patient practice at all centres of 
treatment, and by his being in the position to 
ensure his patient's access to institutional treat¬ 
ment when he considers that course desirable. 


^niwfdiflns. 

“Ne quid nimls." 


TRENCH WARFARE AND THE RENAL FUNCTION. 

We publish in another column some interesting 
observations by Captain J. W. McLeod and Medecin- 
aide-Major P. Ameuille on the effect of trench 
warfare on renal function, which aim at throwing 
light on the outbreak of nephritis among our troops 
in France. It is useful to have these observations 
on the urine of healthy soldiers as a basis for com¬ 
parison. They believe the occurrence of symptom¬ 
less albuminuria is the result of fatigue. This is 
probable; Dr. William Collier discovered albumin 
in the urine of every one of the Oxford crew 
of 1906 after rowing a course, while it was even 
more pronounced in the case of men after running 
a race. Captain McLeod and Major Ameuille 
found that this symptomless albuminuria was more 
prevalent among the troops undergoing training 
in England who were habitually carrying out 
physical exercises. Yet, as they observe, nephritis 
is not prevalent among these, or, indeed, among 
recruits at any time, so that some other factor 
must be sought for the outbreak among the 
troops in France. The number of men who 
developed nephritis subsequently to a negative 
examination for albumin was exactly the same as 
of those who developed nephritis after a positive 
observation. The authors admit the probability, 
but not the certainty, that acute nephritis is due to 
a sudden change in a healthy kidney. They do not 
consider exposure the cause of the change. They 
conclude that diet is the most likely explanation of 
the excess of transitory albuminuria and mild 
nephritis, and that it may contribute towards the 
development of the more severe cases. The chief 
factors they hold responsible in the diet are 
excess of protein combined with lack of fresh 
vegetables. Yet, as Mackenzie Wallis showed, 
the chemical evidence is against the exist¬ 
ence of an intestinal toxaemia, which might in 
that case have been anticipated. It would 
be important to know whether similar dietetic 
conditions obtained in the American Civil War, 
the only other campaign in which nephritis 
assumed epidemic proportions. It would also be 
useful to know whether the rations of our troops 
while training in this country differ widely from 
those which they get while fighting in France, for 
otherwise it is difficult to see why nephritis Bhould 
be rare under the former conditions and common 
under the latter. The authors appear to consider 
that transitory albuminuria shades off into mild 
nephritis, though this is not in accord with Dukes’s 
observations on the albuminuria of boys at Rugby 
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School. He found it even more commonly in them 
than the authors found it among troops undergoing 
training, 16 per cent, as against 10 per cent. Yet 
only once did he subsequently find albumin in 
these cases in later life, and that was in a boy who 
had left school less than a year. This suggests 
that symptomless albuminuria is quite distinct 
from mild nephritis. If dietetic factors are re¬ 
sponsible for the greater incidence among the 
British troops than the French, it is difficult to 
explain the increase in the cases among the French 
in the autumn of 1915, whereas the gradual spread 
of an infective agent from the British to the French 
lines would account for this. Cases of nephritis 
are now becoming much less frequent among our 
troops; in other words, the incidence rose and is 
falling again in just the same way as was seen in 
the American Civil War, where the outbreak was 
at its height for about 12 months, and where the 
case-incidence rose earlier and reached a higher 
level in the armies of the Central Region than 
in the rest of the Army, just as the British 
Army was affected sooner and more severely 
than the French. These careful observations 
from an independent standpoint might be held 
to strengthen Langdon Brown and Mackenzie 
Wallis’s theory of an infective origin, since the 
necessity for some other factor is admitted. It is 
true that this theory cannot be proved until an 
infective agent is found, though scarlet fever and 
measles still lack this proof, to mention only two 
admittedly infective fevers. At the same time, 
some weight must be given to Mackenzie Wallis’s 
experimental results. He found that the urine of 
these nephritic patients after being filtered through 
a Berkefeld filter produced an illness in monkeys 
and rabbits eight days later. If the urine had been 
previously heated to 55° C. this did not occur. It is 
true that only one of the animals developed albu¬ 
minuria, but the eight days’ interval excludes a 
merely toxic cause and corresponds to the incuba¬ 
tion period suggested by the cases where symptoms 
have developed during leave in this country. Obser¬ 
vations are welcome on any of the aspects of 
this mysterious outbreak. One point on which 
accurate information is desirable may be mentioned 
—whether the impression is correct that 6ince this 
outbreak in France unexplained cases of acute 
nephritis are becoming more common in this 
country ? _ 


ECONOMY AND PUBLIC HEALTH. 

Exhortations to economy in such matters as 
water, gas, and electric lighting, to which we 
referred last week, are in general very little 
heeded; the public is too ready to disregard waste 
in this side of their domestic affairs. But this same 
public is usually alert enough when increased 
prices for such things as comestibles are forced 
upon them. In consequence there has been some 
shrill complaining about the price of food, and 
while some of the outcry has been justifiable, some 
has not been so. The shortage of sugar is at the 
present moment a more acute matter than any¬ 
thing else, and the supplies of this commodity are 
completely under the control of the Government. 
Those who clamour for every article of food to be 
brought under similar control may well bear this 
in mind. There is a combination of circumstances 
which is making food dear in a way that could not 
be effocted by any form of cornering, greedy or 
criminal. Paramount causes are the shortage of 
shipping and labour, the high price of fuel, the 


partial failure of the American wheat crop, and 
all the contingencies impossible to control in the 
face of the greatest war that the world has ever 
seen. Where there seems to be evidence of the 
holding up of prices unduly against the public we 
trust that stern measures will be taken. With 
respect to sugar, the shortness of which threatens 
the waste of a bountiful fruit harvest this year, 
many suggestions have been made for conserving 
the fruit in other ways. Quite good jam can be 
made with glucose, and this substitute is a sub¬ 
stantial food, but unfortunately we depend for our 
supplies chiefly upon America, this country never 
yet having approached seriously the questions of 
either converting its starch productions into 
glucose or of cultivating the beetroot. At the 
present time glucose, having regard to its rela¬ 
tively low sweetening and preserving power, is not, 
weight for weight, much cheaper than ordinary 
sugar. More attention might with advantage be 
given to some process of desiccation which would 
effectively preserve the fruit until the time arrived 
when the sugar shortage was relieved. Generally 
speaking, although the position in regard to the 
scarcity and dearness of food is trying, it is by no 
means serious, and all apprehension of a famine 
or famine prices may be dismissed from our minds. 
Moreover, so far we are not able to connect any 
breaking down of the public health with what 
are undoubted hardships. 


THE TRANSPLANTATION OF DUCTLESS GLANDS. 

Recent knowledge of the internal secretions 
shows the importance of the problem of the trans¬ 
plantation of the ductless glands. In the Journal 
of the American Medical Association of July 22nd 
Dr. O. T. Manley and Dr. D. Marine have reported 
an interesting series of experiments on rabbits 
made in the past three years. After removal of 
both ovaries ovarian tissue was transplanted into 
the subcutaneous tissue of the abdomen of the same 
animal in nine cases (autotransplantation). In all 
the stroma, interstitial cells, and Graafian follicles 
showed survival and growth over periods varying 
from 34 to 210 days. Mature Graafian follicles 
were found in two of the rabbits associated with 
hypereemia of- the uterus and the typical phenomena 
of rut. In the older grafts haemorrhagic cysts 
formed because the ripened follicles “ ruptured 
into themselves ” instead of on a free surface, 
as occurs normally. Apart from this complica¬ 
tion the grafts showed all the signs of normal 
functional activity. Autotransplantation of thyroid 
tissue was invariably successful. Removal of 
the thyroid gland caused compensatory hyper¬ 
trophy of the transplants, as has been previously 
recorded by Christiani and von Eiselsberg. Any 
thyroid gland left underwent the same hypertrophy 
and involution as the transplants, and both took up 
in the same manner and retained iodine adminis¬ 
tered. This negatives the view of some observers 
that specific nerves are necessary for the growth or 
functional activity of the thyroid gland. Parathyroid 
tissue accidentally transplanted with thyroid was 
found active-looking and normal when examined 
microscopically. On the other hand, when auto¬ 
transplantation of the spleen was performed the 
tissue was always absorbed in 12 days. Homo¬ 
transplantation was much less successful than 
autotransplantation. Of 26 transplantations of 
ovarian tissue complete absorption of the grafts 
took place in all but one, except for the interstitial 
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and luteal cells. Evidently the tissues of the host 
reacted only feebly to these cells, while they 
reacted strongly to the cells of the Graafian 
follicles. Homotransplantation of the thyroid was 
usually followed by complete absorption from the 
tenth to the thirteenth day. Repeated homo¬ 
transplantation accelerated the destruction of the 
graft, showing that it developed the reaction to 
the grafts. On the other hand, in two rabbits 
homografts persisted for more than a year and in 
every way resembled autografts. Between these 
extremes there were all grades of destruction. 
These differences seem to depend on the develop¬ 
ment of an immunity reaction to a “ foreign ” 
protein (tissue). Experiments in tumour trans¬ 
plantation have shown that degree of “foreignness” 
is the most important factor in such reaction. The 
practical lesson for the surgeon seems to be that 
while the autotransplantation of the ductless 
glands is hopeful, little can be expected from 
transplantation from other subjects. 


THE CURTAILMENT OF THE DUTIES OF THE 
CERTIFYING SURGEON. 

It has been announced officially from the Factory 
Department of the Home Office that on and after 
Sept. 4th it will no longer be necessary for the 
occupier to notify any accident to the certifying 
surgeon (Section 8 of the Police, Factories, &c. (Mis¬ 
cellaneous Provisions) Act, 1916). Accidents must, 
however, be notified as before to the district 
inspector of factories and entered in the general 
register. The certifying surgeon may be required 
by the inspector to investigate and report upon 
certain accidents, and for this purpose will have 
the same powers as in the past. The departmental 
instructions have been modified accordingly. Notice 
of every case of lead, phosphorus, arsenical, or 
mercurial poisoning, or anthrax occurring in a 
factory or workshop must still be sent to the certi¬ 
fying surgeon as well as to the inspector, and this 
requirement now applies also to cases of toxic 
jaundice—that is, jaundice due to tetrachlorethane 
or nitro- or amido-derivatives of benzene or other 
poisonous substance. 


JOHN BENJAMIN MURPHY. 

With the death of Dr. John B. Murphy, at the 
early age of 59, general surgery has lost one of its 
ablest exponents. Murphy had been for more than 
20 years professor of clinical surgery in the North¬ 
western University at Chicago, and he was also 
chief surgeon of the Murphy Hospital, St. Joseph’s 
Hospital, and the Columbus Hospital in the same 
city. His name is associated with a large number 
of useful surgical inventions, of which the best 
known is the Murphy button, which he devised very 
early in his career. It was in 1893 that he reported 
to the New York Academy of Medicine a series of 
22 cases of cholecystenterostomy in non-malignant 
disease all of whom recovered. He later published in 
The Lancet an important paper setting out the signi - 
ficance of his observations. The Murphy button 
continued for a decade or more to hold the field 
unchallenged in intestinal anastomosis, and an oval 
form of it was still used by its originator up to the time 
of his death. Independently of Forlanini, Murphy 
made the suggestion of injecting nitrogen into the 
pleural cavity in cases of hopeless unilateral disease 
of the lung, and although this suggestion did not 
meet with much acceptance at the time, it has been 


fully justified by recent experience. Murphy him¬ 
self had recently gone so far as to apply the treat¬ 
ment even in incipient cases of pulmonary tuber¬ 
culosis. Other methods with which the name of 
Murphy is associated are the treatment of periton¬ 
itis by posture and continuous rectal infusion, the 
union of severed blood-vessels by intussusception 
and suture, the extra-articular wiring of fractures 
of the olecranon, and a series of differential signs in 
the diagnosis of lesions in the rightabdominalcavity. 
In American surgical practice his “ fist percussion,” 
“ hammer-stroke percussion,” “ deep-grip palpa¬ 
tion,” and “ piano percussion ” are well known 
terms. Murphy was an excellent teacher with a 
full knowledge of his subject and a great power of 
imparting it to others. Four years ago appeared 
the first of a bi-monthly series of Clinics containing 
the essentials of his surgical practice and appealing 
to practitioners the world over. As a surgeon 
one of his most daring feats was the successful 
removal of an embolus from the common iliac 
artery with restoration of the circulation. Murphy’s 
presence was well known at foreign medical 
associations. To the surgical section of the 
British Medical Association in 1906 he made a 
useful contribution to the discussion on the 
surgical treatment of duodenal ulcer introduced 
by W. J. Mayo. At the Canadian Medical Associa¬ 
tion in 1910 he demonstrated his method of 
aspirating infected joints, and two years ago in 
London he gave an account of his method of inter¬ 
posing a flap of soft tissue between the articular 
surfaces of an ankylosed joint. Honours of all 
kinds were his share. He was LL.D. of his own 
university and honorary Fellow of the Royal College 
of Surgeons of England. Murphy was international 
in the best sense. 


THE NATURE AND MANNER OF CONVEYANCE 
OF INFANTILE PARALYSIS. 

The epidemic of infantile paralysis in New York 
has rendered the disease of special interest at the 
present time. Considerable advances have recently 
been made in our knowledge of its pathology and 
mode of conveyance. These have been well 
summarised in an address given to the New York 
Academy of Medicine by Dr, Simon Flexner, director 
of the Rockefeller Institute. It may be remembered 
that the most important advance, the discovery 
of the microbe of the disease, was made in 
1913 by Dr. Flexner in conjunction with the 
Japanese bacteriologist, Noguchi. They showed 
that infantile paralysis is due to the invasion 
of the spinal cord and brain by a globular 
organism so minute that it is filtrable; yet it is 
distinctly visible under the highest powers of the 
microscope. In the subjects of the disease the 
virus is found constantly on the mucous membrane 
of the throat, nose, and intestines, and less fre¬ 
quently in other internal organs, but it has 
not been found in the blood. The difficulties 
attending its cultivation and identification are 
so great that ordinary bacteriological tests for 
its identification are futile, but it can be detected 
by inoculation of monkeys (which develop a disease 
corresponding to infantile paralysis). By this test 
it has been shown that the mucous membrane of 
the nose and throat of healthy persons who have 
been in intimate contact with acute cases of 
infantile paralysis may become contaminated with 
the virus without contracting the disease and may 
convey the infection to others, principally children, 
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who develop the disease. It has been found that 
the virus leaves the infected body in the secretions 
of the nose, throat, and intestines. It leaves con¬ 
taminated healthy persons in the secretions of the 
nose and throat. It was at one time believed 
that biting insects, particularly the stable fly, 
might convey the virus from the blood of infected 
persons to others, but as the virus has not been 
detected in the blood, and later experiments with the 
stable fly have not confirmed the earlier ones, this 
view is discredited. The virus enters the body as a 
rule, if not exclusively, by the mucous membrane of 
the nose and throat. It multiplies there, and then 
penetrates to the brain and cord by the lymphatics 
connecting the nasal mucous membrane with the 
interior of the skull. The virus is readily con¬ 
veyed to the nose and throat from infected persons 
by coughing, sneezing, kissing, and by fingers and 
articles contaminated with oral secretions, as well 
as the intestinal discharges. As the virus is thrown 
off from the body mingled with the secretions it 
withstands for a long time even the highest 
summer temperatures and complete drying, whilst 
it retains its virulence when glycerinated. Thus 
infection may be conveyed by dust arising from 
the dried secretions. The survival of the virus in 
the secretions is favoured by weak daylight and 
darkness, but it is readily destroyed by sunlight. 
The virus may survive for a long time in the 
throat; in one case it was detected seven months 
after the onset of the disease. 


MIDWIVES AND ANTE -NATAL CARE. 

The desire to diminish the effect of the ravages 
of war upon the population of the United Kingdom 
is likely to concentrate public attention for many 
years to come upon the birth-rate and upon the 
death-rate among infants. The introduction of 
reforms will arrive, which but for the war might 
have been condemned to a slower process of 
development. In particular, ante natal care of 
mothers, and the consideration as potential mothers 
of young girls are likely to receive closer and 
more general consideration in the near future. 
In a lecture recently delivered before the 
Gloucester City and County Midwives Association 
by Miss L. G. Rogers, an inspector of midwives, 
stress waB laid upon the necessity for pro¬ 
viding ante natal care through the medium of 
midwives, if it were desired to render it general 
and effective. The midwife, it was declared, was in 
a better position than anybody else to influence the 
mother, without whose goodwill and cooperation 
no satisfactory result can be achieved. In this 
connexion the lecturer claimed that the pro¬ 
vision of ante-natal care must receive due 
consideration from the Central Midwives Board, 
and also that the remuneration of midwives 
must be increased. This latter condition would no 
doubt have two results. Prospects of a better liveli¬ 
hood would attract a higher class of women to the 
work, and would also increase the number of candi¬ 
dates for qualification. Such an increase is highly 
desirable, because there are not too many midwives 
in practice, and to impose extra work in the shape 
of increased attention to the requirements of the 
mother before birth would only be possible in the 
case of women whose time was not already filled 
up. In any event increased duties without recogni¬ 
tion of the need for increased fees would convert 
ante-natal care into charitable work at the mid¬ 
wife's expense. On the whole, we are in accord 


with the suggestions made. We do not see any 
reason why the training of midwives to advise 
pregnant women as to the requirements of their 
condition, or the attraction of well-educated and 
intelligent women into the midwife’s profession, 
should cause any trespass upon the domain rightly 
reserved for the medical practitioner. On the other 
hand, however, the question of remuneration must 
be solved with due consideration for the ability of 
patients to pay more in those classes for whose 
benefit the certified midwife has been brought into 
existence. The trade of the “handy-woman” is not 
yet stamped out in some places, and any raising of 
the fees of her qualified competitors would increase 
her clientele. The conditions asked for by the 
lecturer referred to do not, therefore, seem likely 
to be realised without legislative intervention. 


PLAGUE IN ENGLAND. 

The occurrence of three cases of plague at Bristol 
and two at Hull has revived interest in the disease 
among medical men in this country. The recru¬ 
descence of the malady in modern times is one of 
the most interesting facts in the history of epi¬ 
demiology. Our seaport towns are, of course, 
peculiarly liable to attack owing to the close and 
constant intercommunication by shipping with 
infected countries such as India and Egypt. As is 
well known, the rat is the carrier of the disease 
and the transmitter to man is the rat flea. There 
is no doubt that a chronic form of plague among 
these rodents occasionally exists in ports which 
have been long infected by the disease. The 
migratory habits of rats are responsible for 
the conveyance of plague infection over long 
distances by sea. This danger is more threaten¬ 
ing where grain cargoes are carried and where 
plague-infected rats from such ships .are likely 
to come ashore at the ports of arrival. So 
far as we are aware, the circumstances associated 
with the cases at Bristol and Hull are such as to 
suggest that the plague infection was probably 
ship-borne. Another suggestion is that rats were 
purposely inoculated with plague by German agents 
and let loose in Bristol with the sinister design of 
creating an outbreak of plague in Britain. But 
the evidence on which this hypothesis is based has 
not been made public, and judging from the 
published statements there does not seem anything 
to support it. _ 

CLEAN MILK RECOMMENDATIONS. 

Two years ago we commented 1 with satisfaction 
on the passing of the Milk and Dairies Act, 1914, 
and expressed the opinion that the Act if properly 
administered should do much to promote the public 
health. The administration of the Act was to be 
primarily in the form of Orders to be issued by the 
Local Government Board. At a conference held 
recently at the instance of the National Clean Milk 
Society resolutions were drawn up and forwarded 
to the Board with the request that they should 
be issued as Orders under the Act. The 
Society of Medical Officers of Health was repre¬ 
sented at the conference by its President, Dr. F. J. 
Allan, the Sanitary Inspectors’ Association by Mr. 
J. T. Quinton, and the medical officer of health for 
Ealing, Dr. Thomas Orr, was also present. The 
conference made recommendations regarding the 
lighting and ventilation of cowsheds, the removal 

1 The Lancet, May 23rd (p. 1474) and August 22nd (p. 512), 1914. 
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of manure, and the provision of ample supply of 
boiling water or steam to every dairy. It was 
suggested that in shops used for the sale of milk 
nothing but milk, dairy products, and eggs should 
be sold other than for consumption on the premises ; 
that special provisions for the cooling and transit of 
milk should be made; and that the addition of any- 
colouring matter should be prohibited, as well as 
the sale of milk containing more than 40 parts 
of sediment per million. An important recom¬ 
mendation was made to reserve the designation of 
“ certified milk ” for raw milk produced and dis¬ 
tributed under the following conditions:— 

1. That the whole herd at the dairy from which the milk 
is produced should be shown to be free from tuberculosis by 
the periodical uso of the tuberculin test, and should be 
examined each month by a veterinary surgeon. 

2. That the premises should be inspected once a month by 
the medical officer of health, the inspector of nuisances, or 
other person specially qualilied. and that the employees of 
the dairyman should be under the constant supervision of 
such officers. 

3. That all samples of milk taken to determine the 
bacteriological or chemical content should be taken either at 
the point of distribution by the retailer or of delivery to 
the consumer. 

4. That the bacteriological content of the milk should not 
exceed 10,000 per cubic centimetre at the time of delivery to 
the consumer. 

5. That all “certified milk” should be bottled in bottles 
of imperial measure on the farm where it is produced, and 
that such bottles should have labels on which should be 
stated: (u) The name of the farm where it is produced; 
(ft) the name of the certifying authority; (<■) the (late and 
time of milking. 

6. That the certificate to be granted for permission of the 
sale of certified milk can be cancelled at any time by the 
certifying authorities. 

Finally, the Local Government Board was recom¬ 
mended to prepare general directions for producing 
and distributing milk which it should be the duty 
of the dairyman to exhibit in every cowshed and 
dairy. These regulations, if carried into effect, 
should go far to achieve the admirable aims of the 
Clean Milk Society, which are to raise the hygienic 
standard of milk and milk products and to educate 
the public as to the importance of a clean and 
wholesome milk-supply. 


SCLEREMA ADIPOSUM IN INFANTS. 

The resistance of newly born children to bacterial 
infections of all sorts is low, and infections which 
in adults would probably remain local are apt in 
infants to become generalised infections of the 
blood. Having become generalised, such an infec¬ 
tion may manifest itself in very various clinical 
forms that are quite unlike the septiccemia or 
pyaemia of adults. In some instances htemo- 
globinuria with jaundice and cyanosis is the out¬ 
standing feature; occurring in epidemics, this 
is known as Winckel’s, or more properly Charrin’s, 
disease. In other cases extensive fatty degenera¬ 
tion of the heart and abdominal viscera, with a 
tendency to haemorrhages, is the chief charac¬ 
teristic, and the infection is known as Buhl’s 
disease. In other instances the main phenomenon 
due to the bacteriaemia has been general sclerema, 
pemphigus, melffina, the haemorrhagic diathesis or 
a tendency to spontaneous haemorrhages, or pur¬ 
pura, and the disorder has been named accordingly. 
Bacteria of many varieties have been cultivated 
from the blood or viscera of infants dying of 
these different but highly fatal diseases, including 
staphylococci, streptococci, Friedlilnder’s bacillus, 
a bacillus like that of diphtheria, B. coli, B. para- 
typhosus, B. pyocyaneus, B. aerogenes lactis, and 
special bacteria such as the B. hiemorrhagicus 
of Kolb and Babes, or the B. melamre neonatorum 


of Giirtner. In some instances the blood 
infection has been found to be due to two or 
three of the above-mentioned bacteria together. 
Dr. O. H. Forssell has recently published 1 two 
cases of sclerema adiposum in newly born 
infants, in which be attributes the condition 
to a proved infection of the blood with staphy¬ 
lococcus pyogenes aureus and albus, the former 
being the chief pathological agent. In each 
case B. coli was grown in the cultures taken 
from one or other of the viscera, possibly, as 
Dr. Forssell suggests, as a contamination. He 
believes the infection with the staphylococci 
took place in utero in both the instances of 
sclerema he now describes; as, indeed, was the case 
in another example of the disease recorded by him¬ 
self in 1913. As he points out, very various views 
have been held at different times as to the etiology 
of the disease known as sclerema neonatorum or 
sclerema adiposum. Thus, Langer (1881) attri¬ 
buted it to a low body temperature; D’Agata 
(1887) to a vasomotor and trophic neurosis of 
the vagus; Somma (1892) to a neurosis of the 
nervous centres for the regulation of the tem¬ 
perature of the body; Namias (1885) to incomplete 
expansion of the lungs; Comba explained it as 
the result of a change in the arterial walls due 
to a bacterial infection of the blood ; Schmidt (1895) 
and also Gallarand (1908) showed that it was a form 
of septicaemia, while Mensi (1913) added thereto an 
additional factor in the form of an assumed defec¬ 
tive secretory activity on the part of the thyroid 
gland. As various writers have done before him. 
Dr. Forssell comments on the clinically and 
bacteriologically protean character of the septi¬ 
caemias occurring in the foetus and newly born 
infant ; it is clear that the classification of these 
infections stands in need of revision and extension. 


During the past week H.RH. Princess Christian 
has made a number of visits to hospitals and other 
institutions in the Edinburgh district. Amongst 
those she visited were Lady Elphinstone's Hospital 
for Discharged Soldiers at Musselburgh, the .Royal 
Victoria Hospital, and No. 2 Scottish General Hos¬ 
pital, Craigleith, being received by Surgeon-General 
Culling. _ 

King Ferdinand of Rumania has sent a telegram 
accepting the offer of Lord Lonsdale, on behalf of 
the British Sportsmen’s Ambulance Fund, to supply 
five fully equipped motor ambulances. 


Captain G. Herbert Clark, R.A.M.C., who has 
been appointed chemical adviser to the London 
District and commandant of the London Anti-Gas 
School for Troops, is Weir Research Assistant in 
Materia Medica at Glasgow University. 

1 Nordltkt Med. Arkiv, Stockholm, 1916, Inre Medlein, xlix., h. 2. 1. 


The late Dr. William Stewart, op Paraouay.— 
The death is announced at his home in Urchin, Paraguay, 
of William Stewart, M.D. Aberd. (1852), iu his eighty-sixth 
year. Educated in London, Perth, and Edinburgh, he 
became qualified in time to serve as a surgeon at Scutari 
during the Crimean War, and ten years later was surgeon 
general to the Paraguayan army. In the interval he had 
been private secretary to President Carlos Lupez, and is 
stated by La Nation to have exercised considerable influence 
on Lupez during his dictatorship. In 1869 he returned to 
Edinburgh and studied there the antiseptic technique under 
Lister, introducing it on his return to Paraguay at Asuncion, 
which was, he thinks, the second place in the world to adopt 
Listerism. Dr. Stewart was lor many years H.B.M. Consul 
in Paraguay. 
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THE 

SHIAH PILGRIMAGE AND THE SANITARY 
DEFENCES OF MESOPOTAMIA AND 
THE TURCO-PERSIAN FRONTIER. 

By F. G. Olemow, M.D. Edin., C.M.G., 

BRITISH DELEGATE TO THE INTERNATIONAL BOARD OF HEALTH AND 
PHVSIGIAN TO H.M. EMBASSY, CONSTANTINOPLE. 


IV.—The Pilgrimage and Transport op Bodies to the 
Shiah Holy Places— (concluded). 

The great cemetery at Nejef extends into the desert on 
the north and east sides of the town. The tombs cover 
an area of about 2400 metres in length and 800 metres in 
width. This area is not surrounded by any wall or railing, 
and each year it tends to stretch farther and farther into the 
desert. It contains many thousands of tombs, a number of 
which are merely mounds of earth, while others have a small 
brick or stone cupola over them, and still others take the 
form of small mosques, richly ornamented with coloured 
tiles and with inscriptions in Persian or Arabic. Not a few 
of these larger tombs are built in the middle of an enclosed 
garden, and occasionally a house will be seen in the same 
enclosure, in which the relatives of the deceased may spend 
the day, or even several days. 

The burial taxes have already been mentioned. They are 
called the defnieh or twrrabieh taxes. The right to collect 
them has usually been conceded by the Evkaf (or Ministry 
of Pious Foundations in Constantinople) to some private 
person. In 1914 the concessionnaire was a Jewish inhabitant 
of Bagdad, who had paid the sum of £T.13,000 (£11,700 
sterling) for a concession lasting three years, and covering 
interments both at Kerbela and Nejef. His predecessor had 
paid £T.22,000 (£19,800) for a concession, also of three 
years, but at that time the bodies of Turkish subjects were 
not exempted from the taxes, as they were later. 

For burial in the Nejef cemetery, whether of fresh or dry 
bodies, the defnieh tax was 50 piastres (8e. 4d.), with an 
additional sum of 10 piastres, the proceeds of which were 
destined for the construction of a hospital in the town. At 
Kerbela the tax was only 30 piastres (5».), plus the hospital 
tax of 10 piastres. At the latter town a fairly good hospital 
had already been built with the proceeds of the tax, but 
at Nejef no hospital had been built up to the year 1914. 

Burial in the precincts of the mosques is naturally much 
more costly than in the cemetery, and the charge varies 
according to the position of the tomb. Annexed is the ground 
plan of the great mosque of Nejef, in which the various 
portions of the precincts are shown. In the centre is the 
reputed tomb of Ali, the first Imam, around which is the 
enclosure known as the Hadra; there are no tombs here. 
Surrounding this again is the space known as the 
Revak-i-Sherif , or inner court of the mosque, which is 
regarded as the most sacred portion for Shiah burials. 
Around this is the Sahn-i-Sherif, or great outer court of the 
mosque, which in its turn is surrounded by walls, against 
which are a series of arched recesses and chambers, similar 
to those found in a Persian caravanserai ; these are known 
as the Aivan vi Oda. Finally, at one extremity of the 
Revak-i-Sherif is a space known as the Tarma or Rcvak- 
Tarmassi. In all these divisions the ground is covered with 
large paving-stones, under which are the serdabs, or excava¬ 
tions in which the bodies are deposited. 

The Rerak-i-Sherif at Nejef contains, it is said, about 100 
serdabs. The charge for interment here is £T.60 (£54), 
and consequently the number of burials here is small. The 
haffar bushi, or head grave-digger, informed me that only 
four persons had been buried here in the preceding five 
years. At Kerbela the charge for burial in this part of the 
mosque is only £T.12J (about £11). 

The Sahn-i-Sherif of Nejef contains from 500 to 800 
serdabs (the exact number could not be ascertained). They 
are smaller than in the Revak-i-Sherif, but they are deep, 
and each can receive from nine to ten bodies. The charge 
for burial here is from 200 to 250 piastres (£1 13s 4 d. to 
£2 Is. 8if.). The number of burials in the Sahn-i-Sherif of 
Nejef is from 200 to 300 yearly. At Kerbela the charge for 
burial in this part of the mosque is only £T.l (18s.). 

The Aivan vt Oda , or arched recesses and chambers, 
number 14 on each side of the court and one in each corner, 


or 60 in all. Each contains from four to ten serdabs, and 
each serdab can receive 10, 15, or 20 bodies. The charge 
for interment here varies between 250 and 500 piastres 
(£2 Is. 8 d. and £4 3s. 4d.), and sometimes it is as dear as 
1000 or 1200 piastres (£8 to £10). At Kerbela this charge is 
reduced to £T.1£ (£1 7s.). 

Finally, the Tarma , or Rerak-Tornuissi , contains only 
some 15 or 20 serdabs, but they are of great size, and can 
receive from 20 to 50 bodies each. The charge for burial 
here is 500 piastres (£4 3s. 4 d.) at Nejef, and £T.3 (£2 14s.) 
at Kerbela. 

The serdabs are, as just stated, covered over with paving 
stones. They are mere unlined excavations in the soil in 
which the bodies or packets of bones are deposited without 
coffins or other wrappings. They are rarely buried in the 
earth at the bottom of the serdab, save at Samara, where 
such true interment is said to be common. 

The registration of burials was found to be very imperfect, 
and the following figures, furnished by the health offices of 
Nejef and Kerbela, are probably much below the truth. 

Interments at Nejef. 

1910 . 9,259 I 1912 . 14,114 

1911 . 11,363 | 1913 . 15,083* 

* In 10 months only. 

No separate figures were available at Nejef for burials in the 
cemetery and the mosque precincts respectively. 


Interment* at Kerbela. 


_ 

In the mosque 
precincts. 

In the 
cemetery. 

Totals. 

Fresh. 

Dry. 

Fresh. 

Dry. 

Fresh. 

Dry. 

Totals. 

1908-09 ... ] 

327 

8 

2361 

1873 

2688 

1881 

4569 

1909-10 ... 

323 

11 

2121 

2820 

2444 

2831 

5275 

1910-11 ... 

371 

14 

1490 

1013 

1861 

1027 

2888 

1911-12 ... 

491 

10 

1429 

2321 

1920 

2331 

4251 

1912-13 ... 

528 

16 

1949 

2034 

2477 

2050 

4527 

Averages 

408 

1 12 

1 

1870 

| 2012 

2278 

2024 

4302 


It is clear that in the course of a thousand years all the 
mosque serdabs must have been filled, probably many 
times over. It is true that a human body, even if buried 
freshly, becomes in the course of years reduced to a rela¬ 
tively small volume ; but it is no less true that it requires an 
immensely long period for a body to disappear altogether. 
If it be supposed that there are at Nejef 1000 serdabs, each 
capable of holding from 10 to 12 bodies, or a total of 10,000 
to 12,000 bodies in all ; and if it further be supposed that 
only 400 interments take place here each year (at Nejef the 
number is certainly much greater), it is evident that all the 
serdabs must be filled in from 25 to 30 years. If, finally, 
this period be tripled or quadrupled the conclusion is inevit¬ 
able that at least once in a hundred years all the serdabs 
must be completely filled. And, as this process has been 
going on for about ten centuries, it is certain that from time 
to time the dust and fragments of bones must be removed 
from the serdabs and disposed of elsewhere. 

It had been asserted that these remains are removed at 
intervals and burnt in the stoves which heat the hamams, or 
public baths, of the holy cities. There is no proof, how¬ 
ever, that this is a general practice, though it may be done 
occasionally. For it seems to be a fact that when some 
years ago foundations for new houses were being dug on 
the square known as the Khaimagah in Kerbela (the tradi¬ 
tional spot where Hussein lost his life), a large quantity of 
bones were disinterred, and actually were burnt in the bath 
furnaces. It is also stated that the mosque serdabs at 
Kerbela are emptied from time to time and their contents 
deposited in the desert outside the town 

it is unquestionable that the depositing of these thousands 
of bodies, fresh and dry, in the mosque serdabs has 
caused the land of the whole mosque area to be impreg¬ 
nated with the organic matter derived from them. It is 
also certain that the paving stones over them are by no 
means hermetically sealed, and the gases and odours from 
the tombs escape freely into the air of the precincts. Many 
of the officials and residents in the holy cities were 
unanimous in testifying to this fact, and in stating that, 
particularly in summer, the odour in the mosque courts is so 
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Note .—This plan of the Great Mosque of Nejef was procured for the author by a friendly Shiah. No previous plan of these 
Shiah shrines appears to have been published, and since they can never be seen by European eyes the plan may claim to 
have more than a passing interest, which will be enhanced by the fact, recently announced, that the Turks have already 
shelled the mosque of Hussein at Kerbela. 
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overwhelming that it is impossible to remain there for more 
than a few minutes at a time. The conditions are still 
worse at Kerbela than at Nejef, as the former city is built 
on the plain, but little raised above the sea level; the land 
is consequently often waterlogged, and all serdabs of a 
certain depth are inundated, and the bodies may be seen 
floating in the water. 

Sanitary Measures hitherto in Faroe in Connexion rcith the 
Pilgrimage. 

The defence of these regions against the importation of 
infectious disease by pilgrims and dead bodies was (before 
the war) carried out by the members of the sanitary service 
under the Constantinople Board of Health. The nature of 
these defences at Basra and on the Persian frontier has 
already been described. In the interior of Mesopotamia and 
Irak-Arabi the organisation was as follows. The principal 
health office was at Bagdad. Health offices existed at 
Kiazimein, Kerbela, and Nejef; at Bugheila. Amara, Ali-el- 
Gharbi, and Gourna, on the Tigris ; and at Musseyib, Kufa, 
Shenafieh, and Samawa, on the Euphrates or its branches. 
At all these offices there were one or more sanitary clerks 
and guards (mounted or on foot) ; one only, that of Nejef, 
possessed a medical officer. The main use of these offices was 
to report to Constantinople the appearance of plague or 
cholera in their district, to examine the papers of pilgrims 
or corpses, to collect the sanitary dues,-to see that the 
regulations for the transport of bodies were complied with, 
and to prevent “ sanitary contraband.” 

Regulations for the Transport of Bodies. 

While disease has been repeatedly introduced and spread 
by the movements of Shiah pilgrims, it is noteworthy that 
it has apparently never been so by the movements of Shiah 
corpses. No instance could be traced in which either 
plague or cholera—the two diseases mainly dealt with 
under the International Conventions—had been imported or 
diffused by these dead bodies. How far this is to be ascribed 
to the measures in force is uncertain. Possibly such bodies 
do not in any case constitute a great danger, but it is 
certain that all measures tending to diminish the number of 
bodies and to lessen the offensiveness of this Shiah custom 
are to be commended. 

(a) Regulations tor Fresh Bodies .—As already stated, no 
fresh body is, in principle, admitted for burial at Kerbela 
or Nejef, unless death has occurred at a place not more than 
12 hours’ journey from those cities. Consequently (save in 
the case of contraband), no such bodies came from other 
countries, except in cases where by request of the relatives 
a body less than three years dead was admitted by special 
decision of the Constantinople Board. Such requests had 
become very common of recent years, and the Board always 
granted them provided certain conditions were fulfilled. 
These conditions were laid down in the “Regulations 
respecting Exhumations in Constantinople,” drawn up in the 
year 1862. The Commission proposed to generalise such 
decisions, and to decide that fresh bodies could always be 
admitted provided these regulations, which were very strict, 
were complied with. Each body would be required to be 
accompanied by a medical certificate to the effect that 
death had not occurred from infectious disease; and it was 
further required that the body be placed in a lead coffin, of at 
least three millimetres thickness, completely filled in with 
sawdust soaked in a disinfecting solution (sulphate of zinc or 
iron). This coffin was to be placed in a wooden case or 
outer coffin, at least three centimetres thick, closed with 
screws, and bound with three iron bands. It was also pro¬ 
posed to admit “ fresh ” bodies from Turkish territory, if the 
above conditions were fulfilled. This would have done away 
with the “ 12 hours’ zone ” ; but, on the other hand, it would 
have made the transport of such bodies so troublesome and 
costly that it was expected to have greatly reduced their 
numbers. 

In addition to the bodies coming to Kerbela and Nejef 
from elsewhere, there are naturally many burials of the 
inhabitants of those towns. The population of Kerbela is 
estimated at 50,000, and that of Nejef at 30,000. With a 
mortality of only 25 per 1000 (it is probably much higher) 
there would be 1250 iuterments a year in Kerbela and 750 in 
Nejef. But to the permanent population have to be added 
the pilgrims staying there, and particularly the “ mujavirs ” 
—Shiahs who spend many months and even years here, 
among whom are many old and infirm and even moribund, 


who come to the cities solely with the object of dying 
there. 

The repulsive conditions resulting from the burial of fresh 
bodies in the mosque precincts have already been referred 
to. The Commission proposed to prohibit all such inter¬ 
ments, except in certain exceptional instances. In all 
countries the burial of bodies in churches or mosques in 
the interior of a town has in recent times been more or less 
prohibited, and such interments were already prohibited 
in Constantinople by certain regulations published in 
1868. In those regulations exception was made only for 
members of families who possessed turbehs, or masonry-lined 
tombs hermetically sealed, “of ancient date,” and for 
certain “ hauts personnages.” The Commission proposed to 
apply this code strictly in the Shiah cities. The inter¬ 
diction would have been surrounded by conditions such 
that no religious sentiment would be touched, and it would 
have applied solely to fresh bodies. The inhabitants of the 
cities would have had no real cause of complaint, since it 
would have been easy for them to bury their dead in the 
cemetery outside the town and transfer the remains three 
years later to the mosque precincts. 

It was further proposed to permit those of the inhabitants 
who could prove that they possessed family tombs to bury 
their dead in these, even in a fresh state, but only on certain 
conditions. Thus positive proof would be required that the 
family possessed such tomb, and, secondly, the privilege of 
burying fresh bodies would have been granted only on pay¬ 
ment of a much heavier defnieh tax than at present; the 
Commission proposed to multiply the existing tax by ten. 
Since the actual tax varies from £T.l to £T.60, the future 
tax would have varied between £T.10 (£9) and £T.600 
(£540). Exception would also have been made for the inter¬ 
ments of the “ hauts personnages” already referred to. 

(}>) Regulations for “ Dry" Bodies .—Dry bodies from other 
countries arrive either by way of Basra or across the Persian 
frontier. At Basra very few bodies are imported from India. 
After the appearance of plague in India the importation of 
such bodies was prohibited for several years. Since 1909 
they have been admitted, but only if coffined in the elaborate 
manner described above. The Commission considering that 
“ dry ” bodies offer no real danger to the public health, pro¬ 
posed that they should be admitted to Turkish territory if 
furnished with a certificate from the proper authority to the 
effect that death had occurred at least three years before. 

All bodies entering Turkish territory were subject to a 
sanitary tax of 50 piastres (8*. 4rf.)at the frontier, just as all 
travellers coming from Persia were subject to a sanitary tax 
of 10 piastres. The vast majority of corpses came by the 
Kermanshah-Khanikin-Bagdad route, and were subject to 
inspection at Kermanshah and Khanikin, and at any other 
place where there was a sanitary office. 

“ Sanitary Contraband ” in Dead Bodies. 

It is evidently much more difficult to smuggle a fresh body 
through than a sack or box of bones. Consequently such 
attempts, which were not infrequent at Khanikin, were 
usually discovered and frustrated. But a certain number of 
bodies did evade the authorities, and crossing the frontier 
at some other point, followed devious routes over the desert 
and ultimately reached the holy cities. Still more numerous 
were the bodies coming from places in Turkish territory 
beyond the 12 hours’ zone. Many fresh bodies arrived with 
certificates from places situated at least 24 or 48 hours away 
from Kerbela or Nejef, by the quickest mode of travelling. 
In other cases persons bringing bodies from outside the zone, 
or even from Persia, got the original certificate exchanged for 
another in some village or town within the 12-hours' zone. 
All these troubles would have disappeared had the Com¬ 
mission’s proposals, above set forth, been adopted. 

It is not rare for corpses to be brought secretly, at night, 
accompanied by armed bands of Arabs or Kurds, numbering 
some scores, or even hundreds, who bury the corpses in the 
cemetery outside the town without any formalities being 
complied with. Such contraband will probably always exist, 
for it could only be met by using armed forces superior to the 
others, and in each instance many lives would probably be 
sacrificed. 

Contraband in fresh (and dry) bodies was largely 
exercised by persons in the holy cities who made a pro¬ 
fession of the practice. It seems that all the principal 
towns in Persia and Mesopotamia had representatives or 
commissioners in the Shiah cities; they were generally 
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grave-diggers, muleteers, khan-keepers, khadims (pilgrim- 
guides), and even tayids and iilemat, who thus gained a 
very considerable income. The bodies were addressed to 
such commissioners, who would go out into the desert to 
meet them and give the bearers false certificates, testifying 
that death had occurred within the 12-hour zone. 

In order to pnt a stop to such acts of contraband, and to 
encourage the sanitary employees in the strict application 
of the new regulations, the Commission proposed a system 
of fines and rewards. Every person detected in acts of 
contraband would have been heavily fined, and a portion of 
the fine would have been given to the sanitary employee 
denouncing them, while the remainder would have been 
paid into the Hoard of Health’s Pensions Fund. It was further 
recommended that the fine in the case of fresh bodies should 
be ten times as great as in the case of dry bodies. If the 
offence were repeated the fine was to have been doubled ; 
and for a third or subsequent offence the penalty would be a 
term of imprisonment without the alternative of a fine. 

Contraband in “dry” bodies was mainly, if not solely, 
practised in order to evade the payment of the 50-piastre 
sanitary tax at the frontier and the 50-piastre stamp duty 
which was collected by the Turkish consul at Kermanshah 
on bodies coming by that route. Small as these sums may 
appear, acts of contraband were exceedingly frequent and 
often contrived with much ingenuity. The commonest form 
of contraband was the carriage of bodies by routes avoiding 
Khanikin and the other towns where there were sani¬ 
tary offices. But there were many other forms of contra¬ 
band, and gruesome stories are told of the methods 
practised. Hags of bones were hidden in bales of goods, 
such as carpets, rice, hay, barley or other grain, in 
parcels of loaves or in the saddle of a camel. Two or 
three bodies were placed in a single sack or box, in the hope 
that they would pass as one. Sometimes a woman would 
hang round her waist, under the clothes, the bones of a 
relative, and declaring herself enceinte would attempt to 
pass the sanitary officials ; but since a female inspector was 
appointed at Khanikin this form of fraud has ceased. On 
one occasion a woman was detected carrying in her arms 
what purported to be an infant, but which proved to be a 
sack of bones on which a child’s face had been rudely 
painted ; it was only the exaggerated way in which she was 
caressing the bundle that led to her detection. Shiahs have 
been known to reduce the remains of their relations to 
powder and attempt to pass this through as flour. Briefly, 
every conceivable trick is adopted to smuggle through dry 
bodies with or as commercial goods. 

But there is also another form of contraband, which con¬ 
sists in attempting to smuggle through goods with dead 
bodies. The bodies are placed in a coffin or box, and 
surrounded by valuable merchandise, such as saffron, 
camphor, and even fruits of various kinds, in the hope that 
the box will not be opened and that the goods will thus 
escape the heavy customs dues to which they are liable. 

Hitherto the only means of dealing with such forms of 
contraband lay in the vigilance of the sanitary employees. 
When detected a fresh body in contraband was seized and 
buried in the nearest cemetery ; and a dry body was kept in 
a depot until claimed and the sanitary dues paid. No 
punishment could be inflicted, since no law or regulation 
existed to authorise it. Probably only a system of heavy 
fines, as proposed by the Commission, will put an end to 
these abuses ; and it is certain that, whatever Power may 
be in authority in these regions in the future, unceasing 
vigilance wnll need to be exercised if the offensiveness of 
this transport of human remains is to be kept within reason¬ 
able limits. 

Under existing circumstances it is probable that both the 
Shiah pilgrimage and the carriage of bodies have been 
almost, if not quite, suspended until peace shall come again. 
The future of this part of the world is, and must remain until 
then, a matter of uncertainty. There is no doubt that the 
importance of this great movement of pilgrims, living and 
dead, towards the holy places will be recognised, and that 
the religions susceptibilities of the followers of this branch 
of Islam will be fully respected. New measures will be 
required for doing away with or reducing to a minimum 
the oflensiveness and danger to public health of this out¬ 
standing feature of Shiahism ; and these will no doubt 
be devised and carried out more successfully than those 
hitherto attempted to be applied by Turkey. 


Any idea of attempting to put a stop altogether either to 
the pilgrimage or the carriage of bodies would have to be 
abandoned from the outset. Both are too deeply rooted and 
too essential a feature of the Shiah religion for any such 
attempt to succeed. They have occasionally been suspended 
by certain Governments—as by the Persian Government in 
1904, when cholera was raging in Persia, or by the Indian 
Government after the appearance of plague in India. But 
it has always been understood that such suspensions were 
only temporary, and as soon as the interdiction has been 
removed the number of pilgrims and dead bodies has 
increased enormously in the immediately following years, 
showing that the pilgrimage, in life or after death, had 
merely been postponed until a more favourable period. 


THE SERVICES. 


PROMOTIONS IN THE INDIAN MEDICAL SERVICE. 

In view of the present great need for experienced officers 
in the Indian Medical Service, the Secretary of State for 
India has approved a proposal of the Government of India to 
retain in their appointments, when it is considered desirable 
in the public interest, colonels of the Indian Medical Service 
after they have completed the ordinary period of tenure or 
would in ordinary circumstances be placed on the Retired 
List. In order, however, to obviate the block in promotion 
which would thereby occur, such officers are regarded as 
supernumerary in their rank, and promotions are being made 
in succession. 

For similar reasons the following special arrangements 
have also been made in the case of lieuteDant-colonels who, 
under the terms of the Royal Warrant governing promotion 
in the Indian Medical Service, may be specially selected for 
increased pay for ability and merit. The number of officers 
eligible for this increase of pay is at present fixed at 41. 
Among such of these as retire in any one year four extra 
pensions of £100 per annum are distributable subject to 
certain conditions. Retirements being suspended during the 
war, the Secretary of State for India has decided as a 
measure of relief: (1) that, provided there are a sufficient 
number of applicants to satisfy the required conditions, 
these four extra pensions, which would otherwise lapse, shall 
be allotted in each year, but that payment of the extra 
pensious shall be held over until the allottees have actually 
retired; and (2) that such recipients shall be regarded as 
supernumerary on the list of 41 selected lieutenant-colonels 
and that promotions to the list shall be made in their place. 


Royal Naval Medical Service. 

The following appointments have been notified :—Fleet- 
Surgeons : H. H. Gill to Pembroke: and J. H. Fergusson to 
Vivid. Staff-Surgeons: J. II. L. Page to Pembroke; J. M. 
Hayes to Penelope; and M. T. Male to Vivid. Surgeons 
(temporary): H. C. Broadhurst to Dublin; J. A. McVea to 
Mars; W. L. Anderson and E. P. L. Hughes to Pembroke ; 
R. Tennent to Excellent: T. R. F. Kerbv to Queen ; T. H. W. 
Idris and T. W. Drummond to Vimd and D. P. Brown to 
Ganges. 

Royal Naval Volunteer Reserve. 

Surgeon: J. H. F. Lamb to Victory. Surgeon Proba 
tioners: D. E. Ross to Linnet; E. P. Brockman to 
Jackal; C. G. Terrell to Laverock; T. A. H. Smith, 
F. P. N. Parsons, C. C. R. Downing, and W. S. Svkes 
to Pembroke; A. W. Kirkman, A. R. Matheson, J. Hale, 
D. A. Cunningham, and R. A. Hickley to Victory; F. J. 
Lees, P. MacMurrav, S. C. Woodhouse, H. Donovan, A. P. 
Kertwistle, A. G. Ord, G. E. Morgan, G. W. Pratt, J. Stewart, 
R. E. R. Sanderson, J. N. Gale, S. II. Waddv, E, .1. G. 
Sargent, J. Allan, W. G. Robertson, and P. Lloyd-Williams 
to Victory; H. S. Trefrv to Xereide: and J. M. Ritchie to 
Victory. 

Army Medical Service. 

Temporary Honorary Major S. M. Smith (Captain, 
R.A.M.C., T.F.), from St. John Ambulance Brigade Hospital, 
to be temporary Colonel. 

Royal Army Medical Corps. 

G. M. Huggins to be temporary Captain. 

Stanley Boustield to be temporary Honorary Major whdst 
in charge of Aubrey Lodge and Moray Lodge Hospitals. 

Captain H. Wade, R.A.M.C. T.F., to be temporary 
Lieutenant-Colonel. 

The undermentioned to he temporary Majors: Captain 
W. C. Bosanquetand Captain A. D. Reid. 

Temporary Captain F. S. Brereton to be temporary 
Major. 

Temporary Lieutenant A. Robinson relinquishes his com¬ 
mission on account of ill-health. 
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4 deaths were uncertified, and 3 others were the subject of 
coroners’ inquests, while 63, or 43 per cent., of the total 
deaths occurred in public institutions. 

During the same period 202 births and 117 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 15-6, or 0 8 per 1000 less than in the 
previous week, and included 26 of infants under 1 year, 
and 28 of persons aged 65 years and upwards. Eleven deaths 
(of infants under 2 years) were referred to diarrhceal diseases, 
but not one to any other of the principal epidemic diseases. 
The cause of 1 death was uncertified, and 3 others were the 
subject of coroners’ inquests, while 31 of the total deaths 
occurred in public institutions. 


Carrespanhnu. 


Audi alteram partem.” 


THE APPLICATION OF DROP-MEASURING 
TO THE WIDAL TECHNIQUE. 

To the- Editor of The Lancet. 

Sir,—I n his article on a method of drop-measuring liquids 
and suspensions, published in The Lancet of Sept. 2nd, 
Mr. R. Donald is impelled by a sense of “ public duty ” to 
point out “serious inaccuracies ” in the ‘ • Directions ” for 
the “Use of Standardised Agglutinable Cultures” issued 
under the auspices of the Medical Research Committee. He 
also criticises with severity both the materials and the 
technique of Dreyer’s method of performing agglutination 
tests. And readers of The Lancet are warned that he has 
discovered gross errors in them of such magnitudes as 
10 per cent., 20 percent., and even 40 per cent., along 
with many other faults and failures of lesser degrees, but 
of undoubted importance. Moreover, Mr. Donald, whether 
intentionally or otherwise I cannot say, leaves the impression 
that all these various errors are cumulative. Of six precau¬ 
tions which instructed persons know to be ‘ ‘ necessary for 
practical accuracy in methods based upon drop-measurement ” 
no less than four are entirely omitted, and the other two are 
only vaguely hinted at by those who instigated the issue of 
the “Directions.” Other most culpable things have also been 
done or left undone by us. 

These are dreadful charges, Sir, painful to bear 1 If only 
Mr. Donald had remembered that legend of the bar in 
Colorado where the notice stands above the pianoforte 
“ Please do not shoot at the pianist, he is doing his best,” he 
would. I feel sure, have dealt more gently with us. But you, 
Sir, are sympathetic to all those in trouble ; and I may 
venture to assure you, in some sort of palliation of our 
faults, that we in Oxford do really try very hard to under¬ 
stand these high matters, in which Mr. Donald is so very 
facile, and to get them right before we put them into print. 

Doubtless in our youth we have been as hasty in judgment 
and as reckless in statement as here and there you may still 
find another. But advancing middle age brings caution even 
to the foolish. Mr. Donald is mistaken. We have not 
committed all the follies he imagines. Most of the things 
that he says in criticism of us are not so. But to deal with 
them in detail will require more space than is proper for a 
letter, and will occupy more leisure than I have at my 
disposal at the moment. I live in hope, however, that I may 
shortly be allowed the necessary opportunity in your 
columns. Meanwhile, may I tell your readers briefly that Mr. 
Donald's 40 per cent, error is one manufactured entirely by 
himself without any help from us by doing things which, as 
he admits elsewhere, are implicitly forbidden in the “ Direc¬ 
tions. ” F urther, his errors of 20 per cent, and 10 per cent, 
respectively are not cumulative, but happen to be so 
distributed—and were known by us to be so distributed* - as 
very largely to counterbalance one another. They thus leave 
as residue an ascertainable and constant error in the reputed 
degree of final serum dilution (but in nothing else). And 
this error is of a size (about 3 per cent.) which is quite 
negligible in relation to the purposes for which the method 
is intended to be used where we are dealing with changes of 
hundreds per cent.—I am, Sir, yours faithfully, 

E. W. Ainley Walker. 

University College, Oxford, Sept. 4th, 1916. 


THE CHOICE OF ANESTHETIC AT A 
MILITARY HOSPITAL. 

To the Editor of The Lancet. 

Sir,—W hen administering to each patient the amesthetic 
believed to be best suited to his individual case, it has also 
been customary to measure the quantity of the anresthetic 
used and to note the time spent over each operation. The 
cost per hour for each ansesthetic was then estimated. 
Taking a sequence of about a hundred cases at random I 
find we have used:— 

Open ether in 7 at an estimated cost of about 2*. 6<i. per 
hour. Ether in a Clover's inhaler (with an oxygen attach¬ 
ment) and preceded by 5 c.c. ethyl chloride in 19 at 10rf. per 
hour. 

Chloroform in an open mask in 14 at 8 d. Acomb’s pattern 
of mask preferred to avoid all risk of burning the face. 
Ethylic chloroform in a Vernon Harcourt inhaler with 
oxygen attachment in 6 at 2<(. 

AiC-aEa in Rendie’s celluloid mask in 17 at lit. E]Cs in 
McCardie's mask in 4 at lid. EjCi on open mask in 3 
at Is. 6 d. 

For foreign bodies with inflammatory swelling about the 
neck: 8 ounces of 75 per cent, solution of ether and olive oil 
as rectal enema (2s. 6 d. per hour) in 4 cases when single- 
handed. Intraspinal stovaine in 3 at about Is. (2 c.c. of 5 per 1 
cent, solution), also novocaine and omnopon scopolamine, 
in doses varying with the body weight and general condition 
of the patient. Ethyl chloride either by crushing successive 
3 c.c. capsules in a bag or by Barton's method for operations 
usually up to a quarter of an hour in length (in one case 
55 minutes), 11 at 6s. 6d. per hour. 

“ Warmed ” gas and oxygen (including 4 cases of amputa¬ 
tion through the thigh in which the patients had always 
taken ether and chloroform very badly), 8 at 9*. 6d. per 
hour. Intravenous ether (Rood’s apparatus), 6 at Is. per 
hour. Alcohol 1 and chloroform 9 in gas poisoning on open 
mask, combined with oxygen, 3 at Is. 8d. per hour. 

The conclusions arrived at are as follows : — 

1. In a large military hospital the Vernon Harcourt 
chloroform inhaler should be looked upon rather as an 
economy than a luxury, owing to the great saving of 
chloroform. 

2. In cases requiring transfusion for hremorrhage or shock 
we are strongly in favour of intravenous alcohol, especially 
in operations about the face and head, where the anaesthetist 
is apt to impede the surgeon. 

3. Open ether is opposed on the ground of expense. When 
this method is employed we use a Fergusson’s mask with 
flannel cover and “ speed up ” with 10 c.c. ethyl chloride. 

4. It may be regretted that ethyl chloride is not more 
used. Owing to the rapidity of induction and speediness of 
recovery it presents peculiar advantages. For 15 years I 
have used it, as a routine adjuvant to ether and chloroform, 
always with a suitable mouth-prop, often with an oxygen 
attachment in the case of a closed inhaler, and have had no 
serious trouble with jaw spasm or even with the marked fall 
in blood pressure which follows prolonged administration. 
It is, of course, a dangerous drug without, proper precautions 
and accurate dosage ; I collected a list of 34 fatalities under 
this drug 12 years ago. 

5. Nitrous oxide has been employed very extensively for 
operations in the wards and prolonged and painful dressings. 
The apparatus recommended is composed of a flanged rubber 
face-piece (not celluloid). Clover-Hewitt’s wide-bore gas and 
ether inhaler, to which is attached a small thin bag (Page) 
(as an additional mixing chamber), a long tube running 
thence backwards (through hot water) to the small mixing 
chamber controlled by side valves and ratchets and com- 
municating with very strong storage bags, enclosed in stout 
string (or compressed by Trewby’s springs). These bags are 
supplied from the ordinary angled bottles and operated by 
foot screws in the usual way. The Dental Manufacturing 
Company, Alston House, London, made a suitable stand and 
apparatus for us to carry out these ideas, and their work 
has given us the utmost satisfaction and relief to the 
patients. 

The advantages of the apparatus are : 1. It can be used 
with ordinary angled bottles and not vertical bottles, which 
are often unobtainable. 2. The gases can be warmed 
satisfactorily. 3. Re-breathing can be allowed or not as 
desired. 4. In the hands of a beginner, a small quantity of 
ether may be added with advantage in perhaps 40 per cent, of 
cases, till practice has made perfect. 5. In case the supply 
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of oxygen gives oat an air-intake can be opened in the mixing 
chamber and air employed instead of oxygen. 6. If the 
nitrons oxideruns short, the Hewitt's air-inlet may be opened 
and ethyl chloride sprayed in without disturbing the operator 
or the patient. 7. The pressure of gases can be regulated as 
desired. 

A more extensive use might be made of nitrous oxide in 
septic cases, and the routine administration of omnopon 
2/3 grain and scopolamine 1/100 grain one hour before the 
administration. We often combine with local anaesthesia 
and find the method satisfactory. 

During the last eight months I have almost exclusively 
employed a Shipway’s three-bottle and thermos apparatus 
for inhalation anaesthesia. It is preferable to modify the 
method and induce rapidly with a mixture of Ean de Cologne 
and ethyl chloride sprayed on to a Vajna’s glass mask 
covered with three layers of domette. It is not safe to 
employ a stronger mixture than one part of alcohol to five of 
chloroform in the third bottle, as it has been shown that 
6 per cent, vapour can be produced by a Junker’s inhaler 
similar to the above. Moreover, instead of a hand bellows, 
we connect our ether bottle by a Y-tube to a foot bellows and 
large oxygen cylinder controlled by a Barth’s regulating 
pressure valve. The cost is about lx. 4 d. per hour. 

Increasing experience points to the value of intravenous 
alcohol in carefully selected cases only. In the last month 
I have given intravenous alcohol on 36 occasions when the 
condition of the patient appeared grave, a 20 per cent, 
solution of alcohol in normal saline guaranteed chemically 
pure, sterilised and made up in hermetically sealed bottles 
by Messrs. Duncan, Flockhart k Co. of Edinburgh. About 
one pint of the solution was usually sufficient for an hour’s 
operation at a cost of 2 s. 3 d. An ordinary salvarsan needle 
was used. The cases were mostly of a grave nature 
and included—2 of pulmonary abscess ; 3 laparotomies 
(1 exploratory and 2 resection of bowel) ; 1 case of double 
amputation through the thigh ; 1 amputation through the 
shoulder joint for rapidly spreadinggas gangrene with delirium 
(the worst case I have ever seen recover); 1 amputation 
through the thigh in which the patient had previously become 
pulseless under open ether when the operation had to be 
abandoned, but is now strong and well. Complete amcsthesia 
was usually induced in seven minutes. 

The after sleep averaged two hours and the secondary 
collapse one hour after operation was met by enemas of hot 
coffee and hypodermic injection of pituitary extract. No 
haemolysis has yet been met with or the rigors which are so 
common after intravenous ether, though I have frequently 
noticed fibrillary twitchings of the masseter muscles. It is 
hoped that the antiseptic effects of weak alcohol may be of 
some small value in septic cases, and that the drug may be 
less likely to injure the kidneys than ether. 

I am. Sir, yours faithfully, 

Arthur G. Wilkins, 

August 14th, 1916. Temporary and Honorary Captain, H.A.M.C. 


THE NATURE OF STUTTERING. 

To the Editor of The Lancet. 

Sir,— Stutterers are usually refused admission to the 
Army. In munition works their efficiency is lessened by 
their difficulty in communication. In ordinary civilian life 
they are an annoyance to others and a curse to themselves. 
The present methods of the treatment of stuttering are 
almost hopeless. A stutterer will be admitted to a hospital 
for rest and feeding for a few weeks ; in the out-patient 
departments he will receive tonics and purges ; if able to pay 
he will go to the elocutionists or advertising stammer-curers ; 
the result is always the same. The reason lies in the mis¬ 
conception of the nature of the trouble. Stuttering is not a 
bad habit; it is not a speech defect; it is not even a speech 
disease. I have made and analysed records of speech in the 
most varied diseases and defects of the peripheral organs, 
the nerves, the bulbar centres, and the cortex. Every part of 
the speech mechanism has been thoroughly covered ; typical 
and constant results have been found for each form of 
lesion. The records of stutterers show that the speech 
mechanism is absolutely intact. 

The real nature of stuttering is indicated by the following 
facts. In the first place, the stutterer's spasm varies from 
case to case ; no two persons stutter alike. Again, it varies 
from sentence to sentence, from word to word ; a stutterer 


who stumbles over the initial of “Peter” may have no 
trouble with any other “p” in the sentence. Finally, it 
varies from.time to time and from circumstance to circum¬ 
stance ; a person who stumbles over initial consonants at 
one time will be found another time to have only silences 
due to abdominal cramps. There is no such variability in 
the true diseases of the speech mechanism. A conclusive 
proof that stuttering is not a defect of speech is furnished 
by the fact that every stutterer can speak perfectly well as 
long as he is alone. In the entire literature of stuttering I 
have never seen this fact recorded, and yet it is the most 
significant one of all. I have verified the fact by questioning- 
thousands of stutterers. A striking illustration is provided 
by the experience that every stutterer can speak into a 
telephone perfectly as long as he holds the switch down so 
that no one can hear him ; as soon as he releases it and 
connects the telephone with the central, he begins to stutter. 

The pathology of stuttering must be sought in the 
stutterer’s higher mental mechanism. There is a large group 
of persons—not stutterers—whose life is spent in a fear of 
meeting other people and with a strain in their presence. 
The mental condition of these persons and of the stutterers 
is exactly the same. The bodily signs are also similar ; in 
both the muscles are more tense than they should be. There 
are even resemblances in speech ; in the non-stutterers there 
is sticking at words, sometimes repetitions, but never any of 
the cramps of the stutterer. All these people have a mental 
condition that impels them to avoid other persons and 
incline toward segregation. The clinical picture is so 
exactly the same for all that one inclines to divide the 
entire lot into stutterers who do not stutter and stutterers 
who do ; more correctly they would all be called victims of 
the timidity neurosis. The non-stutterers far outnumber the 
actual stutterers. 

Why should stuttering arise on the basis of a timidity 
neurosis ? Let us suppose that a person deliberately wished 
to make it impossible or difficult for him to associate with 
other people. He might counterfeit some disease that would 
remove him from their company. He might pretend deafness 
or muteness. Best of all, he might speak in a way that 
would make it difficult or impossible to talk with other 
people ; this he could most readily accomplish by stuttering 
purposely. Now let us suppose that such a wish may be 
present in a person’s mind quite unknown to himself. Then 
we have just the condition of the hysterical girl who uncon¬ 
sciously counterfeits meningitis when the family troubles 
are too much for her, or of the sufferer from shell shock who 
is a loyal soldier but whose innermost nature tries to prevent 
a return to the horrors of war by producing psychic deafness 
and mutism. The most effective way of cutting off social 
intercourse is to play the fool by stuttering. Not infre¬ 
quently after long struggles with a patient I have been 
forced to the conclusion that he really did not wish to 
be cured. One young man had been his mother’s pet 
as a boy. Later as a stutterer he monopolised her entire 
affection and retained his attitude of dependence and need 
of protection. If cured he would lose the intense sympathy 
of his mother, and would be forced into the world to work 
for himself. Another young man had made great sacrifices 
to effect a cure. He was earnest and faithful. Yet one 
could feel a resistance. His stuttering brought him the 
advantage of an excuse to avoid feminine society. In justice 
to these patients it must be said that they did not suspect 
any such motives. Intimate acquaintance with many cases 
has led me to the belief that the great cause of stuttering is 
an unconscious wish to avoid human society. The disease 
may be termed a timidity neurosis, whose external mechanism 
is a speech defect that assists the person to segregate 
himself. Stuttering is therefore closely allied to hysteria, 
to the anxiety neurosis, to the phobias, &c. It must not be 
supposed that the stutterer knows anything about this un¬ 
conscious desire for segregation. As in hysteria, the stronger 
the unconscious desire the greater is the person’s conscious 
effort. The stutterer whose unconscious mind is most set 
toward segregation is just the one who is most diligent and 
self-sacrificing in seeking a cure. 

The treatment of stuttering on the supposition that it is a 
disorder of the speech mechanism must fail, and does fail. 
Elocution exercises usually aggravate the disease. A 
stutterer can readily be taught to speak in a qpeer toice, 
but the cure is worse than the disease and it is almost never 
permanent. Hypnotic treatment aims at giving the person 
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confidence in bis speech ; this confidence is shattered every 
moment by his stuttering; I have never known hypnotic 
treatment to effect a cure. Psycho-analysis is useful in 
getting at the stutterer's unconscious mind, but used alone 
it cannot succeed. The actual treatment of the stutterer is 
a very complicated and delicate matter where a mistake in 
any or one of the many methods employed may make a cure 
impossible. It involves a thorough study of the bodily con¬ 
ditions—e.g., an intractable case changed to a cure after an 
operation on the turbinates. A most minute regulation of 
home influence and business habits may be essential. A 
new method of speaking must be taught—namely, normal 
speech in the presence of other persons. Relaxation of 
mind and body, spontaneity of expression, equilibrium of 
the emotions, correctness and precision of thought, correction 
of character, development of confidence, readjustment to 
environment these are all principles on which the treatment 
must be based.—I am, Sir, yours faithfully, 

London, W.. August 24th, 1916. E. W. SCRIPTURE, M.D. 


THE NATIONAL COUNCIL FOR COMBATING 
VENEREAL DISEASES AND COM¬ 
PULSORY NOTIFICATION. 

To the Editor of The Lancet. 

Sir.—A s some misunderstanding seems to have arisen 
in regard to the attitude of the National Council for Com¬ 
bating Venereal Diseases towards the question of com¬ 
pulsory notification of venereal disease, we desire to point 
out that we are determined to adhere strictly to the 
recommendations of the Royal Commission. That body 
carefully considered this question and arrived at the con¬ 
clusion that notification at the present time was im¬ 
practicable and might be detrimental to the operation of 
the measures it advocated. 

A great mass of evidence was taken, and the balance was 
strongly opposed to compulsory methods of this nature. The 
Commissioners, however, recognised that when public opinion 
became more enlightened and adequate facilities for treat¬ 
ment had been provided, “ the question of notification should 
then be further considered. ” They added that when these 

conditions have been fulfilled it is “possible that . 

notification in some form will be demanded.” 

We are convinced that this view is sound, and the 
National Council will, therefore, lend no support to any pro¬ 
posals having for their object the establishment of compulsory 
notification—proposals which would necessarily lead to 
controversy at a time when unanimity of effort is essential. 

We are, Sir, yours obediently, 

Sydenham. 

President. 

Thomas Barlow, 

Hubert M. Southwark, 

Vice-Presidents. 

Kingsway House. Kingsway. W.C., Sept. 5th, 1916. 


“QUININE PARADES.” 

To the Editor of The Lancet. 

Sir,— The newspapers are publishing pictures of “ quinine 
parades ” at Salonica ; apparently our soldiers in Greece are 
being made to swallow quinine in 5-grain doses daily in 
order to prevent malaria. It is now more than 15 years since 
this method of trying to prevent malaria was proved futile. 
•Since then it has been again attempted in a number of places 
and has always met with the same result. At Ismailia the 
experiment was made under the most perfect conditions 
possible. Each inhabitant of the town, which is cut off from 
other places by 40 miles of desert, was obliged to take 
quinine regularly or to forfeit the means of livelihood. Yet 
malaria continued there as prevalent as ever. Ultimately, 
as everyone knows, the disease was abolished by mosquito- 
reduction and quinine prophylaxis was stopped. Jenner’s 
lesson was only put into general practice after nearly 100 
years. Will the story of malaria also require a century of 
cogitation by administrators ? It is almost heart-breaking for 
those of us who, having broiled for years in hot climates 
dealing successfully with disease, find now, after two decades 
of hard-gained knowledge, militaiy authorities reverting to 
methods which are not only out of date and hard to carry 


out completely, but are also very costly—5 grains of quinine 
daily to the personnel of an army is a large order. It is all 
unnecessary. At Port Said mosquito-reduction was evident 
within a week of the starting of the anti-mosquito measures, 
and malaria-reduction at Ismailia began within a month of 
the mosquito-reduction. Quinine had had no effect in five 
years. 

It is difficult to understand this idea of trying to prevent 
disease by the cure and treatment of individual cases or 
possible cases. It has never been successful. Yet it is 
still being tried even here in England, which should be the 
home of medical science now that the culture of the German 
professor has been found out. One of the aims of the 
National Insurance scheme is the prevention of tuber¬ 
culosis. The method adopted is the attempt to cure indi¬ 
vidual cases by sanatorium and dispensary treatment. What 
is the result ? It is doomed to failure. We cannot prevent 
disease by curing it—quinine and malaria proved that. 
Then take the example of diphtheria. We can cure 
diphtheria and we do cure it; but diphtheria is not 
prevented. And now we are going to make another 
attempt of a similar nature ; it also is doomed to failure. 
We are going to try to prevent venereal disease by curing it. 
It cannot be done. They say that experience teaches—but 
how long does the process take ? 

1 am, Sir, yours faithfully, 

St. James-plaee, S.W., August 28th. 1916. E. H ALFORD ROSS. 

IMMOBILITY AFTER JOINT INJURY. 

To the Editor of The Lancet. 

Sir, —Sir John Collie misquotes me with such marked 
irresponsibility that it is unnecessary for me to correct him. 
Moreover, though he may not admit it, he and I are partly in 
agreement after all : for his view “that as soon as the acute 
painful stage has passed and inflammation has subsided, the 
surgeon should prevent subsequent stiffness by commencing 
movements ” —endorses the principle I was contending for, 
viz., “ that a joint must be kept immobilised until the inflam¬ 
mation has entirely subsided." 

But is not his advice to the surgeon to commence move¬ 
ments hopelessly wrong ? Is it not the advice of one who teen 
cases but does not treat them—of the theorist rather than of the 
practical man ? I pass over Sir John’s rather personal remarks, 
his quaint quotation from Whitelocke, his surprising refer¬ 
ence to the Grand Palais and £644,000 a year ; and as far 
as I myself am concerned beg leave to conclude this corres¬ 
pondence by quoting the words of Thomas 1 (would that they 
were emblazoned on the walls of every hospital I): 

“The most effectual method of avoiding ankylosis is the 
practice of uninterrupted and prolonged immobility. 

“ The more an inflamed joint is uncontrolled the stiller does 
it become, while the more effectually it is fixed the sooner 
and the more completely is its capability of movement 
restored." I am, Sir, yours faithfully, 

Harley-street, W., Sept. 2nd, 1916. Paul ]?ERNARD Roth. 


THE SIGNIFICANCE OF URINE OF A 
VERY LOW SPECIFIC GRAVITY. 

To the Editor of The Lancet. 

Sir,—O n two occasions I have observed urines the specific 
gravity of which gave a reading of zero—one case very 
recently w r as in a man of 30, an insurance case; the other 
occurred many years ago, and for the first time, in a man 
who is now aged 61, and who has since undergone a bout of 
severe renal colic, ending with the passage of one oxalate 
crystal, followed some short time afterwards by a prolonged 
period of jaundice, characterised by severe colic and pruritus. 
The case ended in recovery, but the man is now diabetic, 
his glycosuria being controlled by abstinence from sugar, 
fresh meat, and butter. 

I am, Sir, youis faithfully. 

Edward P. Leavy, F.R.C.S., 

Government Medical Officer. 

Innisfall. North Queensland, July 8th, 1916. 


1 Hugh Owen Thomas: Diseases of the Hip. Knee, and Ankle 
Joints, Liverpool, 1876, p. 172. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Died of Wounds. 

Captain T. C. Houston, R.A.M.C., attached to the 
Cameronians, qualified M.B., Ch.B. Glasg. in 1915, and 
thereupon joined the R.A.M.C. 

Captain J. M. Stenhouse, R.A.M.C., attached to the Royal 
Field Artillery, was educated at Cambridge University 
and at the London Hospital, and qualified in 1903. After 
holding house appointments at the hospital he proceeded 
to China, and on the outbreak of the European War he 
obtained a commission in the R.A.M.C. 

Wounded. 

Surgeon Probationer C. E. E. Herington, R.N.V.R. 

Captain A. S. K. Anderson, R.A.M.C. 

Lieutenant S. Bryson, R.A.M.C., attached to the Northum¬ 
berland Fusiliers. 

Captain G. M. Campbell, R.A.M.C., attached to the South 
Wales Borderers. 

LieutenantE. Hudson, R.A.M.C. 

Captain R. C. Coatsworth, R.A.M.C. 

Captain J. Kirker, R.A.M.C. 

Captain H. St. A. Agate, R.A.M.C., attached to the South 
Wales Borderers. 

Second Lieutenant B. J. Courtney, R.A.M.C., attached to 
the Royal Warwick Regiment. 

Captain R. H. Fothergill, R.A.M.C. 

Captain J. T. Gunn, R.A.M.C. 

Captain J. McKenzie, R.A.M.C. 


OBITUARY OF THE WAR. 


DOUGLAS HENRY DAVID WOODERSON, B. Sc. ,M. B. Lond. 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain D. H. D. Wooderson, who was killed in action on 
August 6th at the age of 24, was the elder son of H. D. 
Wooderson, of Kingsfield, Dartmouth-road, Brondesbury. 
Educated at Archbishop Tenison s Grammar School and the 
Moravian Knaben-Anstalt at Konigsfeld in Baden, he had an 
unusually brilliant career as a medical student, winning 
during five years at St. Bartholomew’s Hospital Medical 
School the junior entrance scholarship in science, the junior 
scholarship, the senior scholarship, the Harvey, Wix. 
Bentley, and Sir George Burrows prizes. At the age of 19 
he took the degree of B.Sc. at London University with 
honours in physiology ; and in September, 1914, he qualified 
as M.B., B.S. Lond., with distinction in medicine and 
midwifery. Three months later he obtained a temporary 
commission in the Royal Army Medical Corps, and after 

some hospital work 
in Ireland went to 
the front attached 
as medical officer to 
the King’s (Liver¬ 
pool) Regiment. He 
was invalided home 
with trench fever in 
July, returning to his 
regiment again in 
October, and he was 
mentioned in de¬ 
spatches in June of 
the present year. A 
few weeks later he 
was killed by a 
shell as he was 
attending to several 
wounded men. 

Captain Wooderson 
was not merely bril¬ 
liant at examina^ 
tions. His command¬ 
ing officer writes of him as one of the very best regimental 
officers he had had, and speaks of his love of work and 
devotion to duty. During his student years he took much 
interest in foreign missions and acted for some time as 
secretary to his hospital Medical Missions Society. His 
friends will cherish the memory of a well-filled life. 


GEORGE STANTON, B.A., M.B , B.Ch. Dub., 

CAPTAIN, ROYAL ARMY MfcLlCAL CORPS. 

Captain G. Stanton, who died on August 16th in London 
as a result of wounds incurred on active service, at the age 
of 24 years, was youngest twin son of John Stanton, solicitor, 
of Alexandra Place. Cork. He was educated at the Christian 
Brothers’ College in 
Cork and at Trinity 
College, Dublin, gradu¬ 
ating in medicine at 
the University of 
Dublin in 1915. After 
joining the Royal Army 
Medical Corps he was 
attached as medical 
officer to a battalion of 
Lancashire Fusiliers. 

He was wounded in 
two places by shrapnel, 
and after immediate 
operation in a field 
hospital continued to 
make progress after 
being transferred to 
this country, until the 
sudden development of 
an aneurysm which 
proved fatal. 

Captain Stanton took a prominent part in athletics. As 
a member of his College Harrier Club he ran against 
Oxford in his freshman year, and he played wing 
three-quarter for the Monkstown Rugby Football Club. 
His death has left a blank among a wide circle in his 
native city. _ 

RICHARD MOLESWORTH DENNYS, 
M.R.C.S. Eng.. 

CAPTAIN, LOYAL NORTH LANCASHIRE REGIMENT. 

Captain R. M. Dennys, who died on active service in 
France on July 24th at the age of 31, was only son of 
Edward A. Dennys, of London, and grandson of the late 
General J. B. Dennys and of Sir Guilford Molesworth, 
K.C.I.E. He was educated at Winchester, and took his 
medical course at St. Bartholomew’s Hospital, obtaining 
the Conjoint Board qualification in 1909. At the outbreak 
of war he was in Florence, working with Mr. Gordon Craig 
in his school at the Arena Goldoni for the improvement of 
the art of the theatre. He returned to England at once and 
offered his services to the Red Cross and the Royal Army 
Medical Corps, but as he could not obtain immediate 
employment in either capacity he accepted a commission 
in the Loyal North Lancashire Regiment. He had been 
in France with his battalion for all but a year when he 
received a wound which 
proved fatal after 12 
days. 

Captain Dennys 
was a man of 
singular adaptability. 

Although educated for 
the medical profession 
and with his chief 
interest in things 
theatrical, his com¬ 
manding officer writes 
of him: “He set to 
work with heart and 
soul to become effi¬ 
cient, and was greatly 
assisted in its attain¬ 
ment by the exercise, 
in no small degree, of 
tact, which more than 
once saved difficult 
situations.” He adds: 

“ Under the most adverse circumstances Dennys was always 
cheery ; no one ever heard him ‘grouse.’ ” His brother officers 
write of his qualities of head and heart which 
endeared him to them and to the men under his 
command, and of his love for all that is noblest in art, 
music, and literature. 
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JOHN PARNELL WALSH, M.D., C M. McGill, 

CiPTLIN, CAITLDIXN ARMY MEDICAL CORPS. 

Captain J. P. Walsh, C.A.M.C., died on August 17th at 
the 2nd London General Hospital of shrapnel wounds 
received at the front, where he was medical officer attached 
to a battalion of the Canadian Expeditionary Force. Born 
in Quebec in January. 1882, he bad graduated at 
McGill University. Montreal, in 1909, and on graduation 
returned to practice in his home city, becoming anaes¬ 
thetist to the Jeffrey Hale Hospital, and later assistant 
in medicine with charge of the clinical laboratory of 
the hospital. He had entered the Canadian Army 
Medical Corps before the war, being gazetted lieutenant 
in April, 1914, and in October of that year he was 
appointed to the staff of the Quebec Military Hospital. In 
February, 1915 he came overseas, and was appointed to 
a Canadian General Hospital. He received his injuries on 
July 20th and failod to rally after a grave operation. 

Captain Walsh had rapidly come to the fore in Quebec as 
a popular and capable practitioner, with great kindliness of 
manner, and devotion to duty. 


Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war :— 

Second Lieutenant W. E. Berridge, Somerset Light 
Infantry, younger son of Dr. >V. A. Berridge, of 
Folkestone, and formerly of Redhill. 

Lance-Corporal F. H. Dowker, Koval Fusiliers, only son of 
the late Dr. F. W. Dowker, of fielmslev, Yorkshire. 
Second Lieutenant A. C. A. Adams, Royal Lancaster Regi¬ 
ment, only child of Surgeon-Colonel Adams, M.D. 
Captain and Adjutant T. H. B. Rorie, the Black Watch, 
attached to the Gloucester Regiment, eldest surviving 
son of the late Dr. J. Rorie, medical superintendent of 
Westgreen Asylum, Dundee. 

JLieutenant E. C. MacBryan, Somerset Light Infantry, second 
son of Dr. H. C. MacBryan, of Box, Wilts. 


The War and Asylum Accommodation. 

In reply to a question asked in the House of Commons 
with a view of eliciting information as to the amount of 
overcrowding now existing in asylums, and as to the extent 
of reduction of accommodation available in them by reason 
of the temporary use of these institutions by the War Office, 
the Under Secretary of 8tate said that the overcrowding, 
expressed as an average, amounted to 17 per cent., and 
the accommodation bad been reduced by 15,750 beds. 
To have provided such a substantial addition to the 
resources of the War Department at so slight a hygienic 
cost is a remarkable achievement, and one upon which 
the Board of Control, which instituted this movement, and 
the managing committees of the asylums concerned, are 
to be congratulated. In these times of unprecedented 
national stress it could not be expected that any class of 
the community, rich or poor, healthy or infirm, would 
entirely escape inconvenience and discomfort. We feel that 
the relatives of the mentally infirm of the poorer classes 
have reason to be thankful that the welfare of those in 
■whom they are interested has been so little affected. Even 
in normal times an overcrowding to the extent of 17 per 
cent, must be the frequent experience of not a few 
public asylums serving a densely-populated area. It 
has to be borne in mind that a degree of overcrowding 
which might have appreciable results in an ordinary 
hospital is not by any means necessarily attended by such in 
hospitals for the insane ; since a large proportion of the 
patients in these are out for exercise qr in the open for 
several hours a day, during which time the wards are well 
ventilated. That so large a displacement of patients should 
have been brought about with, on the average, comparatively 
slight overcrowding, shows that a great number of asylums 
must have responded to the invitation to cooperate in this 
praiseworthy effort to help in a national emergency. In 
times of stress the incidence of insanity is probably distinctly 
diminished, like that of crime; and overcrowdingis less marked 
■to the extent to which the antidote of stress is efficacious. 
In reply to a further question the Under Secretary of State 
said that the proportion of doctors to patients in county 
and borough asylums, in use as such, was 1 to 390. Pre¬ 
suming the medical superintendent to be reckoned amongst 


the doctors in both instances, this would mean anything 
between 120 and 140 more patients per doctor than in normal 
times. These figures in themselves are not alarming ; nor is 
there any sufficient cause for disquietude if the matter is 
regarded from a more strictly professional point of view. 
For, if we take the percentage of cases which experience 
shows are likely to recover amongst the average annual 
admissions into public asylums as 35, and add 10 per cent, 
for cases which might be expected to recover with closer 
personal medical attention than is, or can be, given in 
ordinary instances, we find that some 175 of the 390 cases 
allotted to one doctor require his close attention. This is 
not an excessive figure. As to the remaining 215, their 
requirements would appear to be fairly comparable to those 
of the large number of minor surgical and medical cases 
which are admitted into the hospitals of this country from 
the front. They can be adequately met by a skilled nursing 
staff under the supervision of the doctor. As regards the 
statutory obligations cast upon the Asylum Medical Service 
in respect to the keeping of medical records and rendering 
of returns, the Board of Control, in view of the circum¬ 
stances of the war, took steps at the outset temporarily to 
relieve medical officers of asylums of some of these. 


Medical Examination and Military Enlistment. 

In a recent Circular issued by the Local Government 
Board attention is called to the importance of a tribunal 
knowing for what class of service a man is medically fit 
before deciding whether he shall be taken from civil employ¬ 
ment for the Army. The Circular suggests that it would be 
well that a man applying for exemption should be examined 
by a Recruiting Medical Board before his application is dis¬ 
posed of. There is no power to compel him to be so examined, 
but it is obviously to his advantage to secure trustworthy 
evidence of his physical condition, because in the absence of 
it the tribunal would be justified in assuming him to be fit 
for general service. The military authorities are willing to 
make the examination in the circumstances indicated. The 
tribunal in the case of those whom it decides to take has to 
consider whether the recruit is one of the higher value—that 
[ is to say, whether he is fit for general service or whether he 
is fit for service abroad in garrison or provisional units, so 
that the adducing of medical evidence at the hearing is an 
advantage both for the tribunal and for the man who believes 
himself to be entitled by his condition to exemption. 

Irish Doctors of Military Age. 

The Local Government Board of Ireland will not sanction 
the appointment by the Letterkenny guardians (co. Donegal) 
of Dr. J. P. McGinleyas dispensary doctor, owing to the fact 
that he is of military age. In a letter to the guardians the 
Board points out that to sanction such appointmeuts would 
be to encroach on the supply of doctors who are urgently 
required for the care of the wounded. Tile Board recom¬ 
mends that the work of the dispensary should be carried out 
until the war is over by a medical man ineligible for military 
service, who should be paid at the rate of the fixed salary 
attaching to the post. The guardians decided by 21 to 9 votes 
to adhere to their action in appointing Dr. McGinley. At 
their meeting a week later a further letter was read from the 
Local Government Board refusing to alter its decision, and 
requesting the guardians to make arrangements for the 
discharge of the duties of medical officer for the period of 
the war by a doctor who was ineligible for military service. 
The guardians replied by placing on the agenda for their 
Dext meeting a resolution appointing temporarily during the 
war the medical man whose permanent appointment the 
Board had refused to sanction. 

At a meeting of the Omagh board of guardians 
(co. Tyrone), held on August 19th, to appoint a successor to 
the late Dr. H. B. Fleming as medical attendant to the 
workhouse, a resolution to the effect that no doctor of 
military age be appointed was lost by a majority of 25 (26 for, 
51 against). Applications were received from four doctors, 
all of whom were of military age except Mr. J. J. Todd, 
district medical officer of Omagh. As a result of the voting 
Dr. D. F. Murnaghan, son of the chairman of the board (who 
presided), was appointed. At the.next meeting of the Omagh 
board of guardians a letter from the Local G.overnment 
Board was read, declining to sanction Dr. Murnaghan’s 
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appointment, as to do so would be contrary to its settled 
policy, which was thatall such appointments should be filled 
for the period ol the war only, and, where possible, medical 
men who by reason of their age are not qualified to serve in 
the Royal Army Medioal Corps should be chosen to fill 
the temporary posts. In the present case Mr. Todd had 
expressed his willingness to continue to perform the duties 
at the salary attaching to the office until ths termination 
of the war, and as this gentleman was over military age and 
qualified for the position, the Board was of the opinion that 
his offer of service should b3 accepted. After a heated dis¬ 
cussion, a resolution was passed requesting the Local 
Government Board to sanction Dr. Murnaghan’sappointmsnt 
and directing the master not to allow Mr. Todd to visit the 
hospitals without further notice. As wj go to press we 
understand that the Local Government Board persists in 
its refusal to appoint a doctor of military age, and that 
the guardians adhere to their appointment, the cbairmiu 
remarking that, when the person appointed was fit and 
proper, the Board had power over the salary, but over 
nothing else. 

The Local Government Board has also refused to sanc¬ 
tion the appointment, as he is of military age, of Dr. T. Cronin, 
of Newry, to be locura-tenent for Mr. F. P. McDermott, 
dispensary doctor of Donagbmore, whom the guardians had 
given permission to join the Royal Army Medioal Corps. 
In the circumstances the guardians hive decided not to 
allow Mr. McDermott leave of absence to join the Royal 
Army Medical Corps unless he provided a locum-tenent over 
military age. _ 

Award of Military Medals to Nurses.—T he 

Military Medal for bravery has been awarded to five Army 
nurses—Miss B. A. Allsop, Miss N. Easeby, Miss E. 
Hutchinson, Miss M. M Tunley, and Miss J. S. Whyte. 
Four of these nurses had been wounded and were still on 
duty. 

A dep6t for the preparation of sphagnum 

moss dressings has been opened by the St. John Ambulance 
Department at 10, Coney-street, York. The depot is to serve 
all the military hospitals in the city. The premises have 
been lent by the p oprietors of the YvrJahire Herald. 


Gfoitoam 


ROBERT WALTER DOYNE, M.A. Oxox., F.R.C.S. Exg., 

LATE REAPER IS OPHTHALMOLOGY, UNIVERSITY OF OS FORD j 
CJN3ULTING OPHTHALMIC SURGEON TO THE RADCLIFFE 
INFIRMARY, OXFORD, BTC. 

It is with great regret we announce the death of Mr. R. W. 
Doyne. Born in 1857, he was educated at Marlborough, and 
matriculated at Keble College in 1875. Illness prevented his 
remaining at Oxford, and on leaving he joined the Bristol 
Medical School and later St. George’s Hospital. Having 
obtained his qualification of M.R.C.S. Eng., he was for a 
short time in practice in Bristol. In 1883 he joined the Navy, 
but left it in 1885, on his marriage, and settled in Oxford. 

From the outset of his life in Oxford Doyne made a 
special study of ophthalmology, and in spite of a good deal 
Of local opposition he started an eye hospital. Beginning in 
a very small way with an eye dispensary In a builder’s yard, 
he worked steadily on, encouraged by the warm support of 
many good friends, such as were the late Dr. Liddell, of 
Christ Church, the late Bishop l’aget, Dr. Talbot, the Warden 
of Keble, and others. Soon the committee rented on a long 
lease buildings from the County Hospital, and so the Oxford 
Eye Hospital grew little by little till It became one of the best 
known and most’useful institutions in the Midland counties. 
After mope than 25 years’ continuous service, in 1912 
Doyne resigned the post of senior surgeon to the Oxford Eye 
Hospital, and many of his personal friends and admirers 
seized the opportunity of connecting his name permanently 
with the institution by placing within its walls an excellent 
marble bust of him with an inscription commemorating 
his services. He was consulting ophthalmic surgeon to the 
Radcliflfe Infirmary, and was also the first reader in oph¬ 
thalmology to the University of Oxford, a position which he 
held for 11 years. For several years Dryne was surgeon 


to the Royal Eye Hospital, London. It was due to his 
energy and powers of organisation that there was started in 
Oxford a congress of ophthalmologists, which has for years 
met with unqualified success, and which has attracted to its 
discussions some of the most eminent oculists from every 
part of the world. For many years Doyne was the leading 
spirit of these gatherings, and proved himself a most genial 
and kindly host. Consequently, when ill-health prevented 
his attending the last two gatherings, the expressions of 
regret and sympathy forwarded to him from the members 
of the congress present were very genuine. 

Of Doyne’s skill as an oculist many would be glad to 
testify, and his boundless generosity to patients in needy 
circumstances was well known to some of his intimate 
friends. His death at a comparatively early age was due 
very largely to the intensity of energy he threw into any 
project he took up and the scant amount of rest he allowed 
himself. It was especially due to this superabundant energy 
that he bore down the opposition he met with from time to 
time in carrying out the numerous enterprises connected 
with his name. In private life it would be difficult to meet 
with a more generous friend. In his periods of relaxation 
he delighted to gather together his friends round him, and 
would do everything in his power to make them enjoy them¬ 
selves. Oae of his chief amusements was fencing, and he 
was the founder of the Oxford Fencing Club. He leaves a 
widow and two sons, one of whom, Mr. Philip Geoffrey 
Doyne, has been recently ophthalmic house surgeon at 
St. Thomas’s Hospital. _ 


GEORGE MICHAEL JAMES GILES, M.B. LOXD., 
F.R.C.S., 

LIEUTENANT-COLONEL, I.M.S. (RETIRED) AND CANADIAN MHDIOAL 
SERVICE (RETIRED). 

Lieutenant-Colonel G. M. J. Giles, I.M.S. (retired), died in 
Plymouth on August 24th, The deceased was the son of the 
late Captain G. Giles, R N., of Plymouth, and shortly after 
graduating M.B. of London in 1877, joined the Indian 
Medical Service. He served in the South African War of 
1878 79, and took part in the operations against the Galekas 
and the Zulus, for which he was awarded the medal and 
clasp. On retiring from the Service he went to Plymouth, 
but four years ago removed to Kingston, Oatario. Shortly 
after the outbreak of the present war he joined the Canadian 
Army Medical Service, and later returned to England, and 
was appointed medioal officer to the Burcote House Hospital 
at Abingdon, but owing to ill-health he resigned the post 
last March. 


THE LATE SIR VICTOR HORSLEY. 

A correspondent writes to us from a British General 
Hospital in Mesopotamia giving some notes regarding 
the death of Sir Victor Horsley. For various reasons 
the letter has been delayed in transit, and we now print 
sach details as did not appear in our obituary notice of 
July 29th. 

The sudden death of Colonel Sir Victor Horsley was a 

rofouud shock to those of us serving in Mesopotamia. We 

ad all seen him so full of energy anil apparently so little 
affected by the climate that it appeared established that he 
at least would not be knocked out by the great heat. When 
I met him in Alexandria in March last it was plain that his 
strenuous work in that city and at the Dardanelles had 
tried him much. But the comparative quiet after the 
evacuation had given him the opportunity of making a trip 
to Luxor. He showed me a beautiful series of photographs, 
many of them taken in the very early morning, which were 
real works of art. At a largely attended clinical meeting at 
No. — General Hospital sir Victor opened a discussion 
on the Treatment of Gunshot Wounds of the Head and 
gave ns the results of his experiences in the present war. 
He referred to the way in which these had confirmed his 
early views regarding the production of optic neuritis in 
cases of oerebral tumour. He had certainly richly earned a 
rest in England, and 1 understood that as he considered his 
work in Egypt over it was his intention to return home and 
to find a scat iu Parliament, so that he might place his 
experiences at the service of his country at a time when 
they were likely to be of the most use. It was, therefore, 
with no little surprise and pleasure to learn soon after 
my arrival at Basrah that Sir Motor was expected there 
as conaulting Burgeon to the Mesopotamian Forces. 
On Good Friday, April 21st, I accompanied him round 
the wards of the British General Hospital, spending 
there a clinical morning to which 1 shall always look 
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back with pleasure. Sir Victor took the keenest interest 
in everything, and at once saw where his advice aud 
influence might be of service to the patients and the staff. 
It was obvious that his stay in Mesopotamia was to be taken 
up with hard work in spite of the climatic conditions. He 
made two trips to the front inspecting the held ambulances. 
I had a cheerful letter from him dated June 17th. Our next 
meeting was after my arrival in Amara, when I met him 
just as he was admitted to hospital. Though looking ill he 
was as breezy as ever, and at once began to talk about some 
arrangements of mntnal interest. He attributed his indis¬ 
position to the heat, which had beeu very trying for some 
days, and on this particular afternoon the thermometer had 
reached 120“ F. in the shade. Bin he thought that his 
trouble bad been overcome and that after a few days’ rest he 
would be quite well again. This was about 7 p.m. on 
Saturday, and on Sunday at 8 p.m. he died. The fnneral 
took place on the evening of July 17th. and between 80 and 
100 members of the R.A..M.C. and I.M.S. followed the body 
from the Rawal Pindi Hospital to the grave. It seemed 
fitting that after his work for the service Sir Victor should 
have found a soldier’s grave. All of us here feel his death 
very deeply and the loss of a wise counsellor and friend 
just at a time of great need. 


THE LATE PROFESSOR T. G. BRODIE. 

Professor W. D. Halliburton writes as follows concerning 
Professor T. G. Brodie, an obituary notice of whom appeared 
in our issue of Sept. 2nd ; — 

Brodie was one of a band of exceptionally brilliant students, 
several of whom are now on the King’s College Hospital 
staff. He was a leading spirit among them, carried off most 
of the prizes the College had to offer, and would have proved 
eminently successful m any branch of medical science he 
chose to'seiect. His choice fell on physiology, and he not 
only published brilliant research work of his own, but 
gathered around him a band of workers whom he inspired 
by his energy aud contagious enthusiasm. At the time of 
bis death he was holding the chair of physiology at the 
University of Toronto, spending in London the long 
vacations which Canadian professors enjoy. Last year 
he came over as Captain in tne Canadian Medical Service, 
and this summer also he Held the same position. His 
services in relation to original work arising out of the 
war were invaluable; the subjects he specially took 
up were respiratory changes in disease and injury, aud 
the means of re-educating maimed men to resume a useful 
life. As a teacher Brodie was very successful, and lie never 
failed to win the respect and affection of his pupils. He 
made no pretence of being an orator, but his deliberate 
incisive manner compelled attention to his lucid expositions. 
He was a friend worth having—loyal, affectionate, bright, 
and delightful in every sense of the word. He was a keen 
student of literature aud an adept in all forms of athletic 
sport, and was never so happy as when he was carpentering 
with his boys, or tramping or bicycling with his friends, the 
leader in all their fun and merriment. His death came 
quite suddenly and unexpectedly with heart failure. The 
funeral took place at Hampstead on August 23rd with fall 
military honours._ 


Utfbiral Jtetas. 


Plague : Precautionary Measures at Bristol. 
—At the meeting of the health committee on Sept. 5th 
Dr. D. S. Davies reported that there had been no fresh cases 
of bubonic piague in Bristol since August 10th. The con¬ 
tagion bad been traced to rats in a rag warehouse, seven of 
which were proved to he infected. All the rats had now been 
destroyed, and a staff of 30 inoculated men had been em¬ 
ployed to destroy the rags, amounting in the aggregate to 
over 200 tons. Hundreds of rats bail been examined at the 
docks without finding any trace of infection. The rags were 
not imported, bat some of them had come from other towns 
in the United Kingdom. 

Conference on Venereal Diseases. —A repre¬ 
sentative conference of public authorities was held at 
Newcastle on August 31st to consider the proposals of the 
Local Government Board for the treatment of venereal 
diseases. The county councils of Durham and Northumber¬ 
land, and the county lioroughs of Newcastle, Gateshead, 
South Shields, Sunderland, Tynemouth, West Hartlepool, and 
Darlington were represented, as well as the Royal Victoria 
Infirmary, Newcastle, the Durham University College of 
Medicine, and other hospitals and infirmaries in the area. 
Councillor C. T, Stableforth, chairman of the corporation 
sanitary committee, presided over the conference, which was 
addressed by Dr. Arthur Newshoime, 


Open-Air School at Salford.—A n open-air 
school has just been started in Salford. A large shelter in 
the David Lewis Recreation Ground adjoining Peel iPark has 
been placed at the disposal of the Education Committee, and 
this has been converted into the schoolroom. Mr. C. H. 
Tattersall, medical officer of health of Salford, has selected 
45 delioate children, who will attend from 9 a.m. to 6 p.m., 
the idea being to keep them from the slums as loug as 
possible. Three daily meals are provided, and the children 
rest after each meal, blankets being provided for this 
purpose. 

Plymouth Borough Asylum; Resignation of 
Dr. W. H. Bowes. —At the last meeting of the com¬ 
mittee of the Plymouth Borough Asylum the resignation 
of the medical superintendent. Dr. William Henry Bowes, 
was accepted with great regret. Dr. Bowes was appointed 
assistant medical officer to the institution in 1892, and seven 
years later became the medical superintendent. The 
asylum was built for 200 patients, and extensions have now 
provided accommodation for 500, and a new wing is to be 
erectei after the war. 

The late Mr. Edward Thorne, L.D.S.—Mr. E. 
Thorne, who was drowned at Croyde Bay, North Devon, on 
August 30th, wiiiist attempting to save a lady from drown¬ 
ing, practised iu New Cavendish-street, and was dental 
surgeon to the Twickenham Education Committee from the 
starting of the scheme for school dental clinics. Mr. Thorne 
leaves a widow and three children. 

In the Students' Number o£ The Lancet 
(A ugust 26tb) students are asked to communicate with 
the Registrar of the General Medical Council at 299. Oxford- 
street. We regret the error in respect of the address. The 
present address of the Council is, of course, 44, Hal lam-street, 
Portland-place, W. 


Ihnutcirs. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belaiaix medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Birmingham and Midland Bye Hospital, Church-street.—Resident 
Surgical Officer. Salary £300 per annum, with residence. Ac. 

Cardiff. .King Edward VII ."s Hospital.— House Surgeon for six 
months. Salary at rate of £140 per annum, with board, Ac. 

Chester, Cheshire Education Committee.- Female Assistant School 
Medical Officer. Salary £360 per annum. 

City of London Hospital for Diseases of the .Chest, Victoria 
Park, E.—Resident Medical Officer. Salary at rate of £200 per 
annum, with board, Ac. 

Derby, Derbyshire Royal Infirmary.—Two Females as House 
Physicians. Anesthetists, and Casualty Officers. Salary £15Q per 
annum, with board, Ac. 

Dudley, Guest Hospital.— Assistant House Surgeon. Salary £120 
per annum, with board, &c. 

Guildford, Royal Surrey County Hospital.— House Surgeon. 

Hackney Union Infirmary, 230. High-street., Homerton, N.E.— 
Junior Assistant Medical Officer. Salary £250 per annum, with 
board, Ac. 

Harrogatk Infirmary.— House Surgeon. 

Isle of Man Lunatic Asylum.— Assistant Medical Officer. Salary 
£200 per annum, all found. 

Leeds Public Dispensary.— Female Resident Medical Officer. Sala*y 
£200 per annum, with board, Ac. 

Manchester, Ancoats Hospital.— House Physician. Salary £200 per 
annum, with board, Ac. 

Manchester Corpora TioN.—Tem porary Assistant Tuberculosis Officer. 
Salary at rate of £350 per annum. 

Plaistow Ff.ver Hospital, E.—Female Second Assistant Medical 
Officer. Salary at rate of £150 per annum, with board, Ac. 

Plymouth. Borough Lunatic Asylum.— Medical Officer. Salary £6(0 
per annum, a furnished house, Ac. 

Queen’s Hospital for Children, Hackney-road, Bethnal Green, E.— 
Assistant Surgeon for Wednesday morning or afternoon and 
Saturday morning. Salary £25 per annum. 

Rhondda Urban District Council— Female Assistant Medical 
Officer of Health and School Medical Officer. Salary £350 per 
annum. 

Salford Royal Hospital.— House Surgeon. Salary at rate of 
£200 per annum, with board, Ac. And Junior House Surgeon. 
Salary at rate of £150 per annum, with board. Ac. 

Sheffield. Royal Infirmary.—Two House Surgeons. Salary £1C0 
per annum, with board, Ac. 

Sheffield University.— Demonstrator in Pathology and Bacterio¬ 
logy. Salary at rate of £300 per annum. 

Sunderland Royal Infirmary, Children’s Hospital.— Resident 
Medical Officer for six months. Salary £150 per annum, with 
board. Ac. 

Throat Hospital, Golden-square, W.—Resident House 6urgeon. 


The Chief Inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop Acts at Alexandria, Dumbarton ; and at Irvine, Ayr. 
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'girtbs, Itoriagcs, aitb geatfcs. 


BIRTHS. 

Attwatkr. —On August 17th, at Grosvenor House. Southampton, the 
wife of H. L. Attwater. M.A.. M.C. Cantab., F R.C.S. Eng., Tempo¬ 
rary Captain. R.A.M.C., of a son. 

Cheatle.— On Sept. 4th, at “ Culamet,” Beaconafield. Bucks, the wife 
of Temporary Surgeon-General G. L. Cheatle, C.V.O., C.B., R.N.— 
a son, who lived only 11 hours. 

Chetwood.—O n August 23rd. at Douglas House, Cheam, the wife of 
Sydney W. Chetwood, L.D.S. Eng., of a son. 

Holland.— On August. 16th, at Queen Anne-street, W., the wife of 
Eardley Holland. M.D.. of a daughter. 

Matthew?. —On August 30th. at “ The Bays," Kingston-on-Thames, 
the wife of Edgar W. Matthews, M.B., B.S. Lond. (Captain, 
R.A.M.C. T.), of a son. 

Mitchell.— On August 28th. at Hatherleigh, North Devon, the wife 
of W. Forest Mitchell, L.R.C.P., L.R C.S. Edin., L.F.P.S Glasg., 
of a son. 

O’Bki en. —On August 28th. at Surgeon's House. Royal Military College, 
Camberley, to Dorothy, wife of Major C. W. O'Brien, R.A.M.C.— 
a son. 

Palmer.— On August 29th, at Marine-parade, Worthing, the wife of 
Albert Sydney Morton Palmer, M.A., M.D. Cantab.. B.C., of a son. 

Stanokr-Leathes.— Oa August 29th. at Poona. India, the wife of 
Major Hugh Ellis Stanger-Leathes, I.M.S., M.R.C.S.. L.R.C.P. 
Lond., D.T.M. & Hy. Carob., of a son. 


MARRIAGES. 

Blight— W igfull. —On Sept. 6th. 1916, at S\ Andrew's. Sharrow, by 
Rev. E. Blackburn, M.A., Vicar of Cowick, brother-in-law of 
bridegroom. Wm. Lyne Blight, M.D., F.R.C.S.. of Cardiff, to Clara 
Jane, daughter of late Mr. Henry Wlgfull and Mrs. Wigful], of 
Chelsea House, Brincliffe, Sheffield 

Borland—Jacobson.— On August 24th, at St. George's Church, 
Campden-hill, W., by the Rev. R. M. Davies, Yynne Borland, 
M.B., Ch.B.. Glasgow, to Stella Geneva Jacobson, New York. 

Hanna -Newton.— On August 28th, at the Wesleyan Chapel. Sandgate, 
Charles Eber Hanna, Captain, C.A.M.C., to Edna L. T. Newton, of 
Brooklyn, New York. U.S.A. 

Kitching—Boucher.— On August 30th, at Froleaworth Church, by the 
father of the bride, Robert Lacy Kitching, Captain, R.A.fa.C , 
M.B., B S. Durh , to Alyson May Kstcourt, elder daughter of the 
Rev. Canon and Mrs. C. E. Boucher, of Frolesworth Rectory, 
Lutterworth. 

Ramsay— Farrell.— On August 31st. at the Cathedral. Plymouth, by 
the Rev. Father Wal h. CaptAtn Maxwell Ramsay. R.A.M C., 
youngest son of the late Mr. Keith Ramsay, Dunedin, New Zealand, 
to Anna Farrell, second daughter of Mr. P. C. Farrell, Cork. 


DEATHS. 

Bark.— On August 27th. at 20. Fosse-road Central. Leicester, Ernest 
O. Bark. M.R.C.S. Eng., L.R.C.P. Lond , formerly of Birmingham, 
aged 67 years. 

Doynk.— On August 30th, at Woodstock-road, Oxford, Robert Walter 
Doyne, F.R.C.S. Eng , and M.A.Oxon., founder of the Oxford Eye 
Hospital, and late Margaret Ogilvie Reader In Ophthalmology, 
Oxford University, aged 59 years. 

Enxals. —On August 30th, at Rosebury, Findon, Sussex, Charles 
Thomas Ennals. J.P., M.R.C.S. Eng , L.S.A., late of Thornton 
House, Louth, Lines., in his 80th year. 

Freeman.— On August 29th.suddenly. Delamark Freeman. M.R.C.S., 
L.S.A., of The Gables, Pangbourne, Berks, late of Dorset-square, 
London, W., in his 80th year. 

Harman. -On Sept. 2nd, at Bexhill, John Harman, M.R.C.S. Eng., 

L. S.A.. late of Brlxton and Streatham, aged 80 years. 

Harris —On Sept. 1st. at Paglesham, Essex, Edward Bernard Harris, 

M. R.C.S. Eng., L.R.C.P. LoDd., L.S.A , late of 1, Holy Innocents- 
roed, Hornsey, aged 62 years. 

Ryder —On Sept.. 1st. at Ramsgate. Dudley Howe Ryder, M.R.C.S. 

Eng., and L.S.A.. formerly of Greenwich. 

Stenhouse.— On August 25th, of wounds received in action on 
July 18th, Captain John Maitland Stenhouse, R.A.M.C., B.A., 
M.B., B.C. Camb., second son of the late Major-General W. 
Stenhouse, Indian Army. 

Woollcombe.— On August 30th, at The Crescent, Plymouth, Walter 
Ley Woollcorabe, F.R.C.S. Edin., M.R.C.S., L R.C.P. Lond., aged 
51 year?. _ 

y. B—A fee of 5s. is charged for the insertion of Notices of Births, 
Marriages, and Deaths. 
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Kates, Sjiart Comments, aitb Jnskrs 
to Cflrresponbents. 

HEALTH OP SIERRA LEONE. 

According to the report on the Colony and Protectorate'or 
Sierra Leone for the year 1915, which has been prepared 
by the Colonial Secretary, Mr. A. C. Hollis, C.M.G., the 
outstanding feature of the public health was an outbreak 
of small pox. The epidemic probably originated in French 
territory and spread dowD the trade-route from Kindia to 
Kambia on the Lesser Searcies River in October. In spite 
of the vigorous measures which were taken to vaccinate 
the population and carry out a systematic scheme of 
isolation and disinfection, the disease infected almost all 
the towns and also spread in the country around. 
Fortunately, the epidemic was in a very mild form, ami 
this feature, added to the extensive vaccination which is 
being carried out, is likely to ensure comparative freedom 
for some years to come. Of 6880 vaccinations performed 
in 1915, 4976 were successful and 1276 unsuccessful; the 
remainder were not observed. Six cases of blackwater 
fever came under notice during the year. Three cases 
of sleeping sickness were discovered at Kissy, Makene, 
and Kaballa respectively. 100 cases of tuberculosis 
were treated, most of which were of the pulmonary 
varietv. The infection is, as a rule, virulent, and the 
disease runs a ranidlv fatal course. Of a total of 992 deaths 
for the year in Freetown (the capital! 31 were returned as 
due to tuberculosis. The returns of malaria show that 
2221 cases were treated, as compared with 2460 in 1914. 
During the year 22 cases of leprosy were treated, and it is 
noted that the disease has been discovered in a rat. The 
population of the Protectorate is estimated at 1,327,560, all 
of whom, with the exception of 3426, are natives belonging 
to one or other of the various tribes. The population of 
the Colony (as distinguished from the Protectorate) was 
returned at the last decennial Census in 1911 as 75,572 
(41,001 males and 34,571 females). The birth rate in 1915 
was 19 per 1000 of the population aDd the death-rate 22 per 
1000; in Freetown the birth-rate was 21 and the death-rate 
29 per 1000. The number of European and American 
residents was 1201, of whom 698 were military and 258 
civil officials. There were 14 deaths of Europeans during 
the year. The number of in-patients and out-patients 
treated at the various hospitals and dispensaries in 1915 
totalled 50,513. A Public Health Ordinance has been passed, 
which deals with public health in the Protectorate. It 
places sanitation in the Protectorate upon a definite legal 
footing, whereas previously only advice and persuasion 
could be brought to bear. Presentation swords and certifi¬ 
cates have, as usual, been awarded to those native chiefs 
whose zeal in promoting the sanitary conditions of their 
chiefdoms has appeared to merit recognition. The mean 
maximum temperature of the year at Tower Hill Observa¬ 
tory .was 87'8 : and the mean minimum 74-4°. The rainfall 
at the same observatory was 127'40 inches, whilst at Hill 
Station it was 165-05 inches. 

PEMMICAN. 

To the Editor of The Lancet. 

Sir,—T he only derivation I can find for this word, in reply 
to “ Enquirer,' is that it is American Indian. A reference 
is given in Funk and Wagnall's Standard Dictionary in an 
extract from E. B. Tylor’s “ Anthropology,” ch. 2, 1881, “ To 
the buffalo-hunting tribes of North America belongs the 
invention of pemmiean, meat dried and pounded for keeping.” 

I am, Sir, yours faithfully, 

Harley-atreet. W.. Sept. 5tb, 1916. ’ REGINALD EveRSHED. 

To the Editor of The Lancet. 

Sir.—D r. J. Brindlev-James in your issue of Sept. 2nd 
professes to give the '‘ derivation ” of this word, but he only- 
gives its meaniitfl. The word (or rather three words) has been 
borrowed from the Cree Indians, and means literally “dried 
by the Bnn.” I am. Sir, yours faithfully, 

Sept. 2nd, 1916- ' X. Y. Z. 

MEDICAL REPORTING. 

A useful little book on “ Medical Reporting in Pitman’s 
Shorthand ” has recently appeared from the pen of Mr. 
H. Dickinson. (London : Sir Isaac Pitman and Sons. 
Pp. 87. Price 3s. net.) After a few pages of hints 
to beginners tie gives more than 60 pages containing 
3500 outlines of medical phrases which he has found useful 
in his own work. We notice new and improved outlines 
for carotid artery, extravasation of urine, antistreptococcic 
serum, rupture, and laboratory tests ; and outlines for 
some additional words, snch as fluorescent screen ; and 
several others which are not included in the “ Phono¬ 
graphic Outlines of Medioal Terms ” issued some years 
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EDITORIAL NOTICES. 

IT is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively To the Editor," and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this offioe. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 


Letters, whether intended for insertion or for private informa¬ 
tion. must.be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Looal papers containing reports or news paragraphs should 
be marked and addressed “ To tbe Sub-Editor.” 

Letters relating to the publication, sale, aud advertising 
departments of The Lancet should be addressed “ To 
tbe Manager." 

We caunot undertake to return MSS. not used. 

OJiccs: 423, Strand, London, W.C. 


The following magazines, journals, See., have been received 

New Zealand Me heal Journal. Boston Merlleal and Surgical Journal. 
Journal o£ the Missouri State Medical Association, Medical Journal 
> f Australia, Journal of the Royal Array Medical Corps, Gazette 
Medicate do ’Paris, Ab ditioriist, New York Medical Journnl, 
Journal of State Medicine. Illinois Health News, Therapeutic 
Gazette. Me ileal Journal of South Africa, Journal of the Royal 
Sanitary Institute. South African Medical Record, Medical Record, 
Medical Review. Asylum News. Montreal Pharmaceuticil Journal. 


Communications, Letters, &c., have been 
received from— 


A.— Messrs. Alien and Hanburys, 
Lond.; Dr. R. Attlnyah, Atbara; 
Major E. Archibald, C.A.M.C.; 
Anglo-French Drug Co., Lond.; 
Mr. J. B. Alckin, Ferry Hill; 
Ardath Tobacco Co.. Lond.; 
Argus Suissedela Presse, Geneva; 
Dr. Robert Armstrong-Jones. 
Woodford Bridge; Mr. R. J. 
Albery, Lond.; Anglo-American 
Pharmaceutical Co., Croydon ; 
Aberdeen, Medical Officer of I 
Health of. 

Bread Developments. Matlock, 
Chairman of; Bombay Munich I 
pality, Public Health Depart 
ineut, Executive Health Officer; j 
Birkenhead, Medical Officer of i 
Health of; Staff-Surgeon C. S. 
Brewer, R.N.V.R.; Mr. W. R. 
Barlow, Okak, Labrador; Mr. A. 
Carnarvon Brown, Sevenoaks; 
Dr. F. Milnes Blumer, Stafford . 
Mrs. J. E. Budden, Hoylake 
Birmingham General Hospital, 
House Governor of ; Dr. F. Lucas 
Ben bam. Semaphore, S:utb Aus¬ 
tralia ; Dr. R. U. Bulat, Dundee; 
Bibar and Orissa Government 
Press ; Mr. W. Blatidford, Lond.; 
Mr.W. Bryce, Ed inburgh; Messrs 
C. Barker and Sons, Lond.; 
Dr. W. Langdon Brown, Lond.; 
British Museum (Natural His¬ 
tory), Lond., Director of ; Dr. 

N. 3. Bonard, Lond. 

C. —Surgeon G. Cochrane, R.N.; 
Dr. W. Collier, Oxford; Messrs. 

J. and A. Churchill, Lond.; 
Charing Cross Hospital Medical 
School, Lond.. Governors and 
Staff of; Mr. C. F. Clay, Lond.; 
Dr. F. G. Clemow, Lond.; Chicago 
School of Sanitary Instruction ; 
Committee of the Privy Council 
for Scientific and Industrial 
Research, Lond., Secretary of; 
Commonwealth of Australia, 
Committee concerning Causes of 
Death and Invalidity in the, | 
Melbourne; Cambridge Philo¬ 
sophical Society, Librarian of; I 
G. W. Carnrick Co.. Hornsey; | 
California University Library, 
Associate Librarian of ; Mr. A. C. 
Chandler. Corvallis, U.S.A.; | 
Cheshire CountyCouncil. Chester, 
Chief School Medical Officer of. 

D. —Messrs. Down Bros., Lond.; 
Mr. C lifford Dobell. Lond.; Mr 
M. K. Dalai, Lend.; Lieutenant- 
Colonel A. M. Davies, R.A.M.C.; 
Messrs. W. Dawson and Sons, 
Lond.; Dr. E. C. Donnelly; 
Mr. Robert Donald. Lond.; 
Derbyshire Royal Infirmary. 
Derby, Secretary of; District 
Medical Officer, South Arcot, 
India. 

B. — Mr. Reginald Evershed, Lond.; 
Eugenics Record Office, Cold 
Spring Harbor; Captain T. P. 
Edwards, R.A.M.C.(T.); Messrs. 
Elliott. Son, and Boyton, Loud.; 
Erasmic Co., Warrington. 

F. - Faridkot State, India, Treasury 
Officer of; Lieutenant-Colonel 

C. G. F. Fagan, Iiainbam; Fac- , 
tories, Chief Inspector of, Lond. j 

0.—Mr. Kenneth Goadby, Lond.; , 
Captain N. C. Graham, K.A.M.C.; 


General PosfcOftice. Lond.. Comp¬ 
troller and Accountant General 
of ; Gas Light Improvement Co., 
Lond.; Major H. Norman Garnett, 
R.A. M.O.; Captain P. Jacob | 
Gaffikin, R.A.M.C.; Lieutenant- 
Colonel E. Goodall, R.A.M.C.; 
Mr. E. H. Godbold, Lond.; Dr. 
Alfred Greenwood, Maidstone; 
Sir James Grant, Ottawa ; Guest 
Hospital, Dudlev, Secretary of; 
Corporal P. P. Graham ; Messrs. 
R. I). Galbraith and Co., Lond. 

H. —Captain T. Houston, R.A.M.C.; 
Messrs. Hirst and Co., Lond.; 
Dr. A. C. Houston, Lond.; Major 1 
Arthur F. Hertz, R. A.M.O.; 
Professor W. D. Halliburton; 
Dr. C. T. W. Hlrscta, Lond.; 
Home Office, Lond.; Messrs. Abel 
Heywood and Son, Manchester ; 
Dr. A. Hottlet, Sheffield ; Messrs. 
W. Heffer and Son, Cambridge; 
Messrs. J. HaddonandCo.,Lond.; 
Harrogate Infirmary, Secre¬ 
tary of. 

I. —International Press, Toronto ; 
Institute for Medical Research. 
Kuala Lumpur, F.M.S., Director 
of; Indigenous Drugs Committee, 

0 dcutta. 

J. —Mr. E. L Jones, Lond.; James 
Murray's Royal Asylum, Perth, 
Superintendent of. 

K. — Messrs. J. F. Keogh and Co., 
Dublin ; King Edward VII. Hos 
pital, Cardiff, Secretary of. 

L. —Mrs. E. J. Low, Eaathaven ; 
Local Government Board, Lond., 
Secretary of; London Hospital 
Medical College, Lond., Secretary 
of; Leeds Public Dispensary, 
Secretary of; Messrs. H. K. 
Lewis and Co., Lond.; London 
Press Exchange ; Dr. T. Laffan, 
Cashel; Liverpool Guardians, 
Clerk to the: Layman; Leicester, 
Medical Officer of Health of; 
Major C. A. Lees, K.A.M.C.; 
Mr. Edward P. Leary, Innisfail, 
North Queensland; Messrs. 
Lee and Martin, Birmingham; 
Lieutenant J. N. Luthra, I.M.S.; 
Messrs. Lea and Feblger, Phila¬ 
delphia ; Messrs. Eli Lilley and 
Co.. Indianapolis. 

M. —Mr. W. E. Mayne, Belfast; 
Maltine Manufacturing Co., 
Lond.; Miss M&ckay, Liverpool; 
Dr. C. Gould May, Lond.; Messrs 
O. Mitchell and Co., Lond.; 
Dr. Abd el-Aziz MAhomed, Saroa- 
lout, Kgvpt; Mundesley Sana¬ 
torium, Secretary of; Mr. James 
McKay, Lond.; Dr. J. Nelson 
Matthews. A* hton-under-Lyne; 
Dr. Wiliam Magner, Cork: Mr. 
J. McOscar, Buxton ; Mrs. Myers. 
Bude; Medical Correspondence 
College, Lond., Secretary of; 
Messrs. Maruzen Co., Tokyo; 
Mr. Dan McKenzie, Lond.; 
Mr J. Y. W. MacAliater, Lond.; i 
Mr. A. K. Mansell, Lond.; Lieu¬ 
tenant-Colonel C. S. Myers, 
R.A.M.C.; Dr. Flora Murray, 
Lond. 

N. —Normanhurst Hospital, Battle. 
Secretary of; National Health 
Insurance Commission (England), 
Load., Solicitor’s Department of; 


National Clean Milk Society, 
Lond,, Hon. Secretary of; 
Nottingham, Medical Officer of 
Health of. 

O. — MeBsm. Oetzmann and Co., 
Lond.; Sir William Osier. Bart., 
Oxford ; Oldham, Medical Officer 
of Health of. 

P. —Mr. G. R. Pillal, Tinnevelly; 
Polish Information Committee, 
Lond.; Messrs. Perrier. Lond ; 
Dr. Chas. Porter, Johannesburg. 
Dr. F. G. Power, St. Helens. 

R.—Mr. Paul B. Roth, Lond.; 
Dr. W. Robertson, St. Mark’s, 

S. Africa; Captain C. Rbodes- 
Haxrlson. R.A.M.C (T.); Royal 
Albert Memorial, Exeter, City 
Librarian of; Reading Patho¬ 
logical Society, Hen. Librarian of; 
Registered Nurses’ Society,Loud.; 
R. F. O.; Dr. J. RItchio, Edin¬ 
burgh ; Registrar-General, Edin¬ 
burgh ; Royal Earlswood Asylum. 
Superintendent of; Royal Society 
of Medicine, Lond., Secretary of. 
8.—Dr. Otto Sehnitter, .Greyling- 
stad; Mrs. C. Sheen, Lisvanc; 
Messrs. Squire and Sons, Lond.. 
Messrs. Selfridge and Co., Load.; 
Silvertown Lubricants, Lond.; 
St. George's Retreat, Burgess 
Hill, Superioress of; Messrs. 
Spottiswoode and Co., Lond.; 
Dr. H. F. Stephens. Earlswood; 
Dr. G. Arbour Stephens, Swan¬ 
sea; Dr. H. J. Seeuwen, Heaton 
Park; Superintendent, Govern¬ 
ment Printing, Delhi; Salford 
Royal Hospital, Secretary of; 
Sheffield University, Registrar 

Letters, each with 


A. —Mr. E. Arnold, Lond.; A. N.; 
Messrs. Arnold and Sons, Lond.; 
Ashwood House. Kingswinford. 
Medical Superintendent of; 
Dr. R. A. J. Ashbury, WestclilT- 
on-Sea. 

B. —Mr. W. R. Bristow, Lond ; 
Major W. Byam, R.A.M.C.; Bir¬ 
kenhead Guardians, Clerk to the; 
Messrs. Burroughs, Wellcome, 
and Co., Lond.; Mr. E. Byrne, 
Slane; Captain H. Bedingfield. 
R.A.M.C.; Belfast Corporation, 
Chamberlain to the ; Mrs. Boggs. 
Liverpool: Surgeon W. H. 
Butcher. R.N.; Dr. E. G. Bark, 
Lond.; Mr. D. M. Bell, Pelham 
Manor, U.S.A.: British Journal 
o / Xu rsi ng, Lond. 

0.—Mr. R. S. Cundall, Leeds; 
Messrs. J. and A. Carter. Lond.; 
Church Army. Lond.; Mies B. 
Oumberpatch, Oowborough. 

D. - Dr. Lovell Drage. Hatfield; 
Dor laud Agency, Lond. 

E. — Lieutenant J. I. Enrigbt, 
R.A.M.C., B. E. L.; Dr. G. 
Edbolm, Lond. 

F. — Lieutenant C. J. Fernandes, 
I.M.S.; Mr. R. Freeman, Lond. 

G. —Mr. S. H. Griffiths, Lond.; 
Dr. Edith M. N. Green. Lond.; 
Colonel H. M. W. Gray, C.B ; 
Dr. S. Gill, Formby; Dr. S. 
Gross, Lond.; Dr. H. E. Garrett, 
Lond.; Dr. T. Grainger, Consett; 
Messrs. Godsell and Bamett- 
Smith, Lond.; G. 0. A 

Hi—Mr. C. A; Hoofftcbe, Lond.; 
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Prefatory Remarhs. 

It is a very open question whether polemical controversy 
is, or is not, an effective instrument for the advancement of 
the truth. 

Of course, the man who has an open mind can always 
learn something from discussion. In dealing with com¬ 
plicated subject matters such as that of the proper treatment 
of wounds, trustworthy conclusions are reached only when we 
have been compelled to look at the facts from opposite points 
of view. And when in controversy one man sets up a thesis, 
and the next man disputes it, these conflicting suggestions may 
have intellectual value. They may tend to make our mental 
outlook less narrow, and make us balance alternatives. 

But when all is said and done, only a small minority of 
mankind have their minds clarified by polemical controversy. 
The greater number come away confused and in perplexity 
as to where the truth lies. 

And no wonder. It is difficult, even for the man who has 
under his hands full materials for controlling such induc¬ 
tions, to decide between competing generalisations ; and no 
one, knowing of the facts only what is put before him in 
controversy, would be in a position to reach such a decision. 
Again, it is. in all ratiocination which deals with the 
concrete, difficult to avoid lapsing into fallacy. And in 
controversy this is specially difficult. For the ordinary 
controversialist is perpetually leading his reader into verbal 
snares and oratorical traps, and into all manner of logical 
pitfalls But while for these reasons polemical controversy 
conducts into perplexity and error, this really holds only of 
the broader and more difficult, and not of the narrower 
and less difficult inductions. And when we come to 
definite statements concerning questions of fact, the truth 
or falsity of these is in the course of controversy 
definitely settled. Again, polemical discussion renders 
also other useful service. It corrects incidental mis¬ 
apprehensions caused by inadequacy and default in the 
original exposition ; and if rectifies more especially those 
initial and fundamental misunderstandings which come from 
the expositor having failed to keep touch with his reader. 
What has generally happened in the setting out of a new 
generalisation is that the expositor—to keep things simple, 
and make a less circumscribed and less ephemeral appeal— 
has started off quite dr novo, and has addressed himself 
to an entirely ideal type of reader. He has taken it that 
his readers will be of that sort that will be prepared to 
make a quite new start ; and will have no fixed ideas to 
extirpate, and no cherished mental pictures to expunge. And 
he lias further made the assumption that his readers will give 
to every argument its proper logical weight; will, when 
qualifications are attached to a statement, take close note 
of these; will not confuse things; and will assign to 
every term its precise meaning and quantitative value. 
Now, more often than not, exposition conducted upon the 
aforementioned assumptions and on general lines will not 
come ofli successfully. It will make as good as no im¬ 
pression upon the man who is attached to another reading 
of the facts, and who treasures other mental pictures. And 
as for the ordinary reader, exposition on general lines will 
at best only start him upon the road. It will not prevent his 
being held up by all sorts of small difficulties. And when 
he is held up exposition of the same kind as before will not 
extricate him. What he will then require is that kind of 
intellectual assistance that is given in private coaching. 

* This article reached ua through official sources. We comment 
e'sewhere upon the preamble. 
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And it is jnst this sort of intellectual help that controversy 
is competent to supply. What polemical criticism really 
does do is to set out the difficulties encountered by the 
reader who approaches the new doctrine with the con¬ 
ventional conceptions. And the function of the contro¬ 
versialist who undertakes the reply is to stand beside the 
reader and to explain things to him, whenever in reading 
a polemical criticism he is saying to himself: “Now wbat is 
the answer to that 1 ” And this discovery of and replying to 
objections is indispensable to intellectual progress. In the 
end it is always controversy—it may be public, it may be 
private ; it may be honest, it may be dishonest, controversy 
—that decides the fate of every generalisation. 

But in polemical controversy we have not only a conflict 
between two ideas, we have also a personal contest. And 
intellectual progress, and in particular the advancement of 
logic and intellectual morality, would seem to depend upon 
this factor of personal contest being always present in 
controversy. 

For the ordinary man will not, on the chance that these 
may possibly some day enable him to decide between 
competing theories, attend to facts of science that have 
no personal interest; nor will he, on such a chance, listen 
to disquisitions on logical methods and the conduct of the 
intellect. But he can be got to attend to every kind of 
fact as soon as an important principle of practice, and the 
issue of a personal contest comes to turn upon it; and. 
given these conditions, every man will quite gladly consider 
points of logic and intellectual morality. That is as much as 
td say : Controversy gives to every matter that comes into 
its orbit a vivifying personal interest, and in particular 
it makes of logic and intellectual ethics really live 
issues. It brings home to the mind that it really is 
desperately difficult in all ratiocination that deals with the 
concrete, to reason rightly. It shows up the confusion that 
results from using ambiguous and non-quantified terms; 
exposes loose and fallacious methods of proof which have 
got themselves accepted ; shows that we ought to give con¬ 
sideration not only to familiar and acceptable, but also to 
unfamiliar and unacceptable, explanations ; and makes 
apparent the moral danger of cherishing one's mental 
pictures till they turn into obsessions. And were it not 
for the interest that attaches to personal combat, I cannot 
think that any of these things—and they are the rules and 
ethics of the intellectual game—could ever be instilled into 
the ordinary man. 

Moreover, the fact that thereby not ideas only, but men 
also, are adjudicated upon makes of controversy something 
more than a mere educational instrument; it also makes it 
an instrument of direct social service. When one reflects 
that it is public reputation that designates a man for office 
where he influences important action, and that it is popular 
estimation which gives driving force to a man’s words, one 
sees that there is wanted some court of appeal to which 
popular estimates could be brought for revision, and some 
sort of machinery for settling whether this or that man who 
is trusted by the lay or professional public possesses the 
only kind of ability worth having—the gift of getting at the 
truth. 

Now, we have in point of fact in polemical controversy a 
machinery for settling this. While, as we have seen, con¬ 
troversy can never enable a man who is out of touch with 
the facts to decide between competing doctrines, it does give 
to every reader data by which he can adjudicate between the 
men who are disputing about those doctrines. It does show 
whether the disputants are competent, or incompetent; 
logical, or illogical ; honest —eschewing fallaciousarguments, 
and giving way if they can no longer conscientiously hold 
their ground, or intellectually dishonest and immoral —trying, 
when things go against them, to make the worse appear the 
better reason; and resolutely holding out even when 
cumulative evidence piles up against them. And what 
is really wrong with the world is that, through reluctance 
to involve onrselves in controversy, and fear of offendirg 
public sentiment (which is want of moral courage), tve 
allow many a man who has neither a gift for getting at, 
the truth, nor yet (in my meaning of the word) intellectual 
honesty, to continue in undisturbed enjoyment of reputation 
and authority. 

Now this, of course, ruts counter to what is generally 
accepted. You hear everywhere that the personal element 
is the unethical element in every controversy. And the 
M 
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cynic will confide to you that polemical controversy is 
always a personal vendetta. And this is the point of view 
from which controversy is judged. Whenever the question is 
raised as to whether it was, or was not, justifiable to have 
said this or that in controversy, your man of the world goes 
and turns up the previous papers to see what amount of pro¬ 
vocation was given, and what reprisals it was legitimate to 
take. In other words, to the man of the world the whole 
thing is a question of retaliation ; and justification is to him 
a question of provocation given. But, after all, polemical 
controversy is not on exactly the same ethical plane as the 
duel and vendetta; and its psychology is a little different. 
In the duel or vendetta there is always a personal and 
private issue, and only that. In controversy, though the 
private motive does often come in, there is always a matter 
of public concern—the question as to whether this or that 
generalisation should be accepted. And while in polemical 
controversy there is, as in the vendetta, always a joy of 
battle—a satisfaction when you get your shots in straight — 
you do not in reputable controversy, any more than in actual 
warfare, derive satisfaction from wounds inflicted. You 
need not even be insensible. 

But as soon as this possibility is hinted at, down there 
comes upon you the pacifist with his humanitarian pro¬ 
posals. And the sort of thing he says to you is this: — 
••If you—the controversialist—are really not out for 
your pound of flesh, if what you want is to advance 
your cause, to smooth the way for the acceptance of yoor 
doctrine, and to prevent truth being obscured by false 
reasoning and intellectual immorality, then yoti could achieve 
all you want without hurting any individual. Whatever you 
have got to say, you can say impersonally. Or, if you really 
must have someone to attack, you could at any rate get rid 
of all that objectionable personal sting by attacking, instead 
of some unfortunate individual, the group or body corporate 
to which your particular antagonist belongs.” 

The real answer to this sort of humanitarian appeal is that 
it takes singularly little account of what I have referred to 
under the heading of direct social service; and it proceeds 
upon fundamental misconceptions. It bases itself upon the— 
in exposition admissible, in controversy inadmissible—false 
assumption that your reader has no parti pris; that he is 
governed entirely by intellect; that he is with respect to 
competing theories and disputants completely neutral, and 
had as lief attach himself to the one doctrine and the one 
disputant as the other. In other words, what you are asked 
to believe is that by pacific processes you can win all intel¬ 
lectual victories, and that you will in controversy get every¬ 
one over to your side if you point out, without censure, and 
quite quietly, mistakes in fact and reasoning committed on 
the other side. But the brutal fact remains. All con¬ 
troversy is a warfare from which the one or the other of 
the parties has got to emerge discredited. And it is the task 
of every disputant to minish the prestige of the protagonist 
on the other side ; and also, if possible, to bring home to the 
reader that he is, when reading the author he favours, as 
liable to be led away into fallacy as is a man listening to an 
advocate setting out his cause. 

But the pacifist still sees an opening left for his humani¬ 
tarian intervention. It would still, so he thinks, be possible 
to attenuate the personal sting that controversy leaves by 
diverting the attack from the individual to the class to 
which he belongs. Prinn facie there would appear to be 
logical point and also justice in this proposal. For behind 
the man who is proceeded against, there are always 
others who share his views. And in such a case equity 
would seem to require that the indictment should issue 
not against the individual but against the group. 

But the moment we begin to think, things always look 
differently One discovers that it would be almost impossible 
to frame an indictment which could equitably be brought 
against an entire group, let alone against a body corporate. 
For though men may hold a doctrine in common, you find, as 
soon as you come to investigate, that each holds it with a 
difference. 

And again, as soon as one thinks it over, one realises that 
there &re two distinct types of controversial writing. In the 
one the materials upon which the inductions rest are revised, 
new data being brought forward, and data which ought never 
to have been accented being discarded; also fallacies are 
exposed ; issues which have been tangled up together are 
unravelled ; and throughout the prescriptions of logic and 


intellectual morality are observed. In critical comment of 
this kind everyone, of no matter what school of thought, 
will gladly be a partner. But there is also polemical 
writing with which no one would willingly be associated. 
No one wants to be associated with controversial writing 
which takes its stand upon erroneous data ; which, no 
matter how intricate the facts, tells you that they can be 
construed in only one way ; which then introduces confusion 
by using undefined and ambiguous terms, tangles up 
together issues which are logically distinct, and shows 
an intention to hold out everywhere against no matter 
what pressure of cumulative evidence. Again, no one 
wants to have anything to do with endeavours to 
knock out a controversial antagonist by depreciatory 
comment directed to things quite foreign to the issue under 
discussion ; nor yet to associate himself with the unjust 
criticisms with which a man will relieve his feelings when he 
finds problems he had comfortably settled reopened, and 
sees, where hebeforesawalimittohiswork, fresh complications 
introduced, and more labour and more thinking piled upon 
him. Now we have in most controversial writing critical 
commentary of each kind: on the one hand, comment 
which all the clear and honest minds on either side 
would accept; on the other hand, comment which 
the writer's partisans would unanimously wish to disown ; 
and again comment which some of these partisans would 
approve, and others not approve. And, carrying into actual 
practice the pacifist's injunctions would mean ignoring in 
controversy everything one's antagonist’s partisans might 
wish ignored. But whosoever followed this counsel would 
place himself in an altogether false position. He would lay 
himself open to the charge of ignoring in criticism directed 
against himself all that was specially difficult to answer. 
And the controversialist who was thus edited would feel 
that his criticism was being bowdlerised of its best and most 
effective points. At the same time the controversialist, 
who under a self-denying ordinance overlooked in his 
opponent's writings all that that opponent’s partisans 
would themselves have eliminated, would be bound to feel 
that he had weakened his own case quite unfairly. For, 
of course, in his view the passages in question would be just 
those which showed the desperate straits into which the 
defence of an erroneous generalisation conducts. And 
finally the reader also would be ill-satisfied. If a partisan, 
he would be sure to think that his cause and his protagonist 
had been prejudiced. And if simply an ordinary reader, 
he would be sure to feel that, with everything watered down 
and everything personal eliminated, he was getting absolutely 
no fun, and correspondingly little use out of the discussion ; 
and, above all. that no light was being shed upon the capacities 
and moral characters of those who aspired to be his 
intellectual guides. 

But to go into all this is perhaps to attach undue intel¬ 
lectual importance to the suggestion that controversialists 
should be sheltered from the consequences of their own 
action. And it is really beyond question that the only 
proper way of conducting controversy is to hold every man 
responsible for everything that appears over his signature, 
and nobody else responsible. 

I have now set out the aims and ethics of polemical con¬ 
troversy as I see them, and though I full well know that 
no doctrine is on a safe foundation and no ethical principles 
have binding force until many thinking minds have accepted 
them, yet I feel with regard to what has been enunciated 
above, so sure of that acceptance, that I pass straightway to 
translate precept into practice In making my reply to Sir 
W. Watson Cheyne I propose to be mindful of all the issues 
pointed out in this preface ; and 1 shall venture also to ask 
of the censors of controversy that they shall not forget them. 

Questions at Issue between Sir IV. Watson Cheyne and Myself. 

Let me begin by formulating what is at issue between Sir 
W. Watson Cheyne and myself. 

It is not, as a certain tone of exasperation in his writing 
might suggest, a question of his being at variance with me 
on every point ; of his wishing every wound to be 
treated with antiseptics right through from beginning to 
end ; and of my holding every application of antiseptics to 
be prejudicial. 

Quite the contrary. 

Sir W. Watson Cheyne's dicta with regard to antiseptic 
treatment are as follows :— 
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(a) “After S to 12 hours 1 the chances of success are comparatively 
slight.”* 

(0) “ Antiseptics used at a later period may seriously interfere with the 
protective granulation wall, produce a weak spot, and thus open a way 
to a general Infection, or at least to a considerable local extension of 
the disease.” 

And again:— 

(c) “Hence I am very chary indeed as to the use of antiseptics in 

suppurating wounds .; in fact, I never try to disinfect such 

wounds.” 

It will be seen that Sir W. Watson Cheyne is very far 
from being an advocate of that indiscriminate antiseptic 
treatment which was in vogue in the earlier period of the 
war. What he advocates is that antiseptics should be 
applied at the outset, and that they should then be applied 
in a very thorough manner. 

When the time for that prophylactic disinfection has gone 
by, or when the attempt to disinfect has been made and 
has failed, that is, so far as I can discern, the end of 
Sir W. Watson Cheyne's programme. His attitude is, I 
think, this: “I have opened up the wound; I have pro¬ 
vided mechanical drainage ; and the wound is being washed 
out with weak antiseptics ; and it is being dressed ; I do 
not see that I am required to think out the problem any 
further.” 

On this point and on the question of the possibility of 
sterilising war wounds at the outset, I have ventured to take 
up a portion diametrically opposite to that of Sir W. Watson 
Cheyne. 

In respect to the sterilisation of war wonnds at the outset 
I am, in common with everyone who has experience of 
wounds in France, and certainly with every bacteriologist 
who has investigated the matter, persuaded that severe war 
wonnds have never yet been sterilised ; and, moreover, I am, 
in common with, I think, everyone who has seriously studied 
such wounds, convinced that from the nature of the case 
they cannot be sterilised by any antiseptic. 

On the issue as to how septic wounds should be treated I 
have contended that we can by what I have called physio¬ 
logical methods 1 2 3 —i.e., by inducing in the wound the appro¬ 
priate physiological reactions—help the body to combat the 
bacterial infection. By inducing a flow of lymph we can 
bring the blood-fluids into operation in the infected tissues 
and the wound cavity. By liberating trypsin from the 
leucocytes and turning this ho account we can get rid of the 
sloughs. By the same agency we can resolve infiltration. 
And by bringing to bear always fresh serum, and inducing 
leucocytic emigration we can promote the destruction of 
the infecting microbes—beginning with those in the deeper 
tissues, and ending up with those on the surface and in the 
cavity of the wound. 

And there is also this further issue between Sir \V. 
Watson Cheyne and myself. It is one of the underlying 
assumptions of his paper that wonnds come into treatment 
practically immediately, and are then continuously cared 
for in hospital. But the outstanding fact in this war is that 
it is often many hours, and sometimes instead of hours it 
may be days, before the wounded are got in from the field 
into an operating hospital ; and that it is, when casualties 
are heavy, inevitable to postpone much of the extraction 
of projectiles and foreign bodies and the adequate 
opening up and draining of wounds until the men arrive 
at the Base. And when all this initial work has been 
completed the conditions are not such as to permit 
of the further treatment being carried out uninter¬ 
ruptedly. If at the Front the men must be sent to the 
hospitals at the Base; and. if at the Base they must be 
sent overseas, and often to long distances after landing ; 
and, finally after a convoy has arrived, it takes quite a 
long time before all the examinations are complete and 
treatment is recommenced. So that in the case of the 
wounded in war, in contradistinction to what obtains in 
time of peace in accidents, adequate treatment is by 
necessity very often belated ; and there are also compara¬ 
tively long periods in which treatment is compulsorily 
suspended. And this is the fact to focus attention 
upon. For it is what happens in the wounds in 
the periods when they go untreated that makes for 


1 Here and elsewhere, unlees the contrary is stated, the Italics 
employei in citations from Sir W. Watson Cheyne are my italics. 

2 dir W. Watson Cheyne, however, hopes that, with a proper selec¬ 
tion of antiseptics, the period of grace for the application of tticse may 
be extended. 
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disaster. The lymph-flow stanches ; the exposed surfaces 
desiccate ; the sloughs provide a nidus in which, and under 
which, all manner of microbes, and among these tetanns 
bacilli, may shelter themselves; and then not only the 
streptococci—to which the organism offers little resistance 
but also the bacilli of gas phlegmon, microbes which encounter 
in the normal organism very formidable resistance—make 
their way into the tissues, producing cellulitis or gas-gangrene 
and afterwards blood infections. All this is the direct result 
of the deterioration in the physiological conditions. And 
looked at from the point of view of treatment, this deterio¬ 
ration is the central element in the situation. It increases 
a hundredfold the difficulties which stand in the way of a 
successful application of antiseptics. And I cannot but 
believe that it calls aloud for rectification—and I would add 
prevention—by physiological treatment. To this whole 
problem Sir W. Watson Cheyne is. as it seems to me, blind. 
“ He has not seen the City we seek ; not even sighted its 
tower from afar.” 

Let me deal first with what Sir W. Watson Cheyne has to 
say on sterilisation of the wound at the outset. 

I. Issue as to whether the Wound can at the 
Outset be Sterilised by the Application of 
Antiseptics. 

We may discuss here first the a priori considerations, in 
other words those which are based upon anatomical, physio¬ 
logical, and bacteriological study of the wound ; and upon 
an examination of the behaviour of antiseptics. 

A priori Considerations mhioh hear on the Practicability of 
Disinfecting the Wound at the Outset. 

Sir W. Watson Cheyne has a mental picture of the dis¬ 
tribution of microbes in war wounds and of the sequence of 
events in war wounds which is quite congenial to the view 
that it is feasible to sterilise these. 

He tells us, not distinguishing here between war wounds 
inflicted by projectiles and infected wounds met with in 
civil practice 

(a) “Now we may meet with these infected wounds under two con¬ 
ditions: (1) At or soon after their infliction, and before granulation or 
suppuration has occurred ; and (2) at a later date, after the establish¬ 
ment of granulation or suppuration." 

(b) “ During the first stage, which lasts from two to three days, the 
b&cterlA, at first free in the wound, penetrate Into the tissues." 

(c) “ Nowduring the early stage the bacteria aro fairly accessible to 
the action of destructive agents introduced into the wound; they are 
not deeply imbedded into the tissues nor surroanded by dense masses 
of cells.” 

(d) “In the later stage, however, the organisms are lying in the 
granulation tissue, more or less protected from the destructive action 
of antiseptics.” 

The reader will, as soon as his attention is drawn to the 
matter, see that all this assumes that the infected wound we 
have to deal with is a cavity, and a cavity with microbes 
implanted only superficially upon its walls. But often we 
have what may be called “hammered in wounds”—i.e., 
wounds in which the missiles, whether shrapnel bullets, or 
shell fragments, or detached portions of bone, or pieces of 
accoutrement or clothing are impacted into the tissues. 
And here the microbes are not lyiDg in any wound cavity. 
Again, with a definite wound cavity, we have extensive 
laceration and hernia of muscle, and where a bone is struck 
extensive splintering, with the result that many of the 
microbes are buried in pockets and crevices, while others 
have by the explosive force of the impact been carried far 
into the tissues. 

Now quite obviously all these buried microbes are 
inaccessible to antiseptics. 

A further point also deserves consideration. Those 
microbes which may be lying upon the face of the w’ound 
will, when lymph has exuded and has dried or coagulated, 
be buried under scab or fibrin. And these become incorporated 
in the tissues much in the same way as particles deposited 
upon the barked surface of a tree become buried in congealed 
sap or resin. 

It does not appear that Sir W. Watson Cheyne has ever 
perceived any of these things. He sees in the wound 
nothing but the wound cavity. But the wound is not the 
wound cavity. It is in reality the infected walls that 
encase it. 

Penetrating Power of Antiseptics. 

This leads directly on to the question of the penetrating 
power of antiseptics. For if antiseptics are to sterilise the 
wound it will not suffice to insert them into the wound 
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cavtty. They will have to travel up from the embouchure 
of the wound into the head waters; and to gain access to the 
tributaries and creeks ; and they will have to penetrate 
everywhere deeply into the banks. 

Now we have no antiseptics which can do this. And to 
find one which would be capable of doing it we should have 
to discover a substance which was very soluble in water, and 
with this, of course, was very diffusible ; and which would 
instead of combining indiscriminately with all albuminous 
substances, combine differentially with those which are 
contained in bacterial protoplasm. 

And, (moreover, this substance would have to be so in¬ 
different to ordinary albumens as to remain chemically active 
not only when, as in the cavity of the wound, we can bring 
aa indefinitely large quantum of antiseptic to bear upon a 
limited quantum of albumen ; but also when webring into 
operation instead of a fall body of antiseptic only that 
cmznation which diffuses out from it; and when we exact 
—as we do when we demand penetrative power—of this 
* antiseptic emanation ” that it should penetrate into and do 
ils work in quite overwhelming quantities of albumen. 

To appreciate how utterly the capacities of our present 
antiseptics are outstripped by these requirements, it will be 
well to keep before the mind the plain fact that it is prac¬ 
tically impossible to mix into pus enough antiseptic to 
sterilise it. Now, if antiseptics in full body cannot accom¬ 
plish this, how much less can we ask of an antiseptic 
emanation that it should make its way up through the albu¬ 
minous medium which fills in the channel of the wound and 
penetrate into tissues full of albuminous fluid or of albuminous 
tin id and leucocytes. 

What really happens when an antiseptic and an albuminous 
medium are brought into contact without mixture is, as 
experiment shows, that the antiseptic is held back at the 
delimiting border instead of penetrating the centiguous 
albuminous fluid, as would happen if this were an indifferent 
menstruum. In correlation with this, when an albuminous 
fluid implanted with bacteria is superposed upon an anti¬ 
septic, agar being added to each to prevent direct mechanical 
mixture, the microbic colonies in my experience always 
develop right down to the confines of the antiseptic. 

I would suggest to Sir W. Watson Cheyne that he should 
have experiments of this sort carried out for him, and that 
he should take cognizance of the results. One asks oneself 
whether he would then still be positive that he and his 
collaborators have “amply proved” that antiseptics diffuse 
through the very densest albuminous media (blood clot and 
muscle) and kill microbes in a comparatively short time at a 
considerable distance from the original deposit ; and whether 
he would still valiantly assert: “ These facts are absolutely 
proved, and cannot truthfully be denied.” 

Penetrating Power into Living Tissues. 

Bat Sir W. Watson Cheyne does not stop short here. He 
goes on : “ Not only do antiseptics diffuse through dead or 
inert tissues; they also penetrate into the living tissues.” 
And then bethinking himself that this ought to be estab¬ 
lished experimentally he proceeds to cite two experiments, 
prefacing them and completing them with a scientific com¬ 
mentary of this kind :— 

(a) •* I admit that until recently this was only deduction on my 
part from several observations and from clinical results.” 

(b) “ We are now investigating the facts of the matter.” 

(c) “ It is by no means easy to devise experiments which will satis¬ 
factorily test the question." 

(d) "But I may mention two preliminary trials which Mr. Edmunds 
made before he left Chatham." 

And after narrating these experiments* Sir W. Watson 
Cheyne clenches his argument by saying :— 

(<r) " As a matter of fact, such experiments are hardly necessary ; for 
we know from clinical experience how readily chemical substances are 
absorbed from wounds.” 

None the less, it will be profitable to examine the experi¬ 
ments. They are on the same intellectual plane as the 
comment. 

In each case a guinea-pis; was anrrsthetlsod. The gluteal muscles 
were then insist'd; boreal was introduced; and the wound was 
stitohet up. Then after a certain interval the animal was killed ; the 
Mock of muscld whs excised ; this was placed with the superficial aspect 
d mawards on a freezing microtome ; and sections were made until the 
floor of the wound was reached —each section being separately tested 
with ferric chloride fur the presence of salicylic acid. 


* To these is ml led by way of a postscript, and In a footnote, another 
experiment. 


In the sections from the first guinea-pig no salicylic acid was 
discoverable; but the urine from the bladder gave tho ferric chloride 
reaction. 

In the case of the second guinea-pig the 28 sections obtained imme¬ 
diately before the floor of the wound was reached-corresponding, we 
are told, to 2‘8 mm. of tissue—gave the reaction with ferric chloride; 
and here again the urine was charged with salicylic acid. 

When we are set down only to such a halfpenny-worth of 
bread it might seem labour lost to inquire into its nutritive 
value. But such inquiry may have indirect advantage by 
showing us one of those grosser respects in which Sir W. 
Watson Cheyne, as a scientific worker, comes short. It 
ought to have occurred to him that his unembedded block of 
excised muscle may have failed to keep shape upon the plate 
of his freezing microtome, and that as the freezing propa¬ 
gated itself in the block the salicylic acid may have been 
carried forward—i.e., that it may have been forcibly driven 
from the floor of the wound into the tissues. Again, it ought 
to have occurred to him that salicylic acid may, as we see in 
connexion with salicylic ointments, eat into the tissues, and 
that he may have been registering results obtained with 
necrotic instead of living tissues. And Sir W. Watson Cheyne 
ought to have appreciated that his method of testing doe* 
not distinguish between salicylic acid in the tissues an 
salicylic acid in the blood-vessels. 

But what is in these experiments a very real trial to the 
reader’s patience is that their author should have so scamped 
the thinking part of his work as to have failed to perceive 
that absorption into the blood and penetration are two quite 
different things. For if absorption into the blood was to be 
taken as evidence of penetration it would have been more 
intelligent, in lieu of undertaking a set surgical operation, to 
have given a hypodermic injection; and Sir W. Watson 
Cheyne might then, instead of cautiously writing, ‘-Such 
experiments are hardly necessary, for we know from clinical 
experience how readily chemical substances are absorbed 
from wounds," have adventured boldly to say, “ Experiments 
such as I have done are simply waste of time, for everybody 
knows that chemical substances are absorbed when given by 
hypodermic injection.” 

In brief, one perceives that if Sir W. Watson Cheyne had 
given a little more thought to his work he would, instead of 
seeing in absorption into the blood a proof of penetration, 
have recognised that this is just one of those factors which 
stands in the way of effective penetration and sterilisation of 
living tissues by antiseptics. 

Summary of Experimental Evidence adduced by 
Sir IF. Matson Cheyne. 

It is in point of fact—I take mv courage in both hands in 
saying this—quite unprofitable to follow Sir W. Watson 
Cheyne any further in any matter where experimental work 
in the laboratory or deductions from experimental work are in 
question. But let me hasten to put myself rightwith myreader 
by assuring him that not more than any other man do I 
hold myself entitled to dismiss curtly experimental work and 
conclusions with which I am in disagreement without at the 
same time bringing proof to show that their author is in 
matters of the laboratory an amateur. 

Let me therefore set to work to justify what I have said. 
Let me begin with Sir W. Watson Cheyne’s announcement 
of his discovery of an important generalisation in connexion 
with antiseptics. 

“ Another point,which I confess had not occurred to me until I came 
across it in the course of my experiments, is also of importance—viz., 
that the antiseptic is used up iu killing bacteria." 

It will be seen that we have here a generalisation which 
ranks in the order of obviousness with the adage that "you 
cannot botli eat your cake and have it ”; and with the 
scientific platitude that you cannot carry out a chemical 
operation without expending chemicals. 

We may take next the announcement of a colleague's 
device for obtaining a cell of measured depth—the device 
being that of taking a metal ring, placing it upon a sheet of 
glass, and superimposing upon it another similar sheet. 

'• This difficulty (i.e., tho difficulty of obtaining the proper depth of 
agar) has been overcome in a very- ingenious manner, and though when 
two or more men work together it is not usual to refer to any one 

mail’s share in particular, still . 1 think I ought to Bay that it was 

devised by Mr. Edmunds, and I shall apeak of ft aa Edmunds’ oell." 

Some day we shall be told that the difficulty of carrying 
sugar into one’s tea has been overcome in a very ingenious 
manner by the device of sugar-tongs, and that in connexion 
with it this or that reinventor's name ought to go down to 
posterity. 
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Next we may take this fiction. 

“Lister observed the very curious phenomenon that if blood were 
drawn aseptlcally into a glass flask which had been sterilised by heat 
the clot which formed did not contract and squeeze out serum, as is the 
case when blood is received into an ordinary non-sterillsed glass 
vessel.” 

•* I fancy bacteriologists are not familiar with this fact; otherwise 
they would not,” &c.. &c. 

Everyone who has drawn blood into a sterile syringe, 
and, of course, every laboratory worker, knows that this is 
fiction. Let me tell Sir Watson Cheyne that the method of 
serum therapy, and indeed the whole serum industry, depends 
upon the fact that blood when drawn into a vessel which has 
been sterilised by heat does contract and squeeze out serum. 

So far my task of criticism has been simple as child’s 
play. For we have up to this remained entirely in the 
domain of the particular and the concrete, referring our 
author’s utterances to the touchstone of fact. Let us 
now, rising to a more abstract and general point of view, 
deal with those three intellectual requisites of a scientific 
worker in which Sir W. Watson Cheyne comes, as it appears 
to me, hopelessly short. 

I have already incidentally to the discussion of his experi¬ 
ments on the penetration of living tissues by antiseptics 
sufficiently illustrated his incapacity for seeing in connexion 
with the data of experiment the fact that they admit of 
many alternative interpretations. Let me therefore pass 
directly to the second heading and try to show that when 
Sir W. Watson Cheyne brings the data of laboratory experi¬ 
ments to bear upon clinical work he puts things to himself 
in a very loose way, and does not think in terms of definite 
quantities and measurements. Take the following sentence 
and let me italicise in it what is non-quantitative and 
amateurish. 

“ Almost all antiseptics have their bactericidal properties much 
reduced in presence of albuminous materials. Mercurial salts and 
iodine are good examples of this, these antiseptics combining strongly 
with albumin, and losing their antiseptic properties to a very marked 
degree. Carbolic acid is also acted on but not to so great an extent. 
salicylic acid does not seem to be so ■much affected, and the hypo¬ 
chlorites form a chloramine which is itself antiseptic.” 

It will be seen that we have here only adverbial and 
adjectival quantitative expressions and nothing in the form 
of figures. And while it is, of course, in scientific as well as 
in general discourse legitimate to substitute for numerals, 
adverbs and adjectives, the point is that if we have not 
behind these a definite backing of figures, we are not talk¬ 
ing the language of science. And that point one can very 
quickly determine. One simply takes these ostensibly 
quantitative statements and inquires whether they help 
or mislead the man who has to apply them to practical 
problems. 

When we apply this test to utterances like those 
above it is immediately clear that the practical surgeon 
could never gather from them that it is all but impossible to 
mix into pus sufficient antiseptic to sterilise it. One 
might from the statements easily suppose that to 
sterilise pus would be a perfectly simple matter. Nor 
could the practical surgeon gather that in albuminous media 
antiseptics have as good as no penetrative power. Nor 
again could he gather that the antiseptic pastes and powders 
which Sir W. Watson Cheyne has recommended do not 
keep down infection in, let alone sterilise, wound cavities 
such as we meet with in war. And, lastly, the practical 
surgeon would be misled by that patter of “ hypochlorites 
forming a chloramine which is itself antiseptic.” In point 
of fact, Dakin has pointed out that the chloramine, which is 
formed when hypochlorites combine with albumen, loses its 
antiseptic power as soon as it encounters further albumen. 

Everywhere both inside and outside the confines of this 
discussion we come up against the deplorable habit of 
leaving out of view the quantitative aspect. It is that 
unscientific method of thought that has begotten the dogma 
of the efficacy of antiseptics in wounds. 

It still remains for me to make good that Sir W. Watson 
Cheyne, for all that he writes of these with assurance, has 
only a very nebulous idea of those biological processes 
which laboratory workers engaged in the study of the 
problems of immunisation have every day under their eyes. 

The task I have here before me is, as I have already 
indicated, one of considerable difficulty. 

It would be a different world if the non-expert could be 
made to feel as the expert does about discourse which brings 
up before the mind only foggy, inconsistent, and falsely 


outlined pictures. The expert knows that such language 
can proceed only from a man who is talking without know¬ 
ledge of the facts. But in point of fact, this can be made 
plain only to those who are conversant with the subject 
matter and who have themselves striven after clear thinking. 
For example, it cannot be made plain to a layman in con¬ 
nexion with a quack that the man’s way of expressing him¬ 
self gives him away as one who has not studied hi3 subject. 
And when it comes to much narrower confines we have still 
the same difficulty. It is only to those who are bona-fide 
workers in our own particular department of medicine that 
we can make fully apparent the vagueness and inefficacy of 
what is said by outsiders. The reader will appreciate that 
I am in this difficulty when I set myself to make good to 
readers who are not laboratory workers that Sir W. Watson 
Cheyne’s utterances on matters which lie in the domain of 
the laboratory are always nebulous, and floating in air, 
and, so far as one can affirm anything of nebulous matter 
expressed in slipshod language, erroneous and inconsistent. 

It may, however, be possible to convey some notion of Sir 
W. Watson Cheyne’s want of grasp of his subject if I collect 
from different parts of his paper some of his pronouncements, 
point out where they fail in truth, and collate them to show 
what a hopeless tangle they make. 

Let me select what he says on •the protective mechanism 
of the body; and again on the effect produced in the wound 
by hypertonic salt solution —first, however, notifying my 
reader that if he is not particularly interested in these 
subjects or the working of Sir Watson Cheyne’s mind he 
can, by skipping to the end of the small print, escape 
from what may be tedious, 

To the reader who determines to persevere I would suggest 
that he should, taking first each separate term and proposi¬ 
tion, and then the whole series of propositions, ask himself 
critically whether it conveys anything to his mind, and 
whether he can conceive of its standing in Sir W. Watson 
Cheyne’e for anything definite and precise. 

I may begin with what he has to say on the protective 
mechanism of the body (the reader has, of course, been 
forewarned that he must not expect from Sir W. Watson 
Cheyne precise or logical phrasing, or clear and concinnous 
mental images). 

(a) “The bacteria (which, according to Sir W. Watson Cheyne’s 
assumption, are at first free in the wound) penetrate into the tissues, 
and are having their flrst battle with the tissues and the protective 
arrangements oj the body.” 

The agents of defence in this passage are denoted quite 
vaguely by the term “ the tissues, and again quite vaguely 
by the* term ‘ the protective arrangements.” “ Protective 
arrangements” will cover everything from phagocytes to 
whatever form you like of antibacterial substance. 

( b ) “In my opinion the protective substances of the serum and their 
action on bacteria constitute only one part of the defence, and there 
are local protective arrangements.” 

Here the agents of defence are, on the one hand, the “ pro¬ 
tective substances of the serum,” and “the local protective 
arrangements ” on the other. Under “ local protective 
arrangements” we have presumably to understand “tissues.” 
And one wonders in connexion with the phagocytes whether 
they are here simply forgotten, or whether they are sub¬ 
sumed under “ local protective arrangements.” 

(c) “The tissues assemble their forces (chiefly cells) and if the bacteria 
have been damaged (by applications of antiseptics) they are very 
quickly disposed of by the phagocytes ” 

It would defy anybody to picture to himself “ the tissues 
assembling forces (chiefly cells).” Nor is it only the 
figurative texture of Sir W. Watson Cheyne’s language 
which is entangled. The blood fluids here fail to find a 
place in the bill : and the phagocytes are accredited with 
giving the coup de grdee to the bacteria rendered helpless 
by antiseptics. Here Sir W. Watson Cheyne is composing 
imaginative fiction. In point of fact, leucocytes are (and 
we shall presently see the practical importance of this) in¬ 
variably held at a distance by strong antiseptics, and they 
are paralysed by antiseptics long before the bacteria are 
damaged. Moreover, bacteria which have been digested with 
antiseptics are, so far as we know, not thereby made subject 
to phagocytosis. 

(d) “As the result of opening the abscess a quantity of serum is 
poured out. which In part, sweeps away the cocci, and in part destroys 
them, as the result of the largely increased amount of antibacteric 
material which is thus brought into contact with them.” 

In this account the role of the fairy godmother is assigned 
to the serum ; and Sir W. Watson Cheyne furnishes two 
commentaries on the serum—one of dispraise, the other of 
praise. A few pages back quite gratuitously ascribing to 
me the idea “ that the protective arrangements reside in the 
.u 2 
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serum and lymph, and these are the most important 
materials,” Sir W. Watson Cheyne writes: “I may point 
out that I differ seriously from Sir A. Wright as to these 
protective arrangements.” To the passage cited above 
there is appended by way of relief this commentary: 
“This explanation, given in my book in 1894, and in my 
lecture in 1899, might have been copied from Sir A. Wright’s 

papers at the present time. 1 mention this, not from 

any vainglorious motives .” 

There is, in point of fact, very little reason for vainglory. 
For “ the cocci,” if by these are meant staphylococci and 
streptococci, instead of being killed by the serum, flourish 
in it. And I now, leaving the reader to see whether he 
can make anything of this tangle, myself pass on. 

We have still to see what Sir W. Watson Cheyne has to 
say on the effect produced by hypertonic salt solution in the 
wound. 

In a communication to The Lancet dealing with a 
lecture given by me in March, 1915, Sir W. Watson Cheyne 
directs his criticism to my statement that hypertonic salt 
solution draws out lymph from the walls of the wound , and 
that it does this by bringing into play osmotic forces. His 
comment is as follows:— 

•“ Curiously enough, it is stated that this (the hypertonic salt solution) 
acts by osmosis, but this must surely be a slip of the pen. Colloids 
such as lymph dialyse very slowly, or not at all, and practically the 
only result of placing a strong solution of salt outside a blood-vessel 
would be the exit of water and salts from the blood. Any increased 
flow of lymph into a wound will bo the result of irritation, and the 
question then arises whether salt is the best irritant, or whether, 
indeed, it is wise to use an irritant at all." 

It will be seen that Sir W. Watson Cheyne here glosses 
over the fact that hypertonic salt solutions exert a powerful 
lymphagogic effect in the wound. He sees no reason to 
concede anything more than what is conceded in the words 
“ any increased flow of lymph.” Instead, he turns to the 
subordinate, and, from the standpoint of practice, irrelevant, 
issue of the causation of increased lymph outflow ; and he 
decides that any increase would be due, not to osmotic 
forces, but to the irritant action of the salt. 

One hopes that here Sir W. Watson Cheyne was not 
unconsciously reasoning after this wise: “If I allow the 
lymphagogic action to be ascribed to osmotic forces, it 
might be supposed that I allow that there is a scientific basis 
for the treatment; but if I say that the salt acts by producing 
irritation that will prejudice the method.” 

But whether Sir W. Watson Cheyne did or did notallow 
his scientific pronouncement to be influenced by considera¬ 
tions of this order, he fell here into erroneous implication 
and into logical error. He fell into erroneous implication. 
For irritants appropriately graduated—and I think Sir 
W. Watson Cheyne must have been conscious of this—evoke 
hyperemia and lymph effusion from the capillaries; or, as 
the case may be, leucocytic emigration and cell-proliferation 
—all these being physiological reactions which find very 
useful application in’wounds. And Sir W. Watson Cheyne 
fell into logical error. For if he had brought demonstration 
that hypertonic salt solution does not bring into play 
osmotic forces, this would not have made it an irritant. 
Any more than if he had brought proof that hypertonic salt 
solution acted as an irritant, this would have shown that 
salt does not bring osmotic forces into play. The one does 
not exclude the other. 

But this is straying away a little, for what I have in view is 
to show that Sir W. Watson Cheyne has not, in matters such 
as we are here dealing with, any clear mental vision. Seeing 
in osmosis only the dialysing membrane, and remembering 
that colloids do not pass such a membrane, he recites that 
“ colloids such as lymph ” (let me tell him in passing that 
by this he means: colloids such as the albuminous substances 
which are contained in the blood fluids and lymph ) “dialyse 
very slowly or not at all, and practically the only result of 
placing a strong solution of salt outside a blood-vessel would 
be the exit of water and salts from the blood 

Now this, considered as criticism directed to the statement 
I had made, is quite irrelevant. My statement was: the 
outflow of lymph from the tissues is due to osmotic forces 
brought into play by the salt. Sir W. Watson Cheyne’s 
rejoinder is : the outflow of lymph from the capillaries into 
the tissues cannot be due to these forces. 

We have here the same error of inconsequence as before. 
My statement about outflow from the tissues into the wound 
cavity may be right without Sir W. Watson Cheyne’s about 
outflow from the capillaries into the tissues being wrong. 
Again, we may both of us be wrong or both of us right. In 
reality Sir W. Watson Cheyne’s mental vision is never 
sufficiently acute to discriminate between two issues which 
are distinct but interconnected. 5 


• The reader who is perusing this dialectic, uot with a view to stu ly¬ 
ing the quality of Sir W. Watson Cheyne's mind, but with Intent to 
get if ho can from one side or the other clearer vision of the problems 
which have to be solved in connexion with wounds, will perhaps look 
to mo to set out here, so far ab I can do bo, my mental picture of the 


We now come to what Sir W. Watson Cheyne says in the 
communication to which 1 am here replying. He writes as 
follows:— 

"It is a well-known fact la physics that the interchange between 
colloid and crystalline substances is very slow and incomplete, and there 
is no doubt that any osmotic effect which would be produced by the 
Introduction of brine into a wound would be chiefly the transudation 
of large quantities of water from the blood. At the same time, I have 
no doubt that the presence of brine in a wound docs lead to a marked 
increase in the discharge which will contain a considerable amount of 
proteld material, derived not by osmosis from the blood, but from the 
irritant action of salt on the tissues.” 

I will take it that when Sir W. Watson Cheyne makes, as 
he does in the first sentence, the statement that in dialysis 
“crystalline substances are exchanged for colloids,” this is 
only slipshod writing. For he has told us above that salts 
draw only water and not colloids through a dialysing 
membrane. 

That correction made, Sir W. Watson Cheyne’s statements 
are a repetition of what he said before, except only for the 
admission that hypertonic salt solution does induce an out¬ 
flow of albuminous fluid from the walls of the wound. 
And, except as relates to the point he has conceded, my 
criticisms also remain as before. 

Up to this point we have been appraising the value of 
the a priori evidence which Sir W. Watson Cheyne has 
adduced in favour of the thesis that it is possible to sterilise 
the wound by antiseptics ; and have been trying to take the 
measure of Sir W. Watson Cheyne in his capacity as a 
laboratory worker and a scientific thinker. We now pass to 
consider the clinical evidence which he adduces to show that 
antiseptics may usefully be applied in wounds ; and in con¬ 
nexion with this it may be well—limiting ourselves, of 
coarse, to the question of antiseptic treatment—also to 
appraise Sir W. Watson Cheyne as a surgical thinker. 

Clinical Evidence Adduced by Sir W. Watson Cheyne to show 
the Efficacy of Antiseptic Treatment Applied to 
Infected Wounds. 

The clinical evidence adduced by Sir W. Watson Cheyne 
in this paper may be catalogued as follows : One case of 
compound fracture of the leg reported by Lord Lister; a 
case of acute osteomyelitis treated by himself; and five 
cases of projectile wounds treated by his collaborator, 
Mr. Edmunds. 

I propose briefly to summarise these and to consider what 
Sir W. Watson Cheyne wishes to make these cases teach, 
and what they really do teach. 

We may begin with Lord Lister's case of compound 
fracture successfully treated by undiluted carbolic acid. 

The description shows that this was a case where the 
integument was stripped off and the wound completely open ; 
where the bone was not comminuted; and the muscles, 
though severely contused, were not much lacerated. 

In other words, Lord Lister was dealing with a microbial 
infection limited, or all but limited, to the surface, and by 
consequence accessible to antiseptics. But in the wounds of 
similar gravity inflicted by projectiles, laceration and hernia 
of muscle and splintering of bone are the prominent features, 
and the microbic infection is disseminated in the tissues and 
has been carried down to inaccessible depths. 

It will be clear from this that what Sir W. Watson Cheyne 
wants to make the case teach, and what the case does teach 
are quite different. He wants to make it teach that we can 
by antiseptics sterilise wounds which are inflicted by missiles. 
What it does teach is that where the mechanical conditions 
permit of the antiseptic being applied to the whole area and 
full depth of the infection success may be achieved. 

cause of the lymph flow obtained by hypertonic solutions of salt. I 
conceive that tho outflow’of lymph from the tissues into the wound Is 
due in chief part to osmotic processes—l.e., to processes of **diffusion" 
and “Infusion,” processes in w’hlch salt "diffuses” from the hyper- 
tonio solution into the tissues : and in which fluid with the albuminous 
substances contained In that fluid “ infuses,” or passes (in exchange) Into 
the hypertonic solution. This is what happens when a mixture of iqjar 
with serum or egg albumen Is covered in with hypertonic salt solution, 
and also I take it when a round of beef is put down into pickle. More¬ 
over, neither in these cases nor yet In the (Comparatively recent wound, 
where the tissues are, except so far as they are crusted over by 
coagulated lymph and sloughs, lying bare, and w-here hypertonic 
solution finds its most useful application, can there be any question 
of a dialysing membrane interposed between tissues and wound 
cavity. I conceive that the active hyperemia often produced 
by the hypertonic salt solution may play a subordinate part In 
the production of the lymph outflow'. It may do bo by increased 
exudation from the swollen capillaries. With regard to the out¬ 
flow of lymph from the capillaries into the tissues, I can very easily 
imagine that the salt, in addition to causing hyperemia, may by direct 
Action upon the capillary wall modify that dialysing membrane in Buch 
a way as to facilitate the transudation of a burain But obviously this 
is a question for direct experiment and not for a priori inference. 
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Sir W. Watson Cheyne, considering the report of Lord 
Lister’s case, sees opportunity also for yet another lesson. 
Certain details of the case furnish, as he thinks, materials 
by which he can confute by a reduotio ad absurdum my 
suggestion that where the condition of a wound is improved 
by antiseptic applications this may be due not so much to a 
direct destruction of infective microbes by the antiseptic as 
to useful physiological reactions evoked in the wound. 

“ In the case which I have narrated a very Interesting and Instructive 
complication arose. On the fractured leg there was at one side a small 
wound which was not treated by carbolic acid. After some days it was 
observrd that th<s sore, instead of healing, was Increasing in s’/.e, and 
presently hospital gun^rene developed in it and caused a good deal of 
trouble. Tnus we have the remarkable fact that not only in the same 
patient, but in the same limb, we have a large and very grave wound 
following an absolutely aseptic course, while in the vicinity a trivial 
wound became the Beat of hospital gangrene. If, as Sir Almroth Wright 
suggests, the main value of antisept es is due to their production of a 
flow of serum, 6 why did that serum prevent hospital gangrene in the 
large wound, and nof in the small one ? The difference between the two 
really lay in the presence or absence of the strong carbolic acid." 

What thi9 passage really does bring out is that confused 
cerebration and deficient logic may deduce a wrong lesson 
from the data of clinical observation. Sir W. Watson Cheyne 
conceives that serum is synonymous with flow of serum. In 
other words, he can see no difference between serum which 
has by stagnating in an infected lymph-bound wound lost its 
antitryptic power, and been transformed into an ideally favour¬ 
able cultivation medium for all manner of microbes, and an 
antitrypticserum constantly renewed and constantly bringing 
fresh antibacterial elements into action. Moreover, he fails 
to discern that the untreated wound must—for this almost 
always happens—almost inevitably have become lymph-bound 
while there must almost certainly from the carbolised wound 
have been a considerable outflow. For this is the rule with 
wounds treated with undiluted carbolic acid ; and, moreover, 
Lord Lister himself draws our attention to this point when 
he tells us that the wound which he carbolised was “ provided 
with a porous cloth to absorb the blood and serum which 
must escape.” It follows that the difference between the 
two wounds did not lie only in the presence or absence of 
the strong carbolic acid. And so even in this particular 
case we should be logically entitled to hold the view that 
the good result obtained by antiseptic treatment may have 
been referable, or may in part have been referable, to an 
outflow of lymph from the carbolised woun%\ 

Following the order of Sir W. Watson Cheyne’s paper we 
now come to a case of acute osteomyelitis of the fibula 
treated by himself with antiseptics. 

Here a large abscess was found over the outer side of the 
fibula ; the bone was bare, and the medullary canal con¬ 
tained pus throughout its entire length. This was filled in 
with borsal, the whole surface of the wound was rubbed with 
the powder, drainage-tubes were introduced, and the whole 
healed by first intention, and the boy, “when inquired for 
three weeks later,” was reported to be “well and walking 
about.” 

Upon this case Sir W. Watson Cheyne’s commentary, 
arranged so as to set its points out to advantage, is as 
follows :—\ 

(rr)“Now I H8k any surgeon who reads this account to consult his 
experience and see whether this Is not something new.” 

(b) “ Certainly in my experience it Is.” 

(c) ** I hope, however, that I will not be held to be recommending 
this as the treatment of osteomyelitis in preference to ordinary 
surgical measures." 

(d) “ But it is a very ex traordinary and unique case.” 

(e) “ And is, I consider, a very remarkable testimonial for borsal/' 

All this shilly-shallying and uncertainty means that, not 

even for Sir W. Watson Cheyne has this case any proba¬ 
tive value. Other surgeons who treat osteomyelitis withont 
antiseptics will not have seen any case like it. Nor will 
surgeons who have treated osteomyelitis with antiseptics have 
seen anything like it. Nor has Sir W. Watson Cheyne him¬ 
self with antiseptics seen anything like it. So that the case 
differs as much from cases which have been treated with 
antiseptics as from cases which have been treated with¬ 
out antiseptics. More than that, applying the criterion that 
‘what we believe, we can act on,’ we see that Sir W. 
Watson Cheyne himself does not believe. “ I hope, how¬ 
ever, I will Dot be held to recommend this.” And the 
sense of his words is :—* But, though borsal bas never done 


6 The reader is reminded that the italics In ;citations from Sir 
W. Watson Cheyne are my italics. 


as much before, and I do not think it at all likely that it 
ever will again,’ “I”—and here I quote his words—“con¬ 
sider it a very remarkable testimonial for my antiseptic.” 

The judicious man, who recognises that in a case like this 
we are bound to remember that there is more than one 
possible explanation of extraordinary facts, will see that we 
need not here give any special credit to the borsal, and that 
it might quite reasonably be held that Sir W. Watson 
Cheyne's case was unique, not in the respect that the 
borsal was here specially effective, bnt in the respect that 
the microbes had all been exceptionally rapidly destroyed by 
the patient’s mechanism of defence ; or else in the respect 
that those microbes which survived at the time of the 
operation hapjiened, by special providence, to lie exposed to 
the action of any antiseptic. 

We come now to five cases “ bearing on the disinfection of 
mounds ” which Sir W. Watson Cheyne “ hopes will be read 
and studied.’’ I propose therefore to study them ; in other 
words to subject them to critical consideration as crucial 
cases adduced to demonstrate the disinfection of wounds by 
antiseptic treatment. And let us note in this connexion, 
first, that when the success of a treatment is under investi¬ 
gation we cannot admit as crucial any case in which any 
other well-accredited therapeutic procedure is snperadded ; 
and, secondly , that it must be shown by control experiments, 
or must be indubitable to those who are familiar with the 
evolution of untreated wounds, that the cases adduced as 
evidence of the success of the treatment are such as one 
could not find parallels to among untreated cases. Moreover, 
when it is suggested, as is done in the cautions words I have 
put into italics (ride supra), that the wounds are sterilised 
by the treatment, it is imperative to bring bacteriological 
evidence in support of this suggestion. The catalogue of 
cases cited from Mr. Edmunds is as follows :— 

The first was a perforating bullet wound of the skull with 
a small wound of entry and a small wound of exit into the 
mouth. The second was a contused wound of the scalp with 
a depression in the parietal bone. The third was a shrapnel 
wound in the region of the deltoid with longitudinal 
splintering of the humerus. The fourth was an extensive 
wound of the forearm with compound fracture. The fifth 
was an in-and-out wound in which the bullet passed super¬ 
ficially through the substance of the abdominal wall. 

In the first two cases the wound was ‘excised.’ They 
ought therefore to go out of the list; and Sir W. Watson 
Cheyne ought not to have adduced them as crucial. In the 
three remaining cases the treatment and clinical event were 
as follows:— 

Case 3.- Here cresol paste was injected among the 
fragments of bone; the muscles were dusted with borsal 
and the wound was sutured except for a space left for 
a drainage-tube. The sutured portion of the wound healed 
“quite naturally”; there was after the withdrawal of the 
tube " a certain amount of discharge " ; and when met about 
a month after his injury the patient was beginning “ to get 
use in his arm.” 

Case 4.—Here paste was injected between the bone 
fragments; and the surface was powdered with borsal. 

“The patient was under observation"—let us remember 
that these are cases specially selected as crucial—“for fire to 
six days , ample time for suppuration to become established, 
but this nerer happened.” 

Case 5.—Here paste was injected in the trenches, and the 
wound without further treatment granulated up readily 
without any suppuration. 

There being here no control cases it, of course, rests with 
those who have experience of the evolution of wounds to 
decide whether the cases cited by Sir W. Watson Cbeyne 
can be paralleled among those treated only by ordinary 
surgical methods without antiseptics. I think judgment will 
here not be doubtful. Cases essentially similar to Case 5 
are seen every day; Case 3 also could be paralleled : and 
Case 4 is very unconvincing. 

Sir W. Watson Cheyne would have kDown that Case 4 
is unconvincing if he had either appreciated the principle 
that it is much easier to repress leucocytic emigration by 
antiseptics than to kill microbes ; or had ever at the base 
watched the evolution of cases which had been treated 
with his strong antiseptics at the front. After a delay he 
would have found all his antisepticiscd wounds suppurating 
and teeming with microbes. 
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The suggestion that in the cases cited by Sir W. Watson 
Cheyne from Mr. Edmunds, the wounds were sterilised is not 
supported by the evidence of any bacteriological examina¬ 
tions. And a priori it is all but incredible that these wounds 
can have been sterilised. 

With the exception of one further case casually introduced 
in the course of argument 7 and a very few trial experiments 
with hypochlorites which gave the impression that “the 
treatment properly applied was promising,” the reader has 
now seen every particle of clinical evidence which Sir W. 
Watson Cheyne brings forward in support of his contention 
that antiseptic applications will sterilise wounds such 
as we meet in war. But his tune is: “ What need have 
we of further witness?” “I think I have”—this is how 
he sums up—“produced sufficient evidence to show that Sir 
Almroth Wright is not stating the fact when he says'* that 
antiseptics have completely failed to produce aseptic wounds 
in war.” 

Sir W. Watson Cheyne'& 4 Principles of Disinfect ion.' 

We shall presently have to consider how and by what 
steps a man arrives at quite unchangeable convictions ; but 
first it will be well to see how far Sir W. Watson Cheyne 
goes. For this we cannot do better than turn to a section 
of his paper entitled “Principles of Disinfection.” We are 
there informed that— 

“There are four points of greatest importance in carrying 
out the disinfection of the wound.” They are as follows :— 

1. The surgeon must believe in the possibility of disinfecting 
“ a mound “This is, of course ,” writes Sir W. Watson 
Cheyne, “ self-evident , and I 4 would ’ not mention it were it 
not that the possibility of disinfection has been 4 investi¬ 
gated ’ (here the inverted commas are Sir W. Watson Cheyne’s) 
by men who had previously expressed the opinion that 
such disinfection was impossible and would do more harm 
than good.” 

This is the writing of a man who is blindfolded by 
prejudice or who sets out to lead his reader, if a fool, 
into pitfalls. Let us go and have a good look at the 
pitfalls. (#.) In the use of the wording “ a wound ” there is 
provision made for every kind of misunderstanding and 
evasion. “ A wound ” may mean 44 a simple uncomplicated 
wound” or “a projectile wound,” or “a small or large 
percentage of projectile wounds” or “all such wounds”; 
and it can according to the necessities of debate be made 
to take any one of these meanings. (A) The inverted 
commas used in connexion with the word ‘investigated’ 
are designed to insinuate that there has been in the investi¬ 
gation of antiseptics, or in some particular investigation 
which he has in view, incompetence or bad faith. I would 
suggest to Sir W. Watson Cheyne that that sort of thing is 
always best put quite bluntly, (o) It is asserted that those 
who have investigated antiseptics in France have been men 
with preconceived notions who had expressed opinions from 
which they could not draw back. In reality, however, the 
effect of antiseptics has been investigated by all sorts and 
descriptions of surgeons and bacteriologists, who had. before 
the war, never as much as considered antiseptics in relation 
with projectile wounds. ( d ) While among all these investi¬ 
gators there must, of course, have been some who believed 
that “ disinfection,'’ if by that Sir W. Watson Cheyne means 
“ ineffective disinfection ” would be more likely to do harm 
than good ; it is difficult to suppose that there were any who 
held that “disinfection,” if by that Sir W. Watson Cheyne 
means “ effective disinfection ” could be anything else than 
useful. 

But we must beware lest we give here exclusive attention 
to what are minor immoralities. Here the great out¬ 
standing fact is that Sir W. Watson Cheyne, claiming 
rank as a man of science, says unabashed, “You must 
believe a thing before you can find evidence of it! ” ; and 
that Sir W. Watson Cheyne, posing as a scientific champion 
of antiseptics, announces that, “ If you do not set out with 
a belief in the efficacy of antiseptics, the facts will never 
bring that home to you.” Everybody will feel that a man 

1 W hat Sir W. Watson Cheyne says about this case is referred to 
below. 

What. I actually did say— I put it in a footnote because it is here of 
quite suh ir.iinaf <> interest —la as follows : •• I have not myself come 
across —and I have the permission of all my fellow-workers to say that 
they also have not come across -any satisfactory clinical or bacterio- 
loKicitl^ evidence of the utility of antiseptics as employed in infected 


who ventures to say things like this has got himself into a 
plight where he will say absolutely anything. And the pity 
of it is that everyone would have agreed with this author 
if he had contented himself with emphasising that before 
a man takes it upon himself to say that it is impracticable to 
sterilise the large bulk of projectile wounds, he ought to 
have made a conscientious laboratory study of antiseptics, 
and to have supplemented this by painstaking practical 
trial. 

2. The surgeon must choose a suitable antiseptic. —There 
is (a) a trap in the appellation “suitable.” It is a trap 
in the form of a petitio principii. For it is postulated 
in the word “ suitable ” that we have at disposal antiseptics 
which are competent to sterilise our projectile wounds. And 
( b ) on the top of the petitio principii we have an evasion. 
For Sir W. Watson Cheyne is studious not to particularise 
any antiseptic which would sterilise projectile wounds. 
44 I shall,” so runs his evasion, “presently give a few 
examples of the results with several different antiseptics.” 
The reader has already studied everything that could 
possibly be called an example. 

3. The surgeon must see that the antiseptic has free access 
to every part of the wound .—There are here two ambiguities. 
They are material to Sir W. Watson Cheyne. For when in 
controversy you employ ambiguous terms, and are then taken 
up in a way which is inconvenient, you can always assert— 
and if you are unable to think clearly, can with innocence 
assert—that the alternative meaning was your meaning. 
“Free access” is ambiguous. It may signify either that 
the antiseptic must be so placed that diffusion if iwere 
effective would carry your “antiseptic emanation to the 
place where it is required, or it may mean that the anti¬ 
septic must be directly placed where it is required. And 
again “every part of the wound” is ambiguous. It may 
signify “every part of the cavity of the wound”; or 
again it may signify—and it must in connexion with 
sterilisation import this—every part of the wound cavity 
and of the infected tissues round about. 

When these ambiguities are brought out we see that Sir 
W. Watson Cheyne is placed on the horns of a dilemma. If 
the expressions “free access” and “every part of the 
wound ” are interpreted in each case in the former 
sense. Sir W. Watson Cheyne’s demands are ridiculously 
less than what would be required for the sterilisation 
of the wound. If, on the other hand, they are inter¬ 
preted in the latter sense, everyone must realise that 
Sir W. Watson Cheyne is out of touch with the clinical facts, 
and that he is asking from the surgeon something quite 
impossible. And the practical surgeon will turn upon him and 
say something like this : 44 Am I to understand that, as a pre¬ 
liminary to the application of antiseptics, you require me, in 
the case of a chest wound, to follow up the projectile into 
the lung ; in the case of a head wound, to open up the 
track through the brain ; and in a perforating wound of the 
arm or leg to hemisect the limb—to say nothing of 
supplementing in each case with a series of crimping 
incisions into the walls of the wound with a view to pro¬ 
viding access to the microbes which are there ensconced ? ” 

4. The surgeon must arrange for some of the antiseptic to 
remain in the wound for a considerable time so that it may 
continue to act. —The fact that Sir W. Watson Cheyne erects 
this into one of his fundamental postulates brings out that 
there is not before his mind any clear picture of what takes 
place when an antiseptic lies in a wound and lymph begins 
to pour in. What occurs is exactly the same as happens 
when I have an antiseptic at the bottom of a test-tube and 
let an albuminous fluid which is infected with microbes very 
gently run down upon it. The antiseptic does not penetrate 
into the albuminous fluid and the microbes grow in it 
unrestrained. And there is no question of the antiseptic 
“continuing to act” in the infected fluid. It does not as 
much as begin to act. 

But it is not only on the possibility of disinfecting 
projectile wounds by antiseptics that Sir W. Watson Cheyne 
has unchangeable convictions. He has them also on all 
subject matters which are in any way associated with this 
belief. He is, for instance, incapable of conceiving that anti¬ 
septics in any strength or in any form employed in the early 
stages for the purpose of sterilising a wound can do harm. 
All I need say with regard to this is that the harm that can 
be done under such circumstances by his antiseptic pastes 
has repeatedly been brought to his notice. And he is in a 
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position to know that this is one of the very few points in 
connexion with the treatment of wounds on which there is, 
■one may say, universal agreement. 

Sir W. Watson Cheyne is also impenetrable to the idea 
that antiseptic applications might bring advantage to the 
patient otherwise than by a direct destruction of microbes. 
The question has, as the reader will remember, already been 
discussed in connexion with Lord Lister’s case of com¬ 
pound fracture. Rut I may further reinforce here the 
point there made. For recurring again to the subject in 
connexion with a case with many bomb wounds of which 
some were treated with borsal and remained aseptic, while 
others were treated with hypochlorites and suppurated, 
Sir W. Watson Oheyne reasons as follows: 11 This again shows 
that, the lymph being the same in all the wounds, the 
difference in asepticity was due to the antiseptic and not 
to the lymph.” There could not be a better example of 
what results from an incapacity to see anything other than 
what one allows oneself to see. For to every trained mind, 
coming fresh to the consideration of the data, it will be 
obvious that, on the top of the fallacies I have previously 
pointed out, we have here another very conspicuous fallacy. 
When you add to lymph in different wounds two different 
chemical agents which combine, perhaps the one in one way 
and the other in another, with albumen, you can no longer 
assert that “ the lymph is the same in all the wounds.” 9 And 
it follows that you cannot, as Sir W. Watson Cheyne here 
does, infer by exclusion that the “difference in asepticity” 
must be due to the antiseptic having in the one case killed, 
and in the other case having failed to kill the microbes. 

Finally, let me show that Sir W. Watson Cheyne, for all 
that continually he is bringing up Lord Lister’3 name, fails 
to see that master's work in any broad perspective. 

The miracle in surgery which was wrought by Lord Lister 
was wrought by showing that septic infections of surgical 
wounds can be prevented by the use of antiseptics. There 
was here a master-idea —the conception that it was possible 
by prophylactic measures against microbes to avoid septic 
infection. And there was associated with this a procedure 
for carrying the idea into practice —that was the employment 
of antiseptics. 

Let us see now the position Sir W. Watson Cheyne takes 
up. Fusing together by association in his mind the master- 
idea and the procedure originally suggested for carrying out 
that conception, Sir W. Watson Cheyne regards the two as 
inseparably welded together. He has never as much as 
heard that the master-idea endures, and the method of 
applying it changes and grows old ; and he deems himself 
to be doing battle for Lord Lister when he draws the 
sword upon all those who in loyalty to that master's ideal 
-depart from the procedure which he taught. 

Of them and of aseptic surgery Sir W. Watson Cheyne 
writes in the following exasperated and un-understanding 
manner:— 

“Unfortunately of late years a most unaccount-able prejudice has 
arisen against antiseptics, with the result that students have not been 
educated in their use; indeed, they have been taught to deny their 
-value, and to look upon thsm as old-fashioned and very objectionable 
substances.'* 

Let us, coming to what is more directly in question in this 
paper, now follow the evolution of Lord Lister's thoughts 
from prophylaxis to treatment. Affiliated to his master- 
idea there came up in Lister's mind the therapeutic 
principle that it might be possible to arrest microbic 
growth in the wound and so overcome all sepsis. There 
■followed Lord Lister’s exploitation of antiseptics in the 
treatment of compound fractures and other infected wounds. 
And we have now Sir W Watson Cheyne obsessed with the 
idea that antiseptics applied at the outset to projectile 
wounds will—despite all that we know about the anatomical 
-characters of those wounds—prove efficacious. 

And we now see to what this obsession conducts. It leads 
Sir W. Watson Cheyne to treat as enemies of the light, and 


9 It may not be amiss here to indicate that wounds treated with 
hypochlorites which have recently come into use apparently suppurate 
less and heal better than did the wounds in the earlier period of the 
war with the antiseptics then in use, and to point to the probable 
explanation of tills fact. That explanation is almost certainly to he 
found in the circumstance that the hypochlorites differ very markedly 
from antiseptics such as carbolic acid and Iodine with respect, to the 
effect they exert (a) upon trypsin, (f>) upon the antitryptic power of 
the blood' fluids, and (c) upon such mixtures of trypsin and anti- 
tryptic lymph as are encountered in the wound; and id) upon blood 
And lymph coagulation and the outflow of lymph. 


therefore his enemies, all those who have urged that there is 
need of other therapeutic measures where antiseptics are 
ineffective. 

Sir fV. M atson Cheyne's Verdict on Physiological Methods of 
Treatment. 

Let me in conclusion consider the judgment which Sir 
W. Watson Oheyne pronounces upon the measures I have 
proposed. It is, and every psychologist will recognise that 
it had to be, a verdict of unqualified disapproval. Let ns 
see why this was bound to be so. 

When an erroneous belief takes firm hold of a man, two 
bodies of thought will evolve side by side in his mind: 
one correlated with his obsession, and the other with the 
data of actual experience; and these will before very long 
come into open conflict. 

But things do not end there. For when truth and 
untruth lie very unqnietly together in a mind, and un¬ 
truth cannot be thrown out, Nature always steps in and 
deals with the patient. She compels him to take error as 
his postulate, she insists on his putting away from him all 
those data of experience which conflict with it, and she 
comes and blots this and that out of his mind, until he has 
there instead of insoluble contradictions, a corpus of 
coordinated erroneous thinking. 

This process for dealing with the situation by extruding 
the incompatible—this process which the psychologist has 
very infelicitously termed 1 ‘ rationalisation ”—can be seen 
in operation everywhere. We see it in the circle of medi¬ 
cine when a man, to conserve his obsession, passes 
condemnatory judgment upon a treatment alleging grounds 
conspicuously inadequate. We see it again when he in 
the interests of his fixed idea sets aside unscrupulously 
a consensus of favourable opinion upon that treatment. 
And we see it once more when such a one, to maintain what 
is to him a mental postulate, brings up in appraising a 
therapeutic method everything that tells against, and sup¬ 
presses everything that tells in favour of that method. 

Let us now see all this illustrated in Sir W. Watson 
Cheyne. 

We may take first his critical analysis of the programme 
of treatment I have proposed for infected wounds. Let me 
here briefly point out that one may in making therapeutic 
suggestions follow one or other of two policies. One may 
set out only those points which tell in favour of the 
proposed method of treatment. Or one may deliberately set 
oat in addition also, so far as one knows them, all the points 
which would tell against one's treatment. It is this latter 
policy which I have—in connexion with prophylactic inocula¬ 
tion against typhoid fever and pneumonia, vaccine-therapy 
in general, here in connexion with physiological treatment 
of infected wounds, and I befreve everywhere—pursued. And 
I have, I may say, done so in the face of much friendly 
soi-disant worldly-wise advice. Moreover, when there has 
been anything which appeared to me of moment to be 
brought up against my methods I have made it a matter of 
pride to try to be the first to say it. 

Now I need not here consider what a critic might or might 
not appropriately do in appraising a therapeutic method 
which was represented to be faultless. And I am very far 
from thinking it a bad thing for a critic of a method to 
be more alive to its disadvantages than its author could 
ever be expected to be. But it will, I think, be disputed 
by nobody that every critic ought in the interests of science 
to make a genuine effort to hold the scales even, and that 
it is when, reporting on accounts honestly furnished, inequit¬ 
able to report everything which is set down on the debit 
side and nothing that is set down on the credit side. 

Now this is the method of Sir W. Watson Cheyne. He 
has simply taken the account which I have rendered of 
treatment by salt in its successive stages, has suppressed 
everything which tells in favour of, and has, adding nothing 
new of his own, copied down from me all I could find to say 
against that treatment. 

It would be futile to make reply to criticism of that kind. 
I have simply to refer back to my publications, for in these 
there will be found set out over against the debit side also 
the credit side of the account. But I must try here to do 
Sir W. Watson Cheyne scrupulous justice. I do find in his 
criticism one new point which I had not myself made. 
It is this. “I have,” he writes, “a strong suspicion that 
before long • brine ’ will disappear from Sir A. Wright's 
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armamentarium.” I would remind Sir W. Watson Cheyne 
* that it is many a true word is spoken in jest ’; and let 
me in connexion with this spoken in sarcasm quite earnestly 
tell him this: That which is of permanent value in con¬ 
nexion with any new departure in therapeutics is, as we 
have seen, the master-idea, and not the particular procedure 
for carrying it out. To the fact that this must hold true 
also of the treatment of wounds by physiological methods 
I trust my eyes are open ; and I devoutly hope that as 
soon as there shall have been discovered a better agent 
for inducing in infected wounds the requisite physiological 
responses the prophecy of Sir W. Watson Cheyne's will be ful¬ 
filled, and “ ‘brine’ will disappear from my armamenrarium.” 

We come now to what relates to the practical results 
obtained by physiological treatment of infected wounds. 
What Sir W. Watson Cheyne has to say about his personal 
experience of the results appears in full in the two following 
citations: — 

(а) 44 As a matter of fact, some of the worst septic cases which I have 
seen since the war commenced hAve been in sailors who had been 
immersed in the briny ocean for some time after the infliction of the 
wounds. In such cases ... even when the patients were received 
into hospital only a few hours alter the Injury, their wounds were 
already exceptionally highly septic .” 

(б) “I myself have seen cases which have been treated in this way, 
and the state in which many of these patients reach this country from 
France is quite sufficient evidence of the want of success of the treat¬ 
ment employed.” 

In connexion with the former of these citations the reader 
who has studied Sir W. Watson Cheyne’s paper will have 
perceived that there has been contrived for him an elaborate 
verbal trap. There has in the previous text been carefully 
substituted for the pretentious scientific appellation “hyper¬ 
tonic salt solution ” the honest Anglo-Saxon term “brine,” 
and we now see what Sir W. Watson Cheyne was after. 
Treatment by hypertonic salt solution is rebaptised “treat¬ 
ment by brine” to the end that the reader may judge of 
its harmfulness from what Sir W. Watson Cheyne reportB of 
the effects of immersion in the “briny” ocean upon wounds. 
The wounds seen were he tells us “only a few hours 
after the injury exceptionally highly septic.” Considering 
that “ exceptionally highly septic " calls up in the mind a 
picture of wounds teeming with microbes ; considering that 
one really finds in wounds when only a few hours have passed 
—for the good reason that those implanted have not yet had 
time to grow out—only extremely few microbes; and consider¬ 
ing that Sir W. Watson Cheyne does not appear to have in view 
a series of cases of fulminating gangrene or streptococcic 
invasion—one here inevitably suspects him of inaccuracy. 
And this at any rate is certain that he is trafficking in fallacy 
when he implies that immersion in the sea, with probably 
cold and exposure and extreme physical exertion thrown in, 
is the physiological equivalent of applications of warm 
hypertonic salt solution. 

We pass now to the second citation. Its most striking 
feature is its quite hopeless indefiniteness. “Cases” and 
“ many” are entirely non-committal as to number. No one 
can tell whether “ many ” stands for a large or small propor¬ 
tion of the cases seen. And I think it can be gathered from 
what Sir W. Watson Cheyne says that he has confined him¬ 
self to the inspection of cases on first arrival from France ; 
and that he himself has not made any trial of physiological 
methods. 

And as before here is also graver offence. Sir W. Watson 
Cheyne must perfectly well understand (a) that it is not per¬ 
missible to judge of hypertonic salt solution scientifically 
applied by cases whioh have been treated by somebody or 
another, some time in the past, with some form or another 
of saline application ; (b) that it is fallacious in the case of 
an application which requires constant renewal to take as a 
criterion of its efficacy the condition found in a patient just 
arrived from overseas with wounds long undressed; and 
(c) that when under such circumstances one finds the con¬ 
dition of a wound unsatisfactory—when, for instance, one 
finds pus—one is in connexion with hypertonic salt solution 
required to take cognisance of the fact that suppuration is 
inhibited by that solution only so long as this remains 
undiluted. And (d) Sir W. Watson Cheyne must perfectly 
well know that in judging of a therapeutic method you 
must always ascertain the condition of the patient before 
treatment; and in forming yonr judgment you must always 
compare that condition with the condition found after 
treatment. 


We now pass to Sir W. Watson Cheyne's procedure in 
dealing with a body of evidence which is favourable 
to physiological treatment. 

“ But it has been said to me,” writes Sir W. Watson Cheyne, ” it is 
all very well to criticise these elaborate and difficult researches un¬ 
favourably. Sir Alin.oth Wright's treatment must clearly be 
successful, otherwise the numerous medical men at the front would 
not have remained silent lor seventeen months." To this Sir 
W. Watson Cheyne replies: This is quite a natural retort: but I have 
nothing to do with the actions of men at the front, and besides, there 
Is Buch a thing as discipline.” 

Sir W. Watson Cheyne is perhaps not fully alive to the 
implications which his words carry. If that is so, he will 
perhaps allow me to tell him that “ quite a natural retort ’” 
is language which implies that those who reasoned with him 
were in that sort of tight place which invites to retort 
and evasion. But if the incompatible fact here adduced 
placed, not Sir W. Watson Cheyne’s friends, but himself 
in a dilemma, could anyone wish for a more perfect 
illustration of the psychological law that a man who 
harbours a fixed idea will travesty everything which 
comes into conflict with it. 

And one word about the surgeons in France who have. 
Sir W. Watson Cheyne is informed, employed hypertonic 
salt solution with satisfactory success. “I have,” says Sir 
W. Watxon Cheyne, “nothing to do with the actions of the 
men at the front, and besides, there is such a thing as 
discipline.” In other words, “I am not my brother’s 
keeper, and I refuse to be answerable when he palters with 
the truth. But one must not ask too much of human nature, 
and must make allowances when opinion is tongue-tied by 
authority.” Here, as I take it. we have Sir W. Watson 
Cheyne saying that he cannot seriously believe. He is too 
intelligent to suppose that private expression of opinion 
—and it is private expression of opinion which is in question 
—could ever be suppressed ; and it is difficult to imagine that 
he does not know that in the medical service of the Army the 
public expression of opinion on questions of treatment is, 
and has always been, perfectly free. 

We now come to Sir W. Watson Cheyne’s summary of 
the practical results obtained ; and to his attitude towards 
accepting from the laboratory therapeutic suggestions. Let 
me bring together from the four corners of Sir W. Watson 
Cheyne’s paper his utterances on these matters. They 
are as follows—and I permit myself running comment and 
annotation :— 

(a) 44 There are evidently several (one wonder* why 4 evidently,' and 
one wonders why ‘several'! fallacies at the bottom of Sir A. Wright’s 
work, otherwise he would get. clinical results which he could show us.” 

( b ) “And what are the results? (Sir W. Watson Chevne means, 
‘Where are the detailed reports of clinical cases?’) There is no 
mention of them." 

(c) Certainly it ia a very annoying type of man (Sir W. Watson 
Cheyne feels tliat he deserves well of the community for being that 
type of man) who wants some evidence before he accept* a statement 
as correct. ; but I do think we might at least have had one or two 
illustrative cases." 

Id) “ Instead of that we have to be content (Sir W. Watson Cheyne 
means that he thinks he is invited to content himself) with hypo¬ 
theses deduced (‘hypotheses’ stands here for * induct! <ns’) from a 
number of experiments with capillary tubes, and if the clinical facts 
(■dr W. Watson Cheyne puts into my mouth this bluster) do not 
seem to agree with the hyootheses (here again ■ hypotheses ’ stands 
for * inductions ') so much the worse for the fact*." 

(e) ** I would now ask the questions. Had Lister never lived, or 
introduced his system of wownd treatment, would the method advised 
by Sir Almroth Wright have produced a similar revolution in surgical 
treatment to that effected by Lister ? Would there have been the same 
remarkable pilgrimage of surgeons and scientific men from all quarters 
of the globe to be instructed In 8ir A. Wright’s theories with their 
curious mixture oj fact and fantasy, 10 and to see no clinical aseptic 
result*?” 

( J ) “Let bacteriologists migrate from France to England. Inci¬ 

dentally the rui goons at the front, might take advantage of the absence 
of t he bacteriologists to try what could be done by more purely surgical 
methods 

We have in this series of citations, as the reader will see. 
something very different from clear scientific thinking and 
objective discussion. 

Let me first clear up a fundamental confusion. Sir 
W. Watson Cheyne has misinterpreted “that remarkable 
pilgrimage of surgeons and scientific men which came from 
all quarters of the globe ” to see Lord Lister’s work. They 

10 One is at a loss to know whether Sir W. Batson i h^yne intends 
this to mean : *• Theories based upon a curious mixture of true and 
erroneous observations" ; or. “theories which are composed in part of 
fact and in part of phantasy." If the words are intended to bear the 
former meaning the erroneous observations ought, to bo specified ; if 
they intended to bear the latter, it may be pointed out that a theory 
cannot, be composed in any parr, of fact. It i9 all phantasy and imagine - 
tion—in other words, it is a picture in the mind of something not 
directly brought to the cognisance of the senses. 
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came to see not an effective treatment for septic wounds, but 
an effective prophylactic procedure. Now—as everybody 
knows—prophylaxis is from the point of view of its achieve¬ 
ments on an entirely different plane to treatment. In 
prophylaxis, we work up to an ideal of 100 per cent, of 
complete successes; in treatment, we rejoice when we can 
in any considerable proportion of cases achieve something 
for the patient; and there are cases where we know we 
cannot possibly succeed. It follows that in instituting a 
comparison between Lord Lister's great preventive work and 
any kind of therapeutic work, Sir W. Watson Cheyne is 
quite gratuitously weighing the latter with false scales and 
weights. Bat I may quite plainly tell Sir W. Watson Cheyne 
that, if instead of comparing prophylaxis with treatment 
he had wished to institute a comparison between treatment 
and treatment, he could very easily, in any hospital where 
physiological methods are applied to septic wounds, have 
found out that these give results much superior to those, 
as he himself recognises, deplorable results obtained by 
Listerian treatment. 11 

But let me here seize the opportunity for saying that just 
as there are in treatment by antiseptics fixed limits to its 
utility, so also is it with treatment by salt. Salt, though 
it can penetrate through albuminous fluids into all the 
recesses of the wound cavity, has yet, in the matter of pene¬ 
tration into the walls of the wound, a clearly delimited radius 
of action. It can draw lymph and affect leucocytic disinte¬ 
gration and emigration only down to a certain depth in the 
tissues. And a moment's thought will make it plain that 
it is not only where microbes have been carried in beyond 
the radius of action of the salt that we must expect physio¬ 
logical treatment to fail. We must expect it to fail also 
when the blood fluids and leucocytes which are drawn to 
the seat of the injury are incompetent to deal with the 
infection. 

Let me next take Sir W. Watson Cheyne's gravamen that 
l have not furnished any report of wounds treated with salt, 
and that I have, he thinks, asked him to accept statements 
unsupported by evidence, or supported only by such indirect 
evidence as is furnished by experiments conducted in 
capillary tubes. 

There are here, in point of fact, two closely interrelated 
issues. The one is whether one is entitled to claim, generally , 
that no statement shall be made unless supported by 
evidence; and, in medicine , that no therapeutic suggestion 
shall be made unless there are at the same time brought 
forward clinical cases establishing the utility of the treat¬ 
ment. The second issue is whether, in science generally , 
where only indirect experiments or observations are adduced 
in support of a proposition; and, in medicine, when only 
laboratory experiments are adduced in support of a thera¬ 
peutic suggestion—it is legitimate to set these aside as 
without force. 

These are in reality questions not of logical obligation, but 
of expediency. For myself, the broad principles which I 
have taken as guide are as follows. When the evidence 
required for testing the value of a prophylactical or thera¬ 
peutic method is not of easy access, or where for the 
formation of ^trustworthy judgment evidence has to be 
brought together and presented as a whole, it seems to me 
incumbent upon the author of the method to bring 
together the evidence. When the method was on its trial 
I did this for antityphoid inoculation ; and more recently 12 
I have done the same in connexion with prophylactic 
inoculation against pneumonia and its treatment by 
vaccines. 

There is, as I think, one other case where the author of a 
therapeutic suggestion must, if he wants to establish his case, 
publish clinical cases in detail. He will have to do this when 
his therapeutic suggestion has been taken up and tested 
by others, and has by them been put aside as useless. 
Sir W. Watson Cheyne, for instance, found himself in this 
plight in the matter of the sterilisation of wounds with anti¬ 
septics. If he did not want to let the thing go by default it 
was incumbent upon him to publish cases showing conclusive 
evidence of success. 

But the evidence for judging of the utility of a therapeutic 
suggestion is not always difficult of access. In many instances 


11 Vide in th's connexion the citations from Sir W. Watson Chejneat 
the outset of this paper. 

12 Prevent-ve and Therapeutic Inoculation in Pneumonia. London : 
Constable. 1913. 


there are abundant opportunities for testing its efficacy, and 
these come to practically every medical man. When this is 
the situation the scientific author has to remember that, even 
if the publication of a few successful cases may perhaps 
usefully serve as a decoy ; despite of that, his own cases 
cannot, either with respect to numbers or probative force, 
for a moment compare with those impartially observed and 
adjudicated upon by the general body of the profession. 
Now we have in the treatment of wounds pre-eminently 
a case to which this applies. To-day thousands of medical 
men have opportunities for applying in connexion with 
wounds, and adjudicating upon, any therapeutic method 
that may be brought forward. And in the particular case of 
treatment by physiological methods, this had, when I wrote, 
already been extensively tried, and was every day being 
more extensively experimented with. There was therefore 
no occasion for me to publish any decoy cases—not even 
those “ one or two illustrative cases ” which Sir W. Watson 
Cheyne thinks “ he might have had.” 

In reality the logical situation is quite other than he 
supposes. I was not claiming from anyone that he should 
accept statements unsupported by proof. Instead I was 
inviting every surgeon who might think physiological 
methods of treatment deserving of a trial to put these 
to the proof. And I was holding back my own evidence 
simply because this left the field clearer, and was 
superfluous. 

We now come to the second issue—to the issue as to 
whether it is legitimate to put aside as unsubstantiated 
matter, a therapeutic suggestion which is substantiated by 
laboratory experiments. In suggesting that it is legitimate 
to do this Sir W. Watson Cheyne is kicking against the 
pricks. 

It is now too late in the day to doubt that all prospect 
of advance in medicine, and all our hopes of good, lie 
in applying in practice what is learned in laboratory 
experiment. And Sir W. Watson Cheyne is fully conscious 
that he has in his advocacy of antiseptic methods throughout 
contended that they were methods substantiated by his 
laboratory experiments. He therefore deserves to be told to 
stand down when as soon as other laboratory experiments 
cast doubt on antiseptic treatment and support another 
method, he comes and tells us that all therapeutic sugges¬ 
tions which rest on laboratory experiments ought to be 
written off, and all bacteriologists should be withdrawn and 
surgeons should go back to “ more purely surgical methods.” 
He forgets that it is not the wounded man who would profit 
from the withdrawal of the men whose special job it is to 
study the methods by which microbes can be destroyed in 
the body. In reality the only soul who could profit would be 
the man who is so obsessed with the old ideas as to extrude 
from the world, if he could, everything that is incompatible 
with them—suffering no new thing to come up which did 
not conform to tradition. 

Let me, in conclusion, in return for that admirable 
admonition, ‘‘By their fruits ye shall know them,” which 
Sir W. Watson Cheyne prints for me in the forefront of his 
polemical attack, address to him—and to any other who 
may be in danger of falling into his case—intellectual and 
ethical exhortation. I would invite to the study of the 
psychology of obsession ; and would have all of us who 
follow medicine hearken to that sayiDg of Emerson : “ God 
has given to every mind a choice between truth and repose.” 


The Sanitary Congress in Edinburgh.—A t the 

Annual Congress of the Sanitary Association of Scotland 
held in Edinburgh last week and presided over by Dr. 
Alexander Robb, county medical officer of health, various 
aspects of the tuberculosis question came up for discussion. 
Dr. Ernest Watt, medical inspector to the Local Govern¬ 
ment Board of Scotland, opened a discussion on the domi¬ 
ciliary treatment of phthisis and described the proper 
bousing of the patient as of paramount importance. As yet, 
unfortunately, the ideal conditions for domiciliary treatment 
do not exist in either burghs or rural areas. Dr. G. C. 
Trotter, medical officer of health of Paisley, dealt with 
“ The Tuberculous Casual ” as a source of infection and 
suggested the provision of detention colonies. Dr. H. J. 
Rae, tuberculosis officer for Aberdeenshire, advocated the 
extensive introduction of “ nigbt camps” as the best means 
of overcoming the bail housing conditions of the con¬ 
sumptive. The economic aspect of the boasing problem 
took up much of the time of the congress. 
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During an investigation upon infective and inoculation 
agglutinins it was necessary to determine whether the 
agglutinins present in the blood of the convalescents who 
had been inoculated against typhoid fever were due to the 
injection of dead bacilli or to an infection by living micro¬ 
organisms. Among the attempts made towards this end 
the condition of the peripheral blood was inquired into, 
and it may be of interest to record the results we have 
obtained. Some of the cases which presented diagnostic 
difficulties from the serological standpoint were those in 
which the early stages had been associated with symptoms 
of a typhoidal or paratyphoidal character, but in which 
subsequent examination showed the presence of a typhoid 
agglutinin and an absence of paratyphoidal agglutinins. 
This typhoid agglutinin might be an effect of inoculation 
or of a definite infection. In some instances the amount 
and permanency of the titre of the blood serum permitted 
a definite diagnosis; in others diagnosis was not permissible. 
For such cases additional means had to be resorted to, and 
it was conjectured that differential leucocyte counts might 
prove helpful. 

On reference to the literature, we found few precise figures 
of the blood contents in typhoid, paratyphoid, and dysenteric 
convalescents. General statements were frequent as to 
hypo-leucocytosis with gradual relative increase of mono¬ 
nuclear cells and an early decrease of^ eosinophiles followed 
by an increase during convalescence, but actual numbers and 
details were not available. A useful tabulated statement 
was given by Mackie who, in 1905, described a possible case 
of paratyphoid fever, in which after the tenth week there 
was an eosinophile content of 28*6 per cent. 

We decided, therefore, to make differential counts in a 
number of healthy inoculated men as a basis for com¬ 
parison, and then to examine blood films from convalescent 
cases of amcebic and bacillary dysentery, typhoid and para¬ 
typhoid fevers. More than this the excess of routine work 

Table I. 


Disease. 


Normal counts . 

Typhoid inoculation only. 

Paratyphoid A . 

„ B . 

Bacillary dysentery .. 

Amcebic dysentery . 

Paratyphoid A . 

.. B . 

Typhoid. 

Paratyphoid B and entamoeba 
histolytica. 

Enteric and E. histolytica. 

Jaundice and frostbite*. 


Heavy lainbliat . 

Amcebic dysentery—non-inoc.... 
Typhoid—non-inoc. 


No. of 
cases. 

Poly¬ 

nuclears. 

Koeino- 

philes. 

o . 

A « 

a.® 

S >■ 

-4 

Transi- 
tfonals and 
L. mono¬ 
nuclears. 

Aver¬ 

Per 

er 

Per 

Per 

age of 

cent * 

rent. 

cent. 

cent. 

— 

68-0 

30 

23-0 

6-0 

71 

7073 1 

2-91 

21-57 

4-79 , 

17 

65-5S 

2-97 

27-79 

3-69 

33 

69 76 

2-78 

23 21 

4-25 M.A. 

2 

67-75 

365 

27-00 

1-60 1 

10 

68-20 

2-20 

25-00 

4 60 ; 

5 

53-5 

3-9 

35-4 

7-2 ) 

1 

70-4 

20 

23 1 

4-5 -F.B. 

6 

49-30 

2-16 

40-64 

79 ) 

\i i 

66-6 

1*3 

27-5 

4-6 

■ l 

64-2 

10 

292 

5-6 

\t i 

74-0 | 

0-5 

185 

7*0 

l 

65-7 ’ 

4-8 

27-0 

2-5 

f 1 

1 83-6 

| 30 

6-4 

7-0 

{ i 

j 66-5 

3-0 

25-0 

5-5 

t i 

1 75-6 

I 1-9 

13-5 

9-0 

14 

69-8 

1 2-7 

230 

4-5 

1 

1 70-5 

1 i-o 

26 0 

2-5 

1 

64-0 

2-0 

31 5 

2-5 


In thiB and following tables M.A. = Mediterranean area; F.B. = 
Preach and Belgian areas ; and F. A = French area. 

* No amu bic or paratyphoid organisms demonstrated, 
t No other parasites demonstrated. 


did not allow ; but while we deplore the fact that we have 
been unable to supplement the following tables with total 
red and white counts, hiemoglobin percentage, &c., we 
submit that the restricted examinations have afforded some 


aid in differential diagnosis and indicated that in the cases 
coming from one area there was probably a common factor 
underlying the superficial manifestations. 

Method .—The films were stained by Leishman's method 
and all the cells on the slides were counted. 

In Table I. we have grouped a series of averages obtained 
from the several types of cases. It will be seen that the 
figures yielded by 71 successive cases of men whose blood 
contained typhoid agglutinin only, and who had not mani¬ 
fested any enteric symptoms, are within normal limits. In 
the paratyphoid A convalescents the counts from men who 
had returned from the Mediterranean area are different from 
those received from French sources. The former show a 
larger percentage of polynuclears and a smaller lymphocyte 
content. In paratyphoid B there is hardly any difference, 
although only one case was available from northern infec¬ 
tions, and a comparison is not allowable. In post-typhoid 
conditions, however, there is to be noted the persistence of 
low polynuclear and high mononuclear content, long after 
the pyrexia and acute conditions have subsided. This 
feature stands out in strong contrast with the differential 
count of the typhoid-inoculated men. 

The statements in Table I. are intended to be general in- 
nature, but it is obvious that averages will not satisfy even 
the most casual critic. The variations within the average, 
the relation of the generalisations to such conditions as the 
agglutinin content of the blood, the week of the disease or 
convalescence, and the more precise counting of the cells in 
accord with modern technics are all questions which demand 
consideration. 

(a) Relation of cell counts to the agglutinin titre .—If we may 

take these in turn, that of the association of the agglutinin 
titre and the differential content may be first discussed. 
Table II. demonstrates the counts we have made from this- 
standpoint. The content of agglutinin in anti-typhoid 

Table II .—Differential Leucocyte Counts in Relation to 
Agglutinin Titre*. 


Disease. 

Titre. 

No. 

of 

cases 

to 

t! 

I W 3 

6 « 

co 

c 2 
w » 

Lympho¬ 

cytes. 

Transi- 
1 tionals and 
L. mono¬ 
nuclears. 



Aver¬ 

Per 

Per 

Per 

Per 



age of 

cent.. 

cent.. 

cent. 

1 cent. 

Normal counts . 

— 

— 

68-0 

3-0 

230 

6-0 

Inoculation only 

1/5000 ' 

6 

72-5 

3-6 

19-7 

4-2 


1/2500 

6 

66-8 

2-2 

2V8 

| 52 


1/500 

20 

72 0 

2-3 

21-9 

! 38 


1/250 

18 

69 7 

3-2 

233 

3-H 


1/125 

12 

72-4 

2-5 

19-7 

, 5.4 


1/50 

9 

71-0 

2-8 

21-5 

4-7 

Paratyphoid A . 

1/2500 

5 

68-4 

1-7 

24-7 

52| 


1/1250 

2 

55-3 

4-2 j 

376 

2-9 


1/500 

3 

67*0 

3-4 1 

25 0 

41 >• M.A. 


1/250 

3 

66-8 

2-3 1 

280 

2 9 


1/125 

4 

688 

36 1 

24-7 

2-9j 

Paratyphoid A . J 

1/5000 

1 

44-0 

5-0 I 

40 5 



1 2-0 

1 

45-5 

3-5 

42-5 

8-5 - F.A. 


1/25 

1 

51-0 

4-0 

37 5 

75* 

Paratyphoid B . ! 

1/5000 

1 

72-0 

4 5 

19-5 



1/2500 

5 

680 

1-4 

25-7 

4-9 


11250 

3 

71-0 

3-5 

219 

3-e A 


1 500 

8 

68-0 

2-0 

25-0 

5*0 / M A * 


1250 

9 

68 8 

2-7 

226 

59 


1/125 

7 1 

70*3 1 

3-5 

212 

b’OJ 

Paratyphoid B . 

1/10 

1 [ 

70-5 

20 

230 

4 5...F.A. 


inoculated men does not appear to influence appreciably 
the polynuclear or the lymphocyte proportions. Neither 
does it affect the differential percentages in the para¬ 
typhoid A and B convalescents, although in those from the 
adjacent war zone there is the suggestion of a tendency 
towards the normal status of the polynuclears and mono¬ 
nuclears in the paratyphoid A cases. 

The mixed infection of Entamoeba histolytica and para¬ 
typhoid B fever appears to be associated with a decreased 
eosinophilia and a comparatively normal cell count otherwise. 
In jaundice and frost-bite, in which evidence of protozoa or 
paratyphoidal bacilli was not forthcoming, there is a 
distinct polynuclear leucocytosis. In heavy lamblia infec¬ 
tions eosinophilia is not a definite feature, and the cell- 
counts are within average limits. 

(b) Ihe stage of convalescence .—The problems associated 
with the changes in the peripheral blood stream during the 
weeks of final return to health may perhaps gain some light 
by a consideration of the observations set fiorth in Table IIL, 
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After the sixth week the counts made upon the typhoid 
films show that the relative mononuclear increase and the 
polynuclear decrease persist for a considerable period ; the 
same remark applies to the cases of paratyphoid A from the 


Table III Differential Leucocyte Counts in Relation to Weeks 
of Disease. 


Disease. 

Week. 

No. 

of 

cases. 

Poly- 

nuclears. 

O 03 

aj? 

o 

H - 

6 . 

~ so 

a« 

at; 

3° 

Transi- 
tionals and 
L. mono¬ 
nuclears. 



Aver- 

Per 

Per 

Per 

Per 




ago of 

cent. 

cent. 

cent. 

cent. 


Normal counts...T. 

— 

— 

68-0 

3-0 

23 0 

6-0 


Paratyphoid A. 

5-8 

6 

68-5 

2-5 

25-3 

3-7 (. 

M.A. 

9-21 

11 

653 

30 

27-7 

4-0 l 

Paratyphoid A. 

6-14 

5 

52-02 

3-8 

38-18 

7-0 .. 

F.A. 

Paratyphoid B. 

5-8 

14 

71-0 

1-8 

21-8 

5-4 ) 

M.A. 

9-18 

16 

66-9 

2 9 

25-4 

4-8 1 

Paratyphoid^*. 

7 

1 

70-4 

20 

23 1 

4-5 1 

F.A. 

Typhoid . 

6-10 

6 

49-3 

2-16 

40-64 

79 $ 

10 

1 

69-5 

30 

24-0 

35 


Typhoid ihoculatio a only 

2 

1 

64-5 

40 

27 5 

4-0 ) 


10-13 

2 

66-0 

1-5 

25-25 

7 25 f 

M.A. 

f 

13-5C 

10 

65-8 

23 

283 

36 C 

Time elapsed since in- F 

50-76 

11 

67-12 

32 

25-4 

4-28 ) 


Section.1 

30-38 

2 

61-1 

27 

31-7 

4-5 l 


1 

63 

1 

71-0 

2-5 

21-0 

5-5 1 


Typhoid—non-inoc. 

26 

1 

64 0 

20 

31-5 

2-5 


Amoebic dysentery — l 
l non-inoc.i 

IB 

1 

70-5 

1-0 

26-0 

2-5 



* Agglutinin absent from serum. 

near war area. The paratyphoid cases from the distant war 
rone exhibit what are practically normal figures. We feel, 
however, that these latter findings must be read in the light 
of other considerations, and until many more than our 150 
cases have been investigated we cannot accept them as final. 
More help is gained from the results of the typhoid infec¬ 
tions, especially when the comparison is made with those 
obtained from inoculated men. 

(e) Differential counts by the Schilling- Torgau method .— 
A more detailed enumeration of the various constituents of 
the white cells than we have already stated is expected 
nowadays, especially when protozoa may form an exciting or 
a superadded cause. Hence we present in Table IV. a 
Table IV .—Differential Counts by Schilling-Torqan Method. 
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series of differential counts after the manner of Schilling- 
Torgau, a method at present in vogue. The figures, in this 
instance, refer to individual cases and are classed according 
■to the week of disease. 

A scanning of the several cases brings out the normal 
amounts of the basophilic cells and the absence of myelo¬ 
cytes and metamyelocytes at these stages of convalescence. 


The rod-shaped polynuclears are within average limits, save 
in one case of paratyphoid 13 fever, in which the increase 
xplains the apparent polynuclear rise shown in Table I. 
The eosinophilous cells are, on the whole, just above the 
usual percentage. The polynuclear content is lowered in 
typhoid and paratyphoid up to the thirteenth week—in one 
case up to the twenty-sixth week—and the lymphocytes 
continue their high percentages during the same period. 

Summary and Remarks. 

We have not observed the distinct eosinophilia which we 
expected to find in these cases ; in fact, the eosinophile 
percentages have not exceeded those we have met with in 
routine examinations of other forms of convalescence. This 
feature does not seem to offer much aid in the differentiation 
of an inoculation and an infective agglutinin when only one 
agglutinin is present in the blood. 

With regard to other types of cell, the evidence we have 
accumulated at all events suggests that extended observa¬ 
tions, with the addition of other important hematological 
procedures, may show that some information will be gained 
by the examination of blood films in cases of difficulty, and 
especially when we have to deal with continuous fever in 
men who have been inoculated with mixed vaccines against 
typhoid, paratyphoid A and B, and cholera. So far as we 
have been able to glean, it seems probable that when the 
agglutinin present is due to inoculations, the blood films 
will yield approximately normal figures, while in the case of 
an infective agglutinin the typical leucocytosis or poly¬ 
nuclear leucopenia associated with the causal organism will 
be found. 

Further, the counts we have obtained from recently 
inoculated healthy men, should they be confirmed, would lead 
to the supposition that the cells which react to dead typhoid 
and paratyphoid bacilli may prove to be of a different order 
from those which act upon living infective typhoidal 
organisms. Just as the immediate transitory fever, slight 
malaise, and rapid formation of agglutinins following inocu¬ 
lation constitute a contrast to the slow rise of temperature, 
intense malaise, and fluctuating agglutinin production in 
typhoidal fevers, so it may be that the phagocytosis of the 
inoculated dead bacilli is carried out by a type of cell, such 
as a polynuclear leucocyte, acting more vigorously than the 
cell which brings about bacteriolysis in the living tissues 
during the course of disease. In other words, as we have 
elsewhere suggested, the line of protein cleavage of bacilli 
artificially killed may differ from that following lysis by 
endothelial cells, and the resultant antibodies may be of 
such a nature that while they confer biological immunity 
they are not capable of exercising the group or co-agglutina- 
tive influences manifested in connexion with the reaction to 
living micro-organisms. On such a slender basis as we now 
present, we are far from claiming that our contention is the 
right one. Still, it does not need much thinking in order to 
appreciate that a development of these conceptions might 
explain, to some extent, a proportion of the anomalies of 
vaccine therapy, and point the way to a more suitable 
fixation or chemical preparation of bacterial proteins prior to 
injection. It may be that the products of living cells have 
acted upon bacilli during the process of making “sensitised ” 
vaccines in such a way as to facilitate the natural lysis and 
lead to natural chemical changes. If this becomes estab¬ 
lished it will explain the good results obtained in some cases 
with sensitised emulsions. 

We are not yet satisfied that the figures obtained from 
our paratyphoidal examinations are really representative. 
There are differences between counts yielded by the con¬ 
valescents from the various war areas which are more than 
should arise from errors of technique or from personal 
factors. For instance, we may take the following results. 
(Table V.) 

Table V. 


Disease. 

Poly¬ 

nuclears. 
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In the cases from the French area there is a persistence 
of mononuclear increase and polynuclear decrease in the 
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Experiment A, of August 5th. 8 guinea-pigs (Nos. 94,95, 96, 
97, 100, 101,102, and 103) vaccinated by injection of 3 doses 
four days apart of heated saline emulsion on July 21st, 
24th, and 27th; doses 20 millions, 100 millions, and 1000 
millions respectively of B. perfringens (S.R. 9 xxi.); vaccina¬ 
tion complete on July 27th. August 5th : Infecting dose of 
60 millions (S.R. 9 xxi.) living from broth oulture injected. 
3 guinea-pigs died within 18 hours, 3 died within 40 hours, 
and 1 died within 64 hours. 1 survived after severe 
reaction. 

5 control guinea-pigs had same 'dose (60 millions 
living S.R. 9 xxi. from broth culture). 1 died within 
18 hours, 2 died within 40 hours, and 1 died within 64 hours; 

1 survived. 

Experiment B, of August 12th. 5 guinea-pigs vaccinated. 
Saline emulsion heated S.R. 8 xviii: 27/7/15, 50 millions; 
30/7/15, 150 millions; 2/8/15, 1000 millions. 12/8/15: Inocu¬ 
lated, infecting dose 60 millions of living bacilli from broth 
culture of S.R. 9 xxi. All the 5 guinea-pigs reacted and 3 
had gangrene, but none of them died. 

3 control guinea-pigs had 2/8/15 same dose, 60 millions, 
of S.R. 9 xxi. from broth culture. All the 3 control guinea- 
pigs survived; one bad gangrene, one had oedematous 
swelling, one (lid not react. 

In this case the infecting dose seems to have been sub- 
lethal. 

Experiment C , of Oct. 6th. 25 guinea-pigs vaccinated with 

1 dose of heated but not completely killed broth culture, 
750 millions of S.R. 9 xxi. on August 7th. On Oct. 6th 
they were injected with 100 millions of S.R. 9 xxi. from a 
living broth culture. 20 guinea-pigs died within 21 hours, 

2 died within 45 hours, 1 died within 69 hours, and 1 died 
within 90 hours. 1 guinea-pig survived. 

Experiment D, of Oct. 6th. 5 guinea-pigs (Nob. 114 to 118) 
vaccinated with 3 doses at intervals of four days with saline 
emulsion from glucose-agar slopes of S.R. 12 xxvi.; emulsion 
heated but not completely killed ; doses 50 millions, 150 mil¬ 
lions, and 1000 millions respectively. Vaccination complete 
on August 2nd. On Oct. 6th 100 millions from living broth 
culture of S.R. 9. xxi. injected. 2 guinea-pigs died within 
20 hours, 2 died within 28 hours, and'l died within 69 hours. 

Experimetit E, of Oct. 6th. 3 guinea-pigs (Nos. 109, 111, 
and 113) vaccinated with 3 doses S.R. 8 xviii., heated but not 
entirely killed, saline emulsion four days apart; doses 
50 millions, 150 millions, and 1000 millions respectively. 
Vaccination complete August 2nd. On Oct. 6th 100 millions 
from living broth culture of S.R. 9 xxi. injected. 2 guinea- 
pigs died within 20 hours and 1 died within45 hours. 

Experiment F, of Oct. 6th. 5 guinea-pigs (Nos. 104 to 108) 
vaccinated with 3 doses four days apart; doses 50 millions, 
150 millions, and 1000 millions' saline emulsion of strain 
S.R. 8 xviii. from glucose-agar slope heated but not com¬ 
pletely killed. Vaccination complete August 2nd. On 
August 12th injection of living broth culture 60 millions 
of strain S.R. 9 xxi. They all showed swelling of leg and 
abdomen and 3 of them had gangrene, but all recovered. On 
Oct. 6th 100 millions from living broth culture of S.R 9 xxi. 
injected. 1 guinea-pig died in 20 hours, 2 died in 24 hours, 
and 1 died in 45 hours. 1 guinea-pig survived. 

Experiment G, of Oct. 6th. 3 guinea-pigs (Nos. 154,155, and 
156) inoculated 12/8/15 with 60 millions from a living broth 
culture of S.R. 9 xxi.; all recovered. On Oct. 6th 100 millions 
from a living broth culture of S.R. 9 xxi. injected. 1 guinea- 
pig died in 21 hours and 1 died in 45 hours. 1 guinea-pig 
survived. 

Experiment H, of Oct. 6th. Guinea-pig 90 inoculated 
17/7/15 with 60 millions living S.R. 9 xxi.; had bad gangrene 
fourth day; recovered. Reinoculated 6/10/15 with 100 millions 
living S.R. 9 xxi. from broth culture. Died in 48 hours. 

Guinea-pig 99 vaccinated 21/7/15 with 20 millions heated 
S.R. 9 xxi.; no reaction. Vaccinated 24/7/15 with 100 millions 
heated S.R. 9 xxi.; no reaction. Vaccinated 27/7/15 with 
100 millions heated but not completely killed of S.R. 9 xxi.; 
had oedema and gangrene but recovered. Inoculated 6/10/15 
with 100 millions from a living broth culture of S.R. 9 xxi.; 
died in 28 hours. 

Guinea-pig 102 vaccinated as for No. 99; had oedematous 
swelling but no gangrene. Inoculated 5/8/15 with 60 millions 
from living broth culture of S.R. 9 xxi.; had bad perfringens 
oBdema, but recovered without gangrene. Inoculated 6/10/15 
with 100millions living broth culture of S.R. 9xxi.; died in 
24 hours. 

Control to Experiments C, D, E, F, G, and H, of Oct. 6th, 
1915. 10 normal guinea-pigs inoculated with living bacilli 
from broth culture of S.R. 9 xxi. on Oct. 6th. 7 guinea-pigs 
died within 21 hours and 3 died within 45 hours. 

Experiment 7, of 17/7/15. Guinea-pig 21 inoculated 2/6/15 
with ? c.c. of 48-hour living broth culture of K. 13 B—about 
100 to 150 million organisms; oedema, gangrene by ninth 
day, recovered. Inoculated 17/7/15, with 60 millions of 
S.R. 9 xxi. from living broth culture. Guinea-pig very ill, 
mdema, gangrene on fourth day, animal recovered. 

Guinea-pig 33 inoculated 16/6/15 with 110 millions from 
living broth culture K. 13 B; severe oedema, gangrene on 


eighth day, animal recovered. Inoculated 17/7/15 with 
60 millions from living broth culture of S.R. 9 xxi.; guinea- 
pig died with bad oedema in 90 hours. 

Experiment J, of 17/7/15. Gninea-pig 34, inoculated 16/6/15 
with 340 million organisms K. 13 B in saline emulsion from 
48-hour glucose-agar slope culture; no perceptible reaction 
whatsoever. Inoculated 17/7/15 with 60 millions organisms 
from 48-hour living broth culture of S.R. 9 xxi.; died iu 
18 hours. 

Guinea-pig 41, inoculated 25/6/15 with saline emulsion from 
three slopes of snoring inspissated serum culture of K. 13 B; 
very slight swelling of limb. Inoculated 17/7/15 with 60 
millions organisms from 48-hour living broth culture of S.R. 

9 xxi.; died within 90 hours. 

Guinea-pig 44, inoculated 25/6/15 with saline emulsion from 
two slopes of sporing culture inspissated serum of K. 13 B; 
very slight reaction. Inoculated 17/7/15 with 60 millions from 
living48-hour broth culture of S.R. 9 xxi.; had bad oedematous 
swelling, but recovered. 

Experiment K, of 17/7/15. Guinea-pig 55, inoculated 10/7/15 
with 5 millions organisms from 48-hour living broth culture 
of S.R. 9 xxi.; very slight reaction. Inoculated 17/7/15 with 
60 millions organisms from living broth culture of S.R. 9xxi.; 
died in 90 hours. 

Guinea-pig 56, inoculated 10/7/15 with 5 millions organisms 
from living broth culture of S.R. xxi.; very slight reaction. 
Inoculated 17/7/15 with 60 millions organisms from living 
broth culture 48-hours growth of S.R. 9 xxi.; died in 66 hours. 

Experiment L, of 17/7/15. Three guinea-pigs (Nos. 51, 52, 
and 53) inoculated, 2/7/15 with 5c.c. Altered broth culture of 
ten days’ growth of K. 13 B ; swelling at site of injection last¬ 
ing two days. Inoculated 17/7/15 with 60millions organisms 
from living broth culture of S.R. 9xxi., 48 hours’growth. 
One guinea-pig died in 62 hours, 1 died in 66 hours, and 
I survived. 

Controls to experiments of 17/7/15. 15 guinea-pigs (Nos. 76 
to 90). Inoculated with 60 millions organisms from living 
broth oulture of 48 hours’ growth of S.R. 9 xxi. Five guinea- 
pigs died within 36hours, 5 died within 60 hours, and 2 died 
within 84 hours; 3 recovered. 

Experiments F, G, and H are of particular interest. In 
Experiment F the animals (which are the vaccinated animals 
of Experiment B) were first vaccinated with three doses of 
B. perfringens vaccine and then received a slightly sub-lethal 
dose of a living broth culture, which produced a quite typical 
B. perfringens illness, from which they recovered. Upon 
subsequent inoculation with a lethal dose of living broth 
culture 4 guinea-pigs died and 1 survived. Iu Experiment G 
the 3 guinea-pigs are the control animals from Experiment B. 
They had survived a slightly sub-lethal dose of living 
organisms, but upon being re-inoculated with a lethal dose 
of living B. perfringens 2 guinea-pigs died and 1 survived. 
It should be noted that the surviving animals in all these 
experiments showed a severe oedema which in certain cases 
culminated in gangrene. 

Guinea-pigs 90 and 102 from Experiment H are interesting 
in that they show that the recovery from a typical severe 
B. perfringens illness does not protect against a subsequent 
infection. Experiment I may also be mentioned in this 
connexion. Thus, guinea-pig 21 recovered from a bad 
B. perfringens illness, and 6 weeks later, upon re-inoculation 
with the living bacillus, repeated the illness in all its 
symptoms and again recovered ; the nature of the second 
attack was in no way different from the first. Gninea-pig 33 
had a bad B. perfringens illness from which it recovered, and 
one month later was again inoculated with the living 
bacillus, whereupon the illness was repeated and the animal 
died. 

In the Experiments I, J, K, and L of 17/7/15 there were 

10 guinea-pigs which, having had previous inoculation 
with B. perfringens in some form or its growth products, 
were then subjected to a lethal dose of the living bacilins, 
and out of these 10 there were 3 which survived, which 
is equal to 30 per cent. Of the controls to this series, 
3 out of 15 survived, being equal to 20 per cent. Upon such 
small numbers this difference does not seem to be very 
significant. 

Considering the results of Experiments A, C, D, and E, 
which are, strictly speaking, the vaccinated animals, out of 
41 guinea-pigs vaccinated as detailed above, 2 survived the 
inoculation of a lethal dose of living bacilli, which is equal 
to 4-8 per cent. If the figures of all the guinea-pigs are 
considered which received previous treatment of any kind 
with B perfringens or its products (Experiment B is omitted), 
out of 62 guinea-pigs so treated 7, or 112 per cent., survived 
the inoculation of a lethal dose of living bacilli. While 
out of the 30 control guinea-pigs 4 survived the lethal dose. 
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that is, 13'3 per cent. It must be observed that, taking the 
figures of the previously treated animals in that way, there 
are included a few cases in which the treatment amounted to 
a selection of a naturally more resistant individual (viz., 
Nos. 90, 21, and 33). It may further be recalled that in 
determining the lethal dose of living B. perfringens it was 
found that 9 6 per cent, of unprotected guinea-pigs survived 
the dose. 

The general conclusion from the experiments detailed 
above is that previous vaccination with killed or attenuated 
cultures of B. perfringens does not cause any appreciable 
raising of the resistance of guinea-pigs against a subsequent 
lethal dose of living bacilli. Recovery from a previous in¬ 
fection with the organism does not prevent a repetition of 
the illness upon re-inoculation with living bacilli, nor does it 
apparently in any way alter the symptoms or influence the 
course of the disease. 


INFECTIVE JAUNDICE (SPIROCHETOSIS 
ICTERO-HEMORRHAGICA). 

A PRELIMINARY REPORT. 

By N. B. GWYN, M. D. Ontario, 

CAPTAIN, CANADIAN ABMT MEDICAL COUPS ; 

AND 

J. J. OWER, M.D. Quebec, 

CAPTAIN, CANADIAN ARMY, .MEDICAL CORPS. 


Among the cases admitted to our hospital as “jaundice,” 
a certain number come under the heading of “ acute infective 
jaundice,” resembling closely the condition described as 
Weil’s disease. Our attention was directed to the study 
of these oases by Colonel Sir John Rose Bradford, and from 
November, 1915, every such case has received particular 
attention. We have not had many patients with sympto¬ 
matic jaundice, though some of the cases diagnosed as 
catarrhal jaundice may have been instances of the infective 
type of jaundice in a mild form. 

The clinical course of the cases we have considered infec¬ 
tive jaundice might be briefly given. An abrupt onset with 
chill, or a more gradual one with intense headache, dizzi¬ 
ness, nansea, persistent vomiting, diarrhoea, and abdominal 
pain. In a few hours fever with thirst is complained of, and 
an intense aching of the muscles, particularly those of the 
legs. An irregular fever develops, jaundice is noted in 48 
to 72 hours, at times of but slight degree, gradually 
deepening in the severe cases, in which, perhaps, a more 
marked biliary obstruction exists. Haemorrhages into the 
conjunctiva and skin may take place. Bleeding from the 
nose, mouth, stomach, or bowels has been described, though 
in our cases neither black vomit nor meliena was observed. A 
decided albuminuria with numerous casts and red blood cells is 
a striking feature. In the severe cases the prostration is practi¬ 
cally a collapse, the muscular soreness prevents movement, 
the muscles themselves may be actively inflamed, and the 
legs swollen. Active delirium, even in the absence of high 
fever, has been seen; drowsiness seems more common. 
After three or four days, in a mild case, the fever gradually 
drops ; vomiting and abdominal and muscle pain subside ; 
diarrhoea ceases ; the urinary flow increases and the albu¬ 
minuria quickly disappears. The colour fades (a deeply 
jaundiced patient naturally remains yellow for some time) ; 
slight or severe febrile relapses are seen, or a mild fever may 
continue for 12 to 20 days. 

Continued vomiting, diarrhoea, and pain, with the signs of 
a severe toxaemia, may exist with no fever. A fatal case 
showed a subnormal temperature for the six days in hospital. 
The pulse is slow in relation to the temperature and 
symptoms, e.g. : — 

1. Maximum temperature 103 4° ; pulse 90-104; delirium. 

2. „ „ 102°; ,, 76. 

3. „ „ 104”; „ 100. 

4- ,, ,, 96°; „ 80; fatal case. 

Physically, jaundice of greater or less degree, with injection 
of the conjunctivas, herpes, dry tongue, sordes, and late 
appearing papular rashes in a severely prostrated patient 
make the general picture of the disease. There is a total 
absence of signs 6r symptoms referable to the heart or 
lungs; and, contrary to the usual idea, liver and spleen are 


not easily felt or made out to be definitely enlarged. The 
abdomen is tender, not as a rule distended, resistant if the 
pain is extreme; no localisation of pain could be determined. 
In one case there was evident inflammation of the thigh 
muscles ; and specimens from a fatal case showed a peculiar 
degeneration (Captain Pringle). 

A leucocytosis, averaging 15,000 per c.mm., with a poly¬ 
morphonuclear percentage of 80, and with a slight reduction 
of the red blood cells typify the blood condition. The urine 
has been described. The fseces are usually bile-stained and 
show occult blood reaction at times, but no parasites. 

In six active febrile cases the search for a bacterial 
infecting agent gave the following results:— 



Agglutination. 

Blood cultures, 
anaerobe and 
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typh.-colon 
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0 
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0 

0 

0 
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0 

0 

0 

0 
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Post mortem a fatal case showed a fresh pleuritis at the 
base of one lung ; the heart muscle bile-stained, but iu fair 
condition ; the liver not enlarged, jaundiced, appearing more 
like a fatty organ plus some parenchymatous degeneration ; 
bilc-ducts patent, not dilated. The whole small intestine 
was the seat of a haemorrhagic inflammation and the 
duodenum thickened ; the pancreas unaltered, the adrenals 
normal; both kidneys large, their cortices pale, swollen, and 
bile-stained. 

It would appear that the typhoid and paratyphoid bacilli 
can be excluded as causal agents in these cases. Sir John 
Rose Bradford called our attention to the description by 
Japanese authors of a spirochiete in cases of epidemic 
jaundice. In Case 4 (April, 1916) Major Bell could find no 
such parasites. Case 6 (May 7th) showed no suspicious organ¬ 
isms in the dark field, in stain, in culture ; nor were guinea- 
pigs affected by 2 c.c. of blood intraperitoneally. In Case 5 
(May 6th-7th), at the height of the disease, 20 c.c. of blood 
were taken and examined in the following way and with 
the following results :— 

1. 35 c.c. of bile broth and 35 c.c. of bouillon were each 
inoculated with 1 c.c. of blood (aerobic culture). 

2. 5 c.c. of fresh blood was introduced into 35 c.c. of 
melted agar (anaerobic culture). 

3. Fresh smears of blood were examined on the dark stage, 
and smears were stained by Giemsa and Fontana. These 
were negative. 

4. About 8 c.c. of blood was allowed to clot and a con¬ 
centrated sediment of the exuded serum was obtained by 
cumulative centrifugation. Both on the dark stage and in 
stained smears a number of spirochiete-like organisms were 
found. On the dark stage these presented much the 
appearance of the spirochasta pallida, except that they were 
usually shorter, coarser, and not so regular or finely spiral. 
They were definitely motile, but had not the rapid spiral 
movement of S. pallida, showing rather a slower, undnlatory. 
or wavy movement. They were few in number—eight in all 
being noted. In a Giemsa preparation they were not demon¬ 
strable ; with Fontana a small number were found to take 
the silver impregnation readily, and are depicted on the 
following page. 

At this time guinea-pigs were not available; nor did we 
have the report of the Japanese investigators. The following 
day, through the courtesy of Captain Houston, of the St. John 
Ambulance Brigade Hospital, we obtained a guinea-pig and 
injected, intraperitoneally, 2 5 c.c. of fresh defibrinated 
blood from the patient, who by this time, however, was 
distinctly improved. Examination of stained smears, and 
also of fresh specimens, on the dark stage at this time were 
totally negative, as were all subsequent examinations of both 
blood and urine. 

The aerobic cultures were negative. On the fifth day, 
however, examination of the material from the deep agar 
anaerobic culture on the dark stage showed a few spiro- 
chiete-like bodies such as were seen in the first specimen at 
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the first examination. These were but slightly motile. 
Smears stained by Fontana show a moderate number of 
organisms which stained well. Giemsa-stained specimens 
were again negative. In subsequent examinations they had 
disappeared from the medium and could not be again 
demonstrated. The results of animal inoculation, so far, 
have been completely negative ; but this may be due to the 
fact that we have received all our cases late in the disease. 

Fig. 1. 



Myelin bodies from serum after 24 hours and from a hipmorrhaftlc 
pleural exudate, showing movements and various shapes assumed. 
Dark field illumination. Red blood cell on the left as a standard 
of sire. 

Fig. 2. 





Motile splrochsctal forms seen in centrifuged serum from Case 5. and 
drawn at the time of observation. Red blood cell as a standard of size. 


Fig. 3. 

■n C 



Three types of spiroch:ct,v under one observation. Fontana (silver) 
stain. A = treponema pallida (from chanere). B — spirillum 
obermeieri (from blood). C = spirochirta ictero-haemorrhaglca 
(from serum). 

Fig. 4. 

^ > \ ( — ^ 

>> » / c -J 

Spirochrete-Uke bodies in culture (three to five days). Fontana (silver) 
stain. inch objective. 

In connexion with these examinations, it was pointed out 
to us by Major Rowland that the so-called myelin bodies of 
the blood and exudates may cause confusion, especially when 
drifting in a current and showing their peculiar vibratory 
movement. 

We are well aware that what we have described does not 
fulfil all the requirements necessary to prove a causal 
organism in an infectious disease; we have, however, been 
induced to describe our findings in the hope of encouraging 
other workers in what has been, so far, a very fruitless and 
very sterile field. 

Note .—While searching for the parasite in the cases of 
jaundice, we made use of the syphilitic material passing 
through our hands. At the same time, through the courtesy 
of Major Wood, of the isolation hospital, we were able to 
see and stain specimens of the spirillum of Obermeier from a 
case of relapsing fever. The small drawings may thus be 
taken to represent three different types of spirochietae, seen 
and stained under similar conditions. 


Royal Earlswood Asylum.—T his institution, 

like man}' other charities, has suffered financially owing to 
tile war, and the annual report shows that the loan at the 
bankers is now £4000, while overdue accounts amount to 
nearly £5000. On Jan. 1st, 1915, there were 484 patients in 
the institution. 327 being male and 157 female. Of the cases 
discharged 24 improved, 3 did not improve, and 20 died. 
Subscriptions should be sent to the secretary, 14 and 16, 
Ludgate Hill, E.C. 


PNEUMOCOCCAL MENINGITIS WITH 
RECOVERY FOLLOWING 
^VACCINE THERAPY. 

By A. CARNARVON BROWN, M.U.C.S., L.R.C.P. Lond. 

The following case is rendered noteworthy by reason of 
its occurrence in an adult, the presence of acute mania, and 
the extremely satisfactory way in which the symptoms 
yielded to the use of a vaccine. 

The patient, aged 54, a bricklayer, left his work only 
24 hours before I was called to him. He had been exposed 
to the cold, but not to an extent which would be unusual for 
a bricklayer, and the headache of which he complained was 
attributed to incipient “influenza.” He had had slight 
nasal catarrh for some time. He became very acutely worse 
and when first seen was obviously very ill. He was just 
conscious, but irrational and extremely restless. Tempera¬ 
ture, 101° F.; pulse, 90-100 per minute. His neck was stiff 
and somewhat retracted, with well-marked Kernig sign, and 
there were sores around the nostrils and lips as well as 
within the mouth. His teeth were in a very septic state, 
and the pharynx was reddened and unhealthy. 

The patient was removed to hospital as soon as possible 
with a provisional diagnosis of cerebro spinal meningitis. 
Immediately after admission lumbar puncture was per¬ 
formed and a rather thick, opaque fluid was withdrawn with 
difficulty. The pressure was not increased. He was then 
given, into the abdominal wall, an injection of anti-meningo¬ 
coccal serum and the fluid was sent for bacteriological 
examination. In the meantime he had become quite 
maniacal. He was incoherent and raving, using obscene 
language in the presence of doctors and nurses and very 
frequently endeavoured to get out of bed. He resisted with 
considerable vigour all attempts to control him and also tore 
up his bed-clothes. It was very difficult to feed him and he 
had incontinence of both urine and faeces. His pulse and 
temperature during this period, which lasted between two 
and three weeks, are shown on the accompanying chart. 



A chart, of a case of pneumococcal meningitis with recovery following 
vaccine therapy. Continuous line = temperature. MonlUform 
line = pulse. Arrows denote Injection of vaccine. 

Until the bacteriological report wa9 available treatment 
was symptomatic and consisted largely of frequent doses of 
hyoscine. When it was known that the cerebro-spinal 
fluid contained not meningococci but pneumococci, vaccine 
therapy was commenced as soon as a vaccine (from Messrs. 
Parke, Davis, and Co.) could be procured. As lumbar 
puncture had seemed to afford some relief it was again 
carried out and once more seemed to cause some lessening 
of his extreme restlessness. The reaction even to the first 
dose of vaccine was much more marked: he became less 
rigid and more sensible and stated that his headache was 
less. The chart shows that there w r as a fall of temperature 
(in some cases delayed for 24 hours) after each injection. 
At first the fall was "temporary, but after the third injection 
he seemed, although still very ill, to be definitely on the 
mend aud only two other injections were given. 

The acute stage lasted about three weeks and he now 
retains no memory whatever of this time. After that he 
soon recovered enough to be sent to a convalescent home, 
where he made a complete recovery, both mentally and 
physically. 

The course of this man’s illness was as gratifying as it was 
unexpected, and suggests the propriety of using vaccines 
in other and similar cases. 

Since the commencement of the war I have seen, besides 
cases of meningococcal meningitis, this case of pneumococcal 
and one of acute tuberculous meningitis. A colleague tells 
me that he has seen several meningococcal cases, but also 
one case of acute streptococcal, one acute tuberculous, and 
three in which no diagnosis was arrived at in so far as the 
causative organism was concerned (these three were all 
civilians, two being adults ; in none were there any petechias 
or other signs particularly suggestive of the meningococcal 
form) 
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These considerations raise the following questions : (a) 
Whether there may not be an increase in all forms of mening¬ 
itis and not only in the meningococcal; (A) whether we are 
wise to base our ideas of meningitis so exclusively on a study 
of the meningococcal form ; and (a) whether in particular it 
is not very inadvisable to subscribe to such unscientific state¬ 
ments as the common one that the spread of meningitis 
among soldiers is due to overcrowding and poor ventilation. 
If, as seems likely, there is really an increase in all forms of 
meningitis, we are certainly losing a golden opportunity in 
concentrating our attention so much on the meningococcal 
form. It is not a form which lends itself particularly well 
to investigation owing to the low vitality of the meningo¬ 
coccus, and this fact suggests that more knowledge might be 
gained by an occasional investigation of other forms. 
Whether this would probably be the case I must 
leave others to say and content myself with making the 
suggestion. 

It is further unfortunate (although perhaps inevitable) 
that meningococcal meningitis is being investigated by two 
different authorities, the civilian and the military ; neither 
has, in practice, any sort of free access to the other's cases, 
although there are but few local epidemics in which both 
civilians and soldiers are not involved. Most of the recent 
publications have been from the pens of military authors, 
and perhaps this in part accounts for the overcrowding myth 
above referred to. That it is a myth is apparent to anyone 
who knows the amount of overcrowding and lack of ventila¬ 
tion which is habitual with the class from which most of 
our soldiers are drawn, and who is able to compare it with 
the greatly improved state of affairs in even the least 
hygienic barracks. 

1 |The spread is no doubt due, on the other hand, to the 
general upheaval of the population which has brought far 
more susceptible persons into contact with any given carrier 
than could ever have occurred in civil life. Such contact 
may indeed take place in barracks and even be more effectual 
in an ill-ventilated room, but the latter as a factor in the 
epidemiology of the disease must always have far less weight 
than the two primary requirements for infection—viz., the 
presence of a carrier and of a susceptible person. If one is 
correct in thus laying especial stress on the increased chances 
of infection to which a susceptible person is now exposed, it 
follows that the inorease of meningitis should be almost 
as great amongst civilians as amongst soldiers, for the 
former have also in great numbers left their usual habita¬ 
tions and adopted new ways of life. Figures bearing on 
this point may be available after the war, but one would like 
to be sure that they are at least being collected now. If 
they show something like equality of numbers affected 
amongst civilians and soldiers we shall perhaps be rid of 
that other half trath—viz., that cerebro-spinal meningitis 
is a disease of soldiers. 

It may also be, as already hinted, that the “ susceptible 
persons " are prone not to one but to all forms of meningitis. 
If that were proven, we might with more confidence approach 
the question of the route by which organisms reach the 
meninges—a question far from settled at present. 

The object of calling attention to these problems is to 
suggest that all forms of meningitis ought long ago to have 
been made compulsorily notifiable—just as daring an 
epidemic of small-pox we are accustomed to notify chicken- 
pox also. The failure to notify more than one form, and 
that a form not easily diagnosed in country practice, has 
certainly already lost much valuable information of epidemio¬ 
logical importance, and has probably led to an under¬ 
estimation of the total numbers of the cerebro-spinal 
(mening icoccal) form. One would also be well pleased to 
see a small committee of experts (such as might be appointed 
by the Epidemiological Section of the Royal Society of 
Medicine) charged with the investigation of the epidemiology 
of all forms of meningitis and with the collection of records 
of such cases as that described above. 

Seveno&ks. 


Literary Intelligence.—M r. Edward Arnold 

announces among his autumn publications “ Arboreal Man,” 
by F. Wood Jones, M.B., D.Sc.; a sixth impression of “ A 
Surgeon in Khaki,” by A. A. Martin, M.D., F.R.C.8.; and 
a popular edition of “ A Surgeon in Belgium,” bv H. S. 
Souttar, F.R.C.S. 


A CROSSED HIP REFLEX IN ENTERIC 
FEVER. 

By E. B. GUNSON, M.D. Edin., M.R.C.P. Lond., 

TKMPORART CAPTAIN. R.A.M.C. 


In previous communications the presence of a crossed hip 
reflex of the following nature was described as occurring in 
a case of cerebral tumour, 1 various cerebro-spinal condi¬ 
tions, 11 and in diphtheria. 3 When the quadriceps femoris 
muscle mass is firmly grasped just above the knee between 
the thumb aDd fingers the patient experiences considerable 
pain referred to the site of stimulation, and there occur 
flexion at the hip-joint and extension of the great toe 
of the opposite limb. The reflex may be incomplete 
and consist of flexion at the hip only or of flexion at the 
hip and contraction of the tensor fasciaa femoris mnscle 
without actual extension of the great toe; crossed exten¬ 
sion of the great toe without flexion at the hip occurs 
in some c^ses. Pain on stimulation is a marked feature, 
and usually persists for several days after the reflex 
movements can no loDger be elicited. Similar, but 
uncrossed, movements of the limb which is stimulated may 
also occur. 

The present paper deals with the reflex in enteric fever, 
and is based upon 37 cases admitted to the 19th General 
Hospital, Alexandria, from Gallipoli during July and 
August, 1915, in which the state of the reflexes and 
the general condition of the patients were frequently 
noted. Daring the succeeding months similar observations 
were made by my colleague, Captain J. W. C. Gunn, 
R.A.M.C., in several hundred cases, and the incidence of 
the reflex was found to approximate to that of the present 
series. 

As to the nature of the cases, in many the diagnosis of 
enteric fever was confirmed bacteriologically ; some, how¬ 
ever, were not examined bacteriologically, cases doubtful 
on clinical grounds being excluded from the series. Twenty- 
five patients had received two injections of antityphoid 
inoculation, four had not been inoculated. There were three 
severe and two fatal cases. The ages of the patients ranged 
from 20 to 40 years ; all were healthy men prior to the onset 
of enteric fever. 

Inoidenoe of the crossed hip reflex .—The complete reflex 
was present on one side in four cases ; in no case was the 
complete reflex bilateral. Nine presented an incomplete 
response, crossed flexion occurring eight times, crossed 
extension of the great toe in one case. Severe pain at the 
site of stimulation always accompanied the reflex move¬ 
ments and usually persisted for several days after these 
could no longer be elicited. 

The reflex appeared as early as the second day of disease, 
and in one case persisted into the eighth week ; the time of 
onset and duration, however, were very variable. 

The reflex bore no absolute relation to the severity of the 
disease, but tended to be more complete and persisted for a 
longer time in severe types. 

Other reflex changes. — Knee-jerks : These were absent or 
greatly enfeebled in seven which showed the crossed reflex 
(positive cases), and absent in 19 cases in which the crossed 
reflex was not present (negative cases). 11 ah inski * sign .- 
This was present in one positive and in two of the negative 
cases. Ankle clonus was not met with. Abdominal re fleeces : 
These were absent or greatly enfeebled in nine of the positive 
and in 18 of the negative oases. 

Significance of the crossed hip reflex .—The presence of the 
reflex in enteric fever is held to signify a “ temporary per¬ 
turbation ” of the spinal cord, the result of a toxic or 
inflammatory process, on which some of the other reflex 
changes may also depend and to which the extreme 
weakness of the limb and back muscles may in part be 
attributed. The reflex was found to be of some diagnostic 
value, as it was never present in doubtful cases which on 
subsequent bacteriological examination proved to be simple 
enteritis. 


1 G union : T«k Lasckt, 1912,»!., 295. 

- Mscn»ma-a and Gunson : Drain, 1915, xxxvil.,403. 

11 Gunson : liev. of Neurol, and Psych.. 1915, vll., 317. 
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A CASE OF THREADWORMS IN THE APPENDIX 
SIMULATING ACUTE APPENDICITIS. 

By S. G. Pafadopoulos, M.B., B.S. Lond., 
M.R.C.S., L.R.C.P. Lond., 

RESIDENT MEDICAL OFFICER, MILLER HOSPITAL, GREENWICH-ROAD, S.S. 


The patient, a girl aged 12 years, was admitted to the 
Miller Hospital on July 1st with the following history. She 
was quite well up to two days previous to admission, when 
she woke up in the night with severe abdominal pain and 
vomiting. This was at first attributed to a fall during the 
same day. These signs, however, continued very severe the 
following day. She vomited bile-stained fluid continually 
and was unable to keep anything down. The pain, which 
was very severe, was localised to the right iliac region. 
The patient was examined by a private practitioner, who 
diagnosed acute appendicitis. 

On admission the temperature was 103° F., the pulse 128, 
the respirations being 22. The patient had taken oil on the 
previous night and the bowels were opened once on the 
following morning. She appeared comfortable, but com¬ 
plained of a little pain at the right iliac fossa on palpation. 
The tongue was very furred and the breath offensive ; the 
abdominal reflexes were normal. The abdomen was moving 
well on deep inspiration. The child said that the pain was 
easier since the bowels had acted. On palpatioD a definite 
swelling was felt about an inch above and on the outer 
side of McBurney’s point. At the moment a retrocaecal 
appendicitis with rupture of an appendix abscess was 
suspected. 

Operation .—Right rectus incision. The abdomen was 
quite fiee from adhesions or pus, the intestines appeared 
normal, and the appendix was found spreading upwards 
towards the colon; it was very long, but otherwise appeared 
normal. This was removed, however, and after examining 
the gall-bladder, kidney, and ovaries, which were normal, 
the abdomen was closed in the usual way. On examination 
of the appendix the mucous coat was found to be slightly 
injected, and the whole canal was full of colonies of actively 
moving threadworms. 

The patient made an uninterrupted recovery. The tempera¬ 
ture became normal (98-6°) on the following day and 
remained so throughout convalescence, and the pulse came 
down to 80. She was discharged from hospital 14 days later 
quite well. When the bowels were cleared three days after 
operation no signs could be found of any threadworms in the 
stools, nor were any found subsequently. 

In this case no doubt the presence of threadworms in the 
appendicular canal gave all the signs of acute appendicitis. 


A CASE OF RUPTURED ILEUM AND BLADDER; 
OPERATION; RECOVERY. 

By C. P. G. Wakeley, M.R.C.S. Eng., 
L.R.C.P. Lond., 

HOUSE SURGEON, RING’S COLLEGE HOSPITAL, LONDON ; SURGEON, R.N. 


Cases of ruptured ileum are always more dangerous than 
rupture of the small intestine higher up, because the intes¬ 
tinal contents are more infective. The following case was 
operated upon about 12 hours after the accident. The 
mortality, according to Mr. R. P. Rowlands, 1 in such cases 
is 64 per cent. 

The patient, a boy aged 10, was admitted to King’s College 
Hospital on Dec. 28tb, 1915, having been run over by a taxi¬ 
cab. On admission he was in a state of collapse. There 
was a bruised area on the lower abdomen where the wheel 
or wheels of the cab had passed over him, and the 
abdomen was rigid. He was put to bed aDd kept warm by 
hot-water bottles, and saline infusion per rectum was started. 
During the night he became very restless and complained of 
severe pain ; this was relieved by a hypodermic injection of 

1 The Lancet, Feb. 26th, 1916, p. 459. 


heroin hydrochloride gr. 1/12. Next morning the shock had 
passed off, and the temperature and pulse were both rising ; 
the abdomen was distended and rigid, and there was dullness 
in the flanks. No urine had been passed. Operation was 
decided upon. 

The abdomen was opened just to the left of the middle 
line. On opening the peritoneal cavitv a large amount of 
blood-stained fluid escaped. On carefully examining the 
interiorof the abdominal cavity a small rent was found high 
up in the bladder on the left infero-lateral surface. The 
incision was covered over with hot sterile towels and a 
suprapubic cystotomy was performed, a large drainage- 
tube being inserted into the bladder; no attempt was made 
to suture the rupture. This suprapubio wound was partially 
closed and covered up with sterile towels, and the abdominal 
cavity was explored from the upper incision. The whole of 
the large intestine was distended and a portion of the ileum 
about two feet from the ileocmcal valve was found to be 
ruptured; a localised abscess had formed on the posterior 
abdominal wall in the vicinity of the ruptnre, and the 
adjacent coils of intestine were covered with coagulated 
lymph. As the patient’s condition was becoming serious a 
small Paul tube was inserted into the lacerated bowel; the 
abscess cavity was evacuated and two large drainage-tubes 
were inserted, one into the pelvis and another down to the 
site of the rupture. The small intestine with the Paul tube 
was sutured to the abdominal wall. The rest of the incision 
was closed with interrupted silkworm-gut sutures which 
passed through the whole thickness of the abdominal wall. 
The patient was put back to bed and continuous rectal saline 
infusion was started. The large bowel was emptied by a 
turpentine enema on the next day. There was some extrava¬ 
sation of urine into the perineum which necessitated 
incisions, but no suppuration took place, the perineum 
being frequently fomented, and the condition soon cleared 
up. The Paul tube came away on the tenth day and 
a ftecal fistula persisted. There was a profuse discharge 
from the abdomen, which persisted for some time ; the pelvis 
was irrigated with hypertonic saline daily. The boy 
had a very hectic temperature; on two occasions it rose 
to 105°F.,' at night falling to 99°. The next morning, 
however (at the end of the second week), the temperature 
was more or less normal. The suprapubic drain was dis¬ 
continued after seven days, but urine was passed through 
the suprapubic opening for six weeks, and the opening was 
slow in closing. The fu/cal fistula closed on Feb. 12th. 
Abdominal massage was started after this, and the patient 
was discharged to a convalescent home on March 29th, 
exactly three months after his accident. 

I have to thank Mr. A. Boyce Barrow for allowing me to 
operate on this case and for permission to publish it. 


anb Jt&tices of Joaks. 


The Animal Parasites of Man. 

By H. B. Fantham, J. W. W. Stephens, and F. V. 

Theobald. With 423 figures. London : John Bale, Sons, 

and Danielsson. 1916. Pp. 900. Price 45*. net. 

The above volume is stated on the title-page to be an 
adaptation of Dr. Max Braun’s “ Die Tierisohen Parasiten 
des Menschen ” (fourth German edition, 1908), but the 
adaptation has been carried out on such broad lines that for 
all practical purposes the present treatise may be regarded as 
an independent work. 

The volume is divided up into three main sections, dealing 
with the protozoa, helminthes, and arihropoda. The first 
section, that on protozoa (pp. 25-210), is written by Dr. 
H. B Fantham, and gives a clear and exhaustive account of 
all those protozoa known to be parasitic to roan. The 
parasites are arranged in their orders and are systematically 
treated, especial attention having been paid to morphology 
and life-history. That portion of this section which treat* 
of the Mastigophora is worthy of mention as a model of com¬ 
plete and lucid descriptive writing. Attention should be called 
to the inclusion of accounts of Isospora and Eimeria, under 
the order Coccidiidea. Both of these coccidia have recently 
been noted as not rare parasites of the intestines of members 
of the Mediterranean Expeditionary Force invalided from 
Gallipoli. Dr. Fantham has included in this section descrip¬ 
tions of several organisms which are not of interest to the 
student of human protozoology, and one must conclude that 
a desire to give a connected account of his subject is the 
explanation of their presence. 

The helminthological section (pp. 211-482) is dealt with 
by Professor J. W. W. Stephens, and in his hands the subject 
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is most ably treated. Especial attention is given to the 
anatomy, life-history, and pathological effects of all the 
more important of the parasites described. In the descrip¬ 
tion of Clonorchis endemicus attention is called to the recent 
work by Kobayashi on the second intermediate host of this 
parasite. (A later paper 1 by the same author, which deals 
with the artificiality of the morphological differences 
between C. sinensis and C. endemicus, appears to have 
escaped Professor Stephens's notice.) The section on the 
Schistosomidse is brought up to date by the inclusion of the 
results obtained by the War Office Bilharzia Mission in 
Egypt (1915), and an inserted slip, giving the morphological 
characters of the adult S. haematobium and S. mansoni, 
makes the > ecord of these parasites complete. The sections 
on Cestoda and Nematoda are admirably arranged and 
clearly and concisely written. Professor Stephens is to be 
congratulated upon his excellent method of classification and 
his lucid presentation of a difficult subject. A short chapter 
on the technique connected with the preservation and 
examination of worm parasites is incorporated in this section. 

Professor F. V. Theobald presents the subject of the 
arthropoda (pp. 486-616) in a fashion which makes it useful 
both to the student of medical entomology and to the 
practical sanitarian. The part played by the various species, 
as agents, in the transmission of disease is recorded ; and 
much useful information, as to the methods by which their 
activities may be combated, is given. The classifications 
and synopses included in this section add greatly to its 
value. Supplements to the various sections, giving clinical 
and therapeutical notes, and appendices, which embody the 
latest information under the various headings, are included 
at the end of the volume. A bibliography, conveniently 
•classified, is appended. Mention should be made of the 
excellent figures which illustrate the volume throughout. 


Post-mortem Examinations. 

By William S. Wadsworth, M. D., Coroner’s Physician 

of Philadelphia. With304 original illustrations. London: 

W. B. Saunders Company. 1916. Pp. 598. Price25s.net. 

Dr. Wadsworth, coroner’s physician of Philadelphia, in 
his text-book on “ Post-mortem Examinations ” obviously has 
a mission—viz., the improvement of existing methods of per¬ 
forming such examinations and of interpreting their results. 
He is not content with a critici-m of any one branch of 
scientific study as applied to the dead, but includes in his 
censure, at one time or another, almost the whole field of 
medical science. He claims, in his preface, that his work is 
somewhat in advance of the common level of post-mortem 
thinking and practice, and also that the variety and extent 
of his experience give him the right to speak with authority. 

The author's method and style are, however, a very serious 
bar to the successful accomplishment of his task. The very 
criticism he himself applies to Virchow's Second Protocol, 
•viz , “that after an examination lasting many hours and a 
report filling many paragraphs, one finds that the gunshot 
wound, which was the essential feature, has not been even 
tolerably described,” aptly applies to his own book. 
What the author wants to teach is buried in a mass of wholly 
unnecessary verbiage, interspersed with flights of fancy which 
are difficult to accept seriously and marred by quite unneces¬ 
sary gibes at all the branches of the profession. The first 
page of his introduction, for instance, is occupied by a dis¬ 
cussion of what to call an examination of the dead 1 Forty- 
two pages are given up to a description of the enormous number 
of instruments which the author has found useful—and a 
microscope is not one of them. Surely one secret of success 
is to learn to use as few instruments as possible and to be a 
master of these rather than to be like the amateur running 
after every new toy. The chapter on the examination of the 
outside of the body contains some good photographs which 
are in marked contrast to those which the author tells us he 
has been at great, pains to prepare of regions of the interior 
of the body. The object of these latter is to replace some of 
the anatomical plates which the author dislikes as being too 
diagrammatic and not strictly accurate. It cannot be said 
truthfully that his results are a success. Anything more 
obscure and confusing than some of them would be difficult 
to produce. The legend to Fig. 69 is characteristic of much 
of the author’s style: •• This photograph shows a number of 

1 On th»i L»»e-Hinf*»ry mid Morphology of Clonorchis Sinensis 
H. Kobaya&hJ, Centra I blalt fiir Bakt., Jan. 13tk, 1915. 


things. There is an indescribable something which surely 
tells us the man is dead, without any tests. This something 
we instinctively recognise and though one hesitates to call 
it a sign of death, it is one. The hair is characteristic of 
chronic gastritis. ” 

The hair is evidently a hobby of the author's. On p. 167 
he says: “The association of red hair of a deep burnished 
copper type with blood-vessel disease is striking. I have 
come to speak of this type as hemic hair. The coarse, sparse 
hair of gastritis and the fine, buff-coloured hair of old liver 

degeneration are very characteristic . What I term 

the ‘ refrescent type ’ is one that is most instructive ; its 
commonest form occurs in connexion with functional nervous 
disorders, sexual excess, and tuberculosis, and shows itself by 
red beard or a tinge elsewhere ; otherwise the hair is quite 
dark.” On pp. 132 and 133 he writes, “One does not find 
atrophic gastritis in a person with large thick lips. Nor does 
one give atropin in large doses to a person with yellow hair 
or cap the teeth of persons with red hair.” 

The neck, the alimentary canal, and the cerebral circula¬ 
tion are also specially emphasised. “The neck,” he says, 
“ is a singularly neglected part of,the body—neglected in fact 
by nearly everyone, from the very clean young man who 
develops boils when the collar rubs in the dirt, to the 
specialist who fails signally when he tries to tell you about 
the hyoid bone ” ; and further, on p. 243, “ The mere fact 
that executions have been for ages carried out by operating 
on the neck shows how generally its importance has been 
recognised by the non-medical part of the world.” 

When dealing with the intestines the author speaks almost 
with despair of the methods of dealing with them as described 
in “volume after volume”and “ paper after paper. ” “One 
should be able at a glance to tell that a strong cathartic has 
been administered some time before death ” (p. 341); but we 
are not really enlightened any further nor told clearly how. 
The internal carotid arteries, we are told, massage the 
optic nerves by their pulsations, “which appears to be a most 
important matter in the prevention of stasis in these nerves.” 
The author stimulates our curiosity by the question, “Why 
do the lateral ventricles exist ? " only to disappoint us by the 
remark that his views on the subject “are rather too radical 
to look well in print. ” 

A careful perusal of the whole book leaves one with the 
impression that there is nothing new in it which is really 
Helpful. What is good has been said before many times in 
far fewer words, and even the use of the “anatomical 
jargon,” which the author refuses to employ, would have 
made the work both more readable and more comprehensible. 
It is impossible not to pass a word of censure on such a 
vulgarism as “the menstruating sex” or to excuse in a 
text-book such statements as the following:—“ It is 
unfortunate that medical men come from the mass of the 
people rather than from some specially angelic tribe, 
for they bring with them all the characteristics of the outer 
world, and are therefore not always to be trusted ” (p. 28). 
“ I often wonder why it is necessary to have any lower con¬ 
ception for the medical profession than we have for what we 
regard as inferior arts ” (p. 316). “Now when the surgeon 
chops the duodenum he sometimes ignores these simple little 
matters [the functions of the part] which not infrequently 
is good for business but very unpleasant for the patient ” 
(P- 327). _ 


The Mentally Defective Child. 

By Meredith Young, M.D. Edin., D.P.H. Viet., D.S.Sc. 
Chief School Medical Officer. Cheshire Education Com¬ 
mittee ; Lecturer on School Hygiene, Victoria University 
of Manchester; Certifying Medical Officer to the Local 
Authority (Mental Deficiency Act), County of Chester, 
See. London : H. K. Lewis and Co., Limited. 1916. 
I’p. xi. +140. Price 3 j. 6<f. net. 

This book is an expansion of lectures delivered last year 
as part of the special course of training for teachers of 
defectives at the Summer School held at Birmingham. Pro¬ 
fessedly written specially for school teachers and others 
interested in the educational treatment and after-care of 
mentally defective school-children, it is addressed to 
the lay reader rather than to the medical profession. 
Medical books on the subject are, however, freely drawn 
on, and this assistance is fully acknowledged in the 
author’s preface. The opening chapter is devoted to 
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the examination of the mentally defective child and points 
to observe are concisely noted. The so-called stigmata of 
degeneration are set forth in some detail, and we are 
informed that “adenoma sebaceum” is not uncommon in 
imbeciles and chronic epileptics, a remark hardly justified 
by the comparative rarity of such cases recorded by other 
writers. Speech defects are fully and lucidly dealt with. 
Types of mental deficiency are illustrated in the second 
chapter chiefly by wood-cuts from original drawings, but in 
one case by a plate of a case of inherited syphilis borrowed 
from Shuttleworth and Potts’s book. 

Dr. Young still adheres to the theory of microcephaly 
being “probably due to a maiming of the brain by premature 
joining together of the bones forming the skull ”; this 
view we thought had been entirely discredited by present- 
day physiologists, with the result that craniectomy has 
ceased to be practised in cases of microcephaly. Fig. 4, 
which purports to be the portrait of a cretin, lacks much of 
the characteristic aspect of this type. The thorny question 
of the Binet-Simon tests is discussed at some length in 
Chapter VI., and Dr. Young proposes certain ingenious 
modifications of his own in the way of interrogations (in his 
view) more easily put and answered ; the practical superiority 
of these interrogations, it seems to us, can only be 
determined by the extended experience of himself and 
other observers, and of these we hope a record will 
be kept. In a matter resting, as the Binet-Simon 
system confessedly does, on an empirical basis, nothing 
short of this will suffice; and uniformity has an advan¬ 
tage over individual variations of detail. We doubt if 
the question suggested by Dr. Young for the child of 8, 
“Why is a bicycle-wheel not like a cart-wheel?" and 
that for 10 years, “ How long is this table ? ” are really im¬ 
provements on those in the Binet-Simon scale ; and surely 
the question, “ How many people could get into this room 
all standing up ? ” would be a poser for the average boy or 
girl of 14. With his remarks on the value of “general 
concepts” in assessing intelligence we are in sympathy. The 
illustrative cases given in Chapter VII. are interesting, and 
the chapter on education is suggestive. The remainder of the 
book consists largely ot excerpts from the Acts regulating the 
school attendance of defectives and from the regulations 
of the Board of Education with regard to special schools ; 
and the Mental Deficiency Act, Elementary Education 
(Defective and Epileptic Children) Acts, 1899 and 1914, with 
consequent regulations, are printed in extenso jn the 
appendix. It is of real use to have these official instructions 
in a convenient form. 

The book is well got up and will be serviceable to the 
class for whom it is designed. 


The Diagnosis of Nervous Diseases. 

By Pukves Stewart, C.B., M.D. Edin., F.R.C.P. Lond., 
Physician to the Westminster Hospital, &c. Fourth 
edition, revised and enlarged. London : Edward Arnold. 
1916. Pp. 589. Price 15s. net. 

The fourth edition of this well-known text-book retains all 
the features which have characterised the previous editions. 
Recent advances in our knowledge of the functions of the 
nervous system—for instance, that part of it which we know 
as the sympathetic or vegetative nervous system—have 
necessitated amplification of the sections devoted to that 
subject. A new feature of this edition is a chapter of some 
70 pages on “ organic war-lesions of the nervous system,” 
in which the author has collected and described a select 
number of cases of brain, spinal-cord, and peripheral-nerve 
injuries coming under his own observation. 

The continued success of this book is evidence not only of 
the increasing interest in neurology generally, but also of 
the thoroughly concise, complete, lucid and practical way 
in which Dr. Stewart has dealt with his subject. As an 
introduction to clinical neurology it has no superior, and one 
of its many merits is that it attracts the student to the field 
of neurology by its judicious simplification of complexities 
and its omission of non-essential de ails. The general style 
of the book, its diagrams, and illustrations and typography, 
also conduce to its attractiveness. In the past, perhaps, 
some may have been repelled from the study of neurology by 
an erroneous impression of its dryness and difficulty, but a 
perusal of this most readable book is calculated to dispel at 
once all such mistaken ideas. 


A Manual of Gyncecology and Pelvic Surgery. 

By Roland E. Skeel, A.M., M.D., M.S., Associate 

Clinical Professor of Gynmcology, Medical School of 

Western Reserve University, &c. With 289 illustrations. 

Philadelphia: P. Blakiston's Sons. 1916. Pp. 680. Price 

$3 net. 

This manual contains a practical and concise account of 
the main facts of gynaecological practice, special emphasis 
being laid upon diagnosis and treatment. The teaching 
approximates much more closely than is usual in books 
written by American authors to that current in the medical 
schools of this country, and it is therefore suitable for 
English students and practitioners. The author’s teaching is 
on sound tines, and he is successful in limiting his remarks 
to those portions of gynaicology which especially apply to 
the practitioner and student rather than to the specialist. 
He has, however, added a very useful bibliography which 
should prove of service to anyone wishing to refer to original 
articles. 

The advice that any erosion occurring in a patient during 
the cancer age, which fails to heal under ordinary treat¬ 
ment, should be investigated microscopically is very sound, 
and if conscientiously followed will result in the saving 
of many lives. A useful description is given of Percy’s 
method of massive cauterisation in carcinoma of the uterus. 
We are quite in agreement with the statement that proper 
postural treatment in cases of chronic movable retro- 
displacements occurring a few months after labour is 
much better than the insertion of a pessary. The section 
on salpingectomy is particularly good, and the special 
points of technique on which Professor Skeel lays stress 
are important. But in view of the fact that the author 
recommends vaginal drainage, we are surprised that he 
does not mention this method of treating cases of suppurat¬ 
ing ovarian cysts, which are so dangerous to deal with by 
the abdomen. In many of these cases the cyst can be 
readily and safely drained by the vagina. In considering 
the treatment of severe generalised infections the beneficial 
results which follow the intravenous injection of magnesium 
sulphate solution are called attention to, and although the 
mode of action of this procedure is unknown it seems worthy 
of further trial. 

It is a pity that the author has not had the courage of 
his convictions and given up the use of the word endo¬ 
metritis for conditions which, as he points out quite rightly, 
are not of infectious or inflammatory origin, and for which 
the name is a complete misnomer. It is quite time that this 
was done, and it would clear up a great deal of confusion 
on the part of students. 

On the whole, an interesting and good book, containing 
sound teaching. The illustrations are fair and the index 
is sufficient. 


MISCELLANEOUS VOLUMES. 

Some War Books. 

The supply of books written about different phases of the 
war seems unending, and the quality of this supply continues 
to be generally good, but this estimate cannot be applied to 
each volume of the particular collection here noticed. 

Some vivid scenes from the tragedy of war are presented 
in Red Cross and Iron Cross (London : John Murray. 1916. 
Pp. 142. Price 2s. 6 d. net). This book is written by an 
unnamed medical man who has the genuine instinct of the 
story-teller, and it puts on record certain details of German 
brutality which only could be believed on first-hand evidence. 
The author records his opinion that there has been a marked 
difference, as illustrated by the behaviour of the different 
units in this war, between the attitude of the Prussians and 
the South Germans, and rather discounts the common belief 
that the Bavarian has been particularly brutal and violent. 

-Monsieur Emile Hovelaque has translated some admirable 

essays on the war which have appeared from his pen from time 
to time(2’Ar Deeper Causes of the War. By Emile Hovelaque. 
Translated by the Author. London : George Allen and 
Unwin, Limited. 1916. Pp. 158. Price 2s. 6 d. net). The 
short book which results is very informing, and the insight 
shown into national moods and aspirations is acute. Sir 
Walter Raleigh, who supplies a preface, considers that 
M. Hovelaque’s statement “of the historical facts that 
underlie the present strife, of the beliefs and aspirations of 
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the German people, and of the German estimate of other 
peoples, is so full and true, that I should not be surprised 
if large parts of it were accepted by Germany as a con¬ 
vincing summary of her case.” Sir Walter Raleigh adds 
that the nightmare which M. Hovelaque presents as the 
German conception of England has largely been due to the 
British habit of summing up and condemning ourselves, our 
own semi-serious criticisms having been adopted as our con¬ 
fessions of failure. We recommend the book cordially to our 
readers. 

The Rev. R. J. Campbell discourses in an obvious, though 
eloquent, manner on the effects which the present war may 
be producing on humanity and on the Christian side of 
national character and life ( The War and the Soul. By Rev. 
R. J. Campbell,, M.A., of St. Philip's Cathedral Church, 
Birmingham. London : Chapman and Hall, Limited. 1916. 
Pp. 277. Price 6* net). His message is to those who fear 
for the future of the Christian religion, “ Trouble not your¬ 
selves,” he says, “it is not Christianity that has failed but 
Christians.” He finds that, in the war, of the two strongest 
tendencies in human nature, that towards self-preservation 
and that towards self-sacrifice, the latter has been pre¬ 
dominant, and adds: “The very same men who will do 
mean and selfish things in the ordinary way of business will 
spring to arms and fling their lives away in the hour of their 
country’s need, as we are now seeing. This impulse to self- 
immolation in presence of a great impersonal ideal, of some¬ 
thing we feel has the right to demand our uttermost, is the 

very basic principle of the Christian gospel.”-Mr. Lowes 

Dickinson is a well-known scholar and an admirable writer. 
His views ( The. European Anarchy. By G. Lowes Dickinson. 
London : George Allen and Unwin, Limited. 1916. Pp. 153. 
Price 2s. 6 d. net) will be considered, according to the tem¬ 
perament of their readers, as reasonable, or mischievous, as 
moral or weak-kneed, but they are sincerely addressed to 
those who desire a durable peace. He believes that the 
States of Europe will be unable to maintain peace, even 
though all of them should wish it, unless machinery is con¬ 
structed for settling disputes and organising common 
purposes, the machinery to be backed by force. He finds in 
European anarchy the cause of European wars, gives his 
reasons briefly, but with much detail, and protests against 
the shearing away of territory from the vanquished by the 
victors. 

Colonel Swinton and Captain Earl Percy have brought out 
a sequel to “Eye-Witness’s Narrative of the War,” which 
was published last year and which brought the story 
of the war up to the end of March, 1915. The 
present volume (A Tear Ago. By Lieutenant-Colonel E. D. 
Swinton and Captain The Earl Percy. London : Edward 
Arnold 1916. Pp. 217. Price 2» net) continues the narrative 
up to July 18th, 1915, when the series of descriotive accounts 
ceased to be issued by the Press Bureau. The narratives 
are printed in full as communicated by the Press Bureau, and 
the two volumes form a valuable historical document.—— 
Mrs. Violetta Thurstan narrates the tragedy of the refugees in 
Russia, when over five million people were compelled to flee 
from their homes in the summer and autumn of 1915 before 
the great German advance through Poland (The People Who 
Hun. By Violetta Thurstan. London and New York : 
G. P. Putnam's Sons. 1916. Pp. 176. Price 2». 6d.~). The 
story illustrates very well the motto on the title-page, that 
“ The greatest tragedy of the war is not seen upon the battle¬ 
field.” The number of refugees in Petrograd alone by 
Jan. 1st, 1916, was over 84,000, and a detailed description 
is given of how the municipal committee for the refugees, 
having an office in the Duma, organised depots for the 
reception of their miserable guests, dividing them up into 
their Russian, Polish, Lithuanian, or other nationality, and 
provided help in money, clothing, and opportunities of work 
Near the Warsaw station, we learn, a maternity hospital 
for refugees, which was badly needed, was set up by the 
National Union of Women’s Suffrage Societies, the committee 
of the Union paying the entire expense of outfit, journeys, 
and salaries, as well as a large monthly sum towards the 
upkeep of the hospital. The plight of refugees in Moscow 
and farther in the south and the interior, for example 
in Kieff and Kazan, is described with much detail, and 
it is quite evident that any help that can be given 

to the refugees in Russia will be very welcome.- 

Mr. Kirton Varley has written a book (“ Tool Culture” : On 
Education, Culture, Misgovernment, and Destiny. By Kirton 


Varley. London : The Generation Press Company. 1916. 
Pp. 109. Price 2*. 6 d. net) on the psychological and physio¬ 
logical effects of our present scholastic rdgitne as illustrated 
to some extent by the circumstances of war. Many hard 
things are said about authority of all sorts in the work, 
which is a wholesale indictment of what the author describes 
as our culture, its political expression and scholastic educa¬ 
tion. The violence with which the author delivers his 
message obscures its clearness, even though it proves his 

sincerity.--Professor Lugaro, professor of neuropathy and 

psychiatry in the University of Modena, has written an 
interesting study of the character of the German and 
Austrian Emperors which has been translated by Dr. 
W. N. Robinson (An Emperor's Madness or National 

Aberration. By Ernest Lugaro. London : George 

Routledge and Sons, Limited. New York : E. P. 

Dutton and Co. 1916. 1’p. 135. Price 2s. 6d. net), but 

this book also suffers from a violent use of adjectives and the 
adoption of assumptions which seem sweeping where the 
writer is a psychological expert. The message, however, 
of the book is to convey a salutary warning. Professor 
Lugaro holds as entirely wrong the theory that the war is to 
be traced to the psychology of the two allied Emperors. He 
finds this hypothesis to exclude in a dangerous manner the 
consideration of the aspirations of the two peoples, and 
to support the illusion that an opportune death or a new 
St. Helena might suffice to resolve a crisis which is not 
individual but national. The book is very short. 
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WRIST-DROP AND FOOT-DROP APPLIANCES. 

The accompanying illustrations show some appliances 
which have been found useful in the cases indicated. 
The apparatus shown in Fig. 1 is for use in cases of 
musculo-spiral 

paralysis, and Fig. 1. 

acts as a splint 
tending to 
prevent over¬ 
stretching of 
the extensor 
muscles of the 
forearm. In 

addition the spring replaces the lost action of the ex¬ 
tensor muscles of the wrist, so that there is increased 
use and power in the hand during the process of re¬ 
covery. When recovery is not expected 
and tendon transplantation fails or is 
contra-indicated the apparatus may be 
worn permanently. The tension of the spring 
is easily adjusted. 

The large number of cases of foot-drop 
among the soldiers returning wounded from 
the front has led to the making of an appa¬ 
ratus to imitate the actions of the paralysed 
muscles. (Fig. 2.) In the apparatus the action 
of springs, communicating with the sole of 
the boot through a lever in front 
of the axis of the ankle joint, 
represents the natural action. 
The arrangement is not 
cumbersome and the apparatus 
can be entirely concealed in the log of the trouser. 

Mr. Robert Whitelaw, 51, Woolmanhill, Aberdeen, and 
11, Saville-row, Newcastle-on-Tyne, is the patentee and 
maker. 



Irish Viceregal Medical Appointments.— 

The Lord Lieutenant of Ireland has made the following 
appointments to the Viceregal HouseholdPhysicians in 
Ordinary : Dr. E. MacDowel Cosgrave and Dr. James Craig. 
Surgeon's in Ordinary: Mr. Conway Dwyer and Mr. 
E. II. Taylor. Surgeon to the Household: Mr. W. 1. 
de Courcy Wheeler. Surgeon-Oculist in Ordinary: Mr. 
H. C. Mooney. Surgeon-Dentist in Ordinary: Mr. George 
.1. Goldie. 




Pig. 2.—Ampoule of Carbonated Serum. 
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SYPHILIS RECURRENT PEVER FRAMBCESIA (YAWS-PIAN) 


MALARIA FEVER 


SLEEPING SICKNESS 


GALYL OUTFIT 

FOR CONCENTRATED INTRAVENOUS INJECTIONS. 

The most simple—the most certain—the most economical Outfit for the Instantaneous pre¬ 
paration of an aseptic solution of QALYL and for its direct aseptic entry into the syringe. 


£ i... '%uA 


tost 


Pig. 1.—Flask oon- 
> , talnlog Galyl. 


THE OUTFIT contains:— 

1. —One flask with the dose of Galyl. 

2. —One ampoule sterilised carbonated serum. 

3. —One filter. 

DIRECTIONS. 

To make the solution the narrow part of the tube is scratched 
by a triangular file and the top part broken off. The two 
extremities of the ampoule containing the carbonated serum are 
similarly removed. 

i,The carbonated serum is allowed to fall on to the powder when 
the contents of the tube are shaken up by moving it round a circle. 
The beads in the tube hasten the solution of Galyl in the serum. 

' Thus the solution proceeds rapidly and is complete after a few 
seconds’ shaking, when the liquid is taken up into a 10 o.c. all¬ 
glass syringe (Fig. 4) with the aid of the tube represented in 
Fig. 3, which encloses some filter tissue. The concentrated 
solution when viewed across the horizontal diameter of the 
syringe is of a yellow or brownish-yellow colour. Sometimes it 
looks turbid, which, however, does not impair its efficiency and 
does not endanger the patient. The filtering tube is removed and 
detached from the syringe when a needle is substituted for it. 

Doses : 0 15 0-20 0 25 0 30 0-35 0 40 


I ROYAL COMMISSION ON VENEREAL DISEASES. I 


Final Report of the Commissioner*. 

SUBSTITUTES FOR SALVARSAN. 

**. another French substitute, GALYL, a compound of arsenic 

and phosphorus, has recently come into prominence, and its use has 
been attended with considerable success. 

**»»*#* 

“ Favourable reports have also been obtained regarding the pre¬ 
paration GALYL. At the Male Lock Hospital 1000 injections of 
this substance have been administered and it is reported that they 
have been attended with as good results as in the cases treated 
toy Salvarsan and Neosalvarean ; in uo instance were the injec¬ 
tions followed by reactions iudicative of arsenic poisoning." 

Equally favourable results have been obtained with GALYL in the Mlll- 
^.taryand Naval Medical Services and most of the large general hospitals. 

FORMS. 

FOR DILUTE INTRAVENOUS INJECTION.—In ampoules contain¬ 
ing GALYL aud the uecessary dose of sodium carbonate, sterile 
distilled water only being require i to prepare the lnjectioa. 

FOR CONCENTRATED INTRAVENOUS INJECTION.-In Outfits 
con'alulng : one flask with OaLYL. one ampoule sterile carbonated 
serum, one filter. Doses: 0 10 0*15 0 - 20 0 25 0 - 33 0 35 040 

FOR INTRAMUSCULAR INJECTIONS.-In ampoules containing 
an oily emulsion of GALYl. Doses: 0*20 030 0 40 




Full Literature and Clinical Reports on application to — 

THE ANGLO-FRENCH DRUG CO., Ltd. (lateJU. Brbsillon k Co.), Gamage Buildings, Holbobn, London, E.C. 
Telegrams : “ Ampsalvas, London.” Telephone :.Holbobv 1311. 
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MEDICAL POINTS. 


TORPID ULCERS speedily heal when treated with “ SANITAS JELLY.” 
WOUNDS OF ALL KINDS are best washed with “SANITAS FLUID,” 

which contains Peroxide of Hydrogen allied with other germicidal 
substances. 

INFECTIOUS SORE THROATS are prevented and rapidly recover by 
gargling “SANITAS FLUID” and warm water (1-3). 

PEELING STAGE OF INFECTIOUS DISORDERS. Sponging with 
“ SANITAS FLUID ” (1-3) is strongly recommended. 
MUSCULAR RHEUMATISM and LUMBAGO are speedily relieved by 
application of “ POTEX,” our new scientific potato preparation. 

HAY FEVER. Great relief is obtained by smearing up the nostrils, &c., with 
“ KAYTOR,” our new scientific preparation. 

PRURITUS can also be frequently relieved by the application of “ KAYTOR.” 

BODY VERMIN—“SANITAS” ANTI-VERMIN PASTE is a simple, 

safe, and effective remedy. 

FUMIGATION OF INFECTED APARTMENTS is best carried out by 
means of “ SANITAS FORMIGATORS ” or “ SANITAS ,r 
SULPHUR CANDLES. 

ANTISEPTIC FOR SURGEONS. Our “SANITAS SYPOL” is an 

improvement on German Lysol. 

POWERFUL DISINFECTION is best carried out by using “ SANITAS- 
BACTOX ” (a homogeneous phenoloid disinfectant with a 
guaranteed co-efficient 18/20) after suitable dilution with 
water, or “ SANITAS-OKOL ” (of the same strength) when 
salt or brackish water has to be used as diluent. 

MOUTH and TEETH WASH. The most effective agent for this purpose is 
“ SANITAS FLUID,” which acts both as an oxidising agent 
and antiseptic. 

LUNG and THROAT TROUBLES. “SANITAS OIL” makes an 
excellent inhalant, combining in itself all the active principles 
naturally generated in Pine Forests. 



The “SANITAS” CO., Ltd., 

L1MEHOUSE, LONDON, E. 

Disinfectant Manufacturers, by Appointment, to H.M. THE KING. 
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Acute Poliomyelitis. 

The general apprehensions felt about the pos¬ 
sible spread of acute poliomyelitis seem to us not 
justified by a modern reading of the ascertained 
facts. The epidemic prevailing in New York City, 
upon which these apprehensions are grounded, 
began in the borough of Brooklyn on May 9bh last, 
20 cases appearing between that time and the end 
of the month. The first group of cases of sufficient 
size to attract attention was reported on June 8th. 
The investigation, started as a result of these 
observations, disclosed the presence of a consider¬ 
able number of cases in Brooklyn which rapidly in¬ 
creased during the months of June, and on July 11th 
reached a maximum of 151 reported cases per diem. 
The number of cases reported from Brooklyn began 
to decrease following the high peak of the curve 
on July 11th, and on July 21st only 36 cases were 
reported. The number, however, again began to 
increase, and has ranged about a daily total of 
70 per diem up to the date of the official report of 
August 5th. The other boroughs of the City of New 
York show a similar gradual rise in the number 
of cases, although the maxima have not been so 
great as in Brooklyn. The total 'number of cases 
so far reported in the City of New York is 6,531, 
with 1,463 deaths—a mortality the highest on 
record for a large epidemic of the disease, the case 
fatality rate being about 22 per cent. 

The precautionary measures taken by the City 
Department of Health were very complete. There 
has been issued a circular dealing with the symptoms 
of the disease and detailing precautions to be taken 
to guard against its spread. Most of them refer to 
cleanliness of habitation and of person, but it is 
also advised in the report, among special injunc¬ 
tions, that children should not visit picture 
palaces or exchange kisses, but should go daily 
to the shower bath. Special care is enjoined in 
the matter of milk-supply, and all raw food is 
to be held suspect. Quarantine regulations have 
been imposed, also, on all children under 16 years of 
age coming from New Y'ork City, who must produce 
a certificate of having been recently examined, 
when any child not in good health will be kept in 
quarantine until a positive diagnosis is determined. 
Should the disease appear in a family, other mem¬ 
bers should be kept away from the affected person. 
The patient must be isolated, the authorities 
of the school at which the child is attending should 
be notified, the patient should be isolated for six 


weeks, and those in contact must be isolated for 
two weeks. The disposal of the discharge from the 
nose and throat, not only of the patient but those 
in contact, is known to be of the greatest import¬ 
ance, and full instructions are given that pieces of 
cloth should be provided, and such subsequently 
burned. Excreta from the bowels must be treated 
with boiling water for 15 minutes before being 
deposited in the privy vault. The throat and nose 
should be thoroughlycleansed with normal salt solu¬ 
tion several times a day. Those in quarantine, as 
well as those affected, should also use the spray. 
The medical officer of health is instructed to- 
distribute circulars on poliomyelitis to the families 
in which the disease exists; a placard must be 
posted on the house ; and no patient may be moved 
from the place of quarantine without the per¬ 
mission of the health officer. In the presence of 
an outbreak attendance of children at public 
gatherings is prohibited, and special care is 
taken to cleanse all glasses and other containers 
used by the public. It is enjoined that the ser¬ 
vices of a public health nurse should be obtained 
to make house-to-house investigation to find early 
and missed cases; to assist in the care of cases 
especially in need; and to inspect and report the 
observance of quarantine. Health officers may 
quarantine anyone from any infected city or town, 
whether he is ill or not. 

The gist of the regulations laid down by the New 
York City Department of Health is quoted at some 
length as indicating the extent to which the 
quarantine regulations have been imposed in New 
York City, but the lines on which public authorities 
in other countries will work need not be quite the 
same. It is admitted that it is not known how 
the disease is spread, and it may be thought wise 
under such circumstances to apply methods of 
quarantine which have been found of use in other 
diseases. But it is generally recognised that each 
infectious disease spreads in one way, and generally 
in only one way, and to prevent the extension 
of the disease the one avenue of its dissemina¬ 
tion must be closed; if that avenue is efficiently 
closed other precautions are not only unnecessary 
but useless and annoying. Now, it is known that 
the organism exists and may persist in the nasal 
and pharyngeal mucous membranes for many months, 
and it is the secretion from these which in all 
probability carry the infection. If due precautions 
are taken with regard to these it is improbable that 
any spread will take place from the patient. The 
greater difficulty arises with regard to the “carrier,” 
either human or animal, for though animals are 
not susceptible to the disease, it is by no means 
certain that they may not be carriers. The human 
“carriers” may be perfectly healthy, and it is a very 
difficult matter to detect these “ carriers.” Polio¬ 
myelitis in its distribution bears so close a resem¬ 
blance to meningococcal meningitis that it would 
seem probable that it is disseminated in a similar 
manner. It is a comparatively easy matter to 
detect the meningococcal “ carrier,” and thus to 
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cut oat the avenue of infection; but the polio¬ 
myelitic “carrier” cannot be so detected, and the 
quarantine methods, such as those set in motion in 
New York City, will not be effective in staying 
the spread of the infection by carriers. Polio¬ 
myelitis has been endemic in the British Islands 
for years. The weakness from which Sir Walter 
Scott suffered was almost certainly due to an 
attack of poliomyelitis in early life; and although 
notification of the disease and the accurate record 
of cases have only been in force in London since 
1911, and in the rest of England since 1912, yet the 
figures of individual observers for the last two 
decades have shown that the disease is always pre¬ 
valent in the summer months of the year. In the 
years 1909 and 1910 several small epidemics occurred 
in England. During the present year the epidemic 
which has been reported at Aberdeen is the only 
one of any size, and it would seem that it has 
been cut short by the simple precautions adopted 
by the medical officer of health, Dr. Matthew Hay, 
in the early stages of the epidemic. This officer’s 
promptitude and discrimination are worthy of all 
praise. 

That there is a marked difference in the character 
of the infection in the American as compared to 
the British epidemic cannot be doubted. Whether 
this difference lies in the virulence of the organism 
or in the nature of the soil on which it falls, is a 
question yet to be answered. All the evidence 
points to the fact that there is a general high 
immunity to the disease in the British Islands. That 
there is a natural variation in the pathogenicity of 
the virus has been shown by Flexner, Clark, 
and Amoss, for they found that a strain of 
poliomyelitic virus propagated in monkeys for 
four years displayed during that time three 
distinct phases of virulence. At the outset the 
virulence was low, but by animal passage it quickly 
rose to a maximum : the maximum was maintained 
for about three years, when, without known changes 
in the external condition, a diminution set in and 
increased until, at the expiration of a few months, 
the degree of virulence about equalled that present 
at the beginning of the passage in the monkey. By 
resorting to the original specimen from which the 
virus was obtained a highly virulent strain was 
again produced. The cycle of change in virulence 
is correlated with the wave-like fluctuations 
in epidemics of diseases, which also consist 
of a rise, temporary maximum, and fall in the 
number of cases produced. The Commission of 
Health in New York has invited a large number of 
pathologists and bacteriologists to consider the 
disease, and to plan out a series of investigations 
likely to effect the solution of many problems con¬ 
cerned with its control. We trust that they may 
be successful in finding a means of preventing this 
disease, which is so destructive in its effects on the 
nervous system, and leads to such appalling results; 
it is certain that by cooperative action and the 
collation of the work of many investigators the 
best hope lies of satisfactory progress. 


Polemical Controversy. 

We publish in another column an essay on the 
treatment of septic war wounds by Sir Almroth 
Wright, which is a reply to what he describes as a 
“polemical criticism” published by Sir W. Watson 
Cheyne in the British Journal of Surgery. The 
essay should also be read in connexion with 
an address by Sir Almroth Wright published in 
The Lancet in April, 1915, as that address gave rise 
to certain of the comments which Sir Almroth 
Wright considers in his present communication. 
The matters at issue are serious, but whether this 
fact justifies Sir Almroth Wright’s chauvinistic 
attitude is a question upon which readers will 
come to different conclusions. Sir Almroth 
Wright’s prefatory remarks deal with polemical 
controversy, and set out the reasons in his mind 
why he has a duty to employ phraseology which 
we find, for our part, regrettable. At the same time 
we admit that his arguments against bowdlerisation 
have been successful in making us decide to leave 
unmodified what he may consider his “ best and 
most effective points,” many of which we hold 
to constitute a weakness in his treatment of a 
theme of the first urgency. Therefore, and lest 
we become “ dishonest ” (in Sir Almroth Weight’s 
sense of the word), we publish the essay as it 
reached us through official sources, but we should 
have preferred to see certain crude expressions 
omitted in an argument between the President of 
the Royal College of Surgeona of England and a 
famous pathologist. We must all concede that 
polemical controversy, whether started by a great 
and official authority and carried on by a leading 
worker in the particular field of discussion, or 
started by an unimportant observer and carried on 
by anonymous letters, has its uses sometimes in 
arriving at truth. But at other times, we must 
remember, issues may be obscured by exuberant 
personal reflections. “ I said it very loud and clear. 
I went and shouted in his ear,” said the hero of 
Humpty-Dumpty’s famous recitation, but the debate 
ended in the most unsatisfactory manner. For such 
methods may lead to a frame of mind in the hearers, 
so that they would prefer to discontinue the con¬ 
troversy, even though unconvinced. Thus truth 
may be betrayed. A discussion upon the treatment 
of wounds in war is one in which many first-class 
observers might wish to take part. There are 
literally hundreds of surgeons, competent exponents 
of their science, who have under their hand s the 
material for experiment and investigation, as well 
as the opportunities for watching and controlling 
the details of technique. There is a risk lest some 
of these workers, from whom first-hand information 
could be expected with confidence, may experience 
reluctance to commit themselves to opinions which 
are liable to ruthless dissection. For the joy of battle 
is keener in some breasts than in others. In this 
way an important discussion may leave behind in the 
tissues of pathological thought a wound that is still 
sluggish. Urbanity should then be tried; for whether 
urbanity is regarded as a saline solution or as an 
antiseptic paste, remarkable and prompt healing 
follows its employment in such situations. *34.13 
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Annotations. 

“ Ne quid nlmis." 


MORE ECONOMICAL ADMINISTRATION OF THE 
PUBLIC SERVICES. 

At the present time, when the necessity for 
economy in nil branches of our national life is 
greater than ever before, a resolution, recently 
adopted and forwarded to the Local Government 
Board by the sanitary committee of the corporation 
of Newcastle-on-Tyne, appears to us deserving of 
careful consideration. It calls attention to two 
outstanding instances of divided responsibility 
which considerably embarrass the work of local 
sanitary committees. The first of these has 
reference to the anomaly whereby the control of 
outbreaks of small pox is in the hands of the 
sanitary authority, while the guardians of the poor 
are responsible for the administration of the Vaccina¬ 
tion Acts. The second relates to the complete 
mutual independence of the registrars of births and 
deaths and the local sanitary authority, despite the 
fact that the latter body is the one most intimately 
concerned with the data collected by the registrars. 
The Act which first put into operation the present 
system of gratuitous vaccination was passed in 
1840, while that relating to the registration of 
births, marriages, and deaths came into force in 
1836. In these early days there was no organised 
public health service, and the guardians, being 
the only bodies available for the local ad¬ 
ministration of such measures, were granted the 
powers necessary for carrying on the duties 
imposed upon them by the above Acts. The 
whole position has, of course, changed since then, 
but it appears to us that the suggestion in 
connexion with vaccination made by the above 
sanitary committee is only in the nature of a 
half-measure, because, while we agree that the 
sanitary authority is the proper body to be entrusted 
with the control of this important public health 
measure, we fear that public vaccination in 
this country will never be carried out in a satis¬ 
factory manner until the Vaccination Acts, which 
at present offer every facility to parents to neglect 
the vaccination of their children, are altered so 
as to render practicable the efficient administra¬ 
tion of gratuitous vaccination. There is much 
to be said in favour of the second sugges¬ 
tion, which relates to the work of registration. 
At the present time information respecting 
births and deaths has to be obtained by the 
medical officer of health from the registrar, and 
there would be advantage if the work of the latter 
official were incorporated as part of the public 
health service and administered by the sanitary 
authority. Under the Registration Acts the birth 
of a child must be registered by the parent or 
guardian with the registrar, while the Notification 
of Births Act, which is now in force throughout the 
whole country, requires the father or any person 
attending on the mother to notify within 36 hours 
to the medical officer of health the occurrence of a 
birth. Thus the law provides that notification of 
all births must be sent direct to the medical officer 
of health, and also that births must be registered 
with the registrar, who in turn transmits the 
information to the medical officer of health. The 
sanitary committee of the corporation of Newcastle- 
on-Tyne, while realising that there may be legis¬ 


lative difficulties in the way of rectifying this 
incoordination at the present time, urge the Local 
Government Board to use their best endeavours so 
to amend the Registration and the Notification of 
Births Acts as to prevent the present confusion 
to the public and reduplication of effort, together 
with much avoidable clerical work to the staffs 
both of sanitary authorities and of registrars. 
They express the view that simplification of the 
present arrangements could not but be in the 
interests of both efficiency and economy, and we 
think there is much to be said for their contention. 


ANTHROPOLOG Y AT T HE BRITISH ASSOCIATION. 

In seconding a vote of thankB to Sir Arthur 
Evans for his presidential address to the British 
Association, Sir Edward Schiifer described the 
President as a “ man who had been there.” It has 
been given to Sir Arthur Evans to discover in the 
island of Crete a civilisation of which the world 
had lost all knowledge, and yet it was one which 
had endured and dominated the eastern shores of 
the Mediterranean for a period of at least 6000 
years. A man with such a record, and who is still 
in the fullness of late youth, has certainly been 
“ there.” His father, Sir John Evans, had also 
been “ there ” ; more than any man of his time he 
helped to open the doors through which many 
have entered to explore and restore the distant 
past—none with greater success than his son. The 
names of father and son now appear in the list of 
the distinguished men who have presided over the 
British Association, which is a “ record.” The main 
aim of Sir Arthur Evans's address was to establish 
the place of the Minoan or ancient Cretan civilisa¬ 
tion in the general evolutionary scheme which has 
culminated in the modern civilisation of Europe. 
He had no difficulty in proving that the culture 
of ancient Greece was derived from the older 
culture of Crete, and that Rome and modern 
Europe have derived the basis of their modes 
of life from the forgotten Minoan civilisation. 
Crete, in Sir Arthur Evans’s opinion, is the 
cradle of European civilisation—both culture and 
“ kultur.” Nor had he difficulty in establishing the 
debt of Crete to the still more ancient cultures 
of the valleys of the Nile and of the Euphrates. 
When, however, he sought to go beyond the first 
beginnings of Egyptian and Babylonian settlements 
and to establish a connexion between them and that 
most wonderful phase of human life, manifested to 
us through the marvellous cave paintings and 
carvings in Spain and France—a phase of life 
which carries us many thousand years beyond 
the human beginnings on the Nile and Euphrates, 
he found a blank in our knowledge, one which can 
only be crossed by a bridge of guesses. Between 
those ancient palaeolithic Spaniards and recent 
neolithic Egyptians are still worlds of missing 
civilisations. And it may be that medicine will 
play a great part in the discoveries to come. 
In the Anthropological Section of the British 
Association there were only a few papers with a 
direct interest for medical men, but the link 
between medicine and archaeology was in evidence. 
Professor A. Keith gave an account of an 
elaborate comparison he had instituted between 
the teeth, jaws, and faces of people who had 
lived in England prior to the Norman Conquest 
and the faces of people who had lived in London 
during the eighteenth and nineteenth centuries. 
He concluded that in recent centuries the English 
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type of face had been profoundly modified—a modi¬ 
fication which he attributed to the nature of our 
modern dietary. The change affected at least 10 
per cent, of our modern population to a marked 
degree and about 60 per cent, of people to a slighter 
extent. The change did not relate only to the upper 
and lower jaws, to narrowing and vaulting of the 
palate, to irregularities of the teeth, to a more pro¬ 
found arrest of the eruptive capacity of the 
wisdom ” teeth, but affected the whole skeletal 
framework of the face. The malar had suffered 
a degenerative change more than any other 
bone of the face, leading to a sinking 
inwards of the cheeks. The orbits had opened 
out and become more capacious. There had 
also been positive changes in the ossific processes 
which complete the borders of the anterior 
nasal apertures. The face of the average English 
citizen had become about 5 mm. longer, and 
narrower to about the same extent. There was 
no new discovery to announce, such as the 
late Mr. Charles Dawson made at Piltdown a 
few years ago. But the anthropologists who 
assembled at Newcastle felt keenly his premature 
death. If Sir Arthur Evans revealed to the world 
an ancient and unknown civilisation, Mr. Charles 
Dawson made an even more remarkable discovery, 
for it was directly owing to him that we have 
knowledge of a very old and yet a very new kind of 
humanity—an unknown stage in the evolution of 
mankind. 


VENTILATION AND THE LIGHTING ORDER. 

Thebe are two ways of illuminating the interior 
of the dwelling house after dusk has fallen. The one 
is by means of brilliant unshaded lights which 
illuminate floor, walls, and ceiling alike, and cast 
strong beams through the windows. The second is 
to concentrate the light on the work in hand and 
in the places where it is required. In these days 
economy rules out the first method quite apart 
from the Lighting Order of last winter, which made 
it illegal to squander light through the window 
and illumine any part of the roadway or other 
objects outside the house. But the Order went 
further and penalised also those who screened the 
light at its source. Dark curtains over the 
windows were insisted upon, and the special 
constable visited those who threw no light on 
the pavement, but whose movements could be 
viewed from without through open unscreened 
windows. The close curtaining of windows has 
had an effect on ventilation to which attention 
has as yet not been sufficiently drawn. The 
phthisis death-rate has been markedly higher 
throughout the whole of London during 1915 
than for any of the preceding years. The 
same has been true of the general death-rate 
from respiratory diseases, and in an interest¬ 
ing preface to his annual report Dr. Sidney 
Davies, medical officer of health of Woolwich, 
attributes some part of this heightened mortality 
to the effects of the Lighting Order in interfering 
with ventilation. Fortunately, the new Lighting 
Order of Sept. 1st, which applies to the whole of 
the Metropolitan Police District, remedies this 
serious defect. Internal lighting must still be so 
reduced or shaded that not more than a dull sub¬ 
dued light is visible from any direction outside, 
and no part of the pavement or roadway or any 
building or object is illuminated, but the Order 
now permits of the securing of this gloom by 


screening the light at its source. Winter is coming 
on, and in October 6 p.m. is the time at which 
lighting must be reduced; on Nov. 1st the scheduled 
time becomes 5 p.m. It is therefore of the greatest 
importance that full advantage shall be taken of 
the new concession, so that windows may remain 
widely open through the long evenings and ventila¬ 
tion be no longer so severely compromised as it was 
during last winter. _ 


VENEREAL DISEASE IN CHRISTIANIA. 

We are indebted to Dr. Yngvar Ustvedt, medical 
officer of health for Christiania, for a reprint of his 
annual report on venereal disease in Christiania. 
The report is short and almost exclusively 
statistical; the machinery of notification, treat¬ 
ment, and general supervision has been running 
for some time, and is presumably too familiar 
to require discussion in the present report. 
The information given may prove a useful 
standard for comparison if and when venereal 
disease is subjected to the same supervision 
in this country. The report deals with the 
year 1915, when altogether 2424 new cases 
were notified by practitioners and hospitals. The 
respective numbers for gonorrhoea, soft sore and 
syphilis (acquired) are 1549. 243, and 585. A com¬ 
parison between this year and 1876 shows that the 
number of new cases of venereal disease annually 
notified has risen from 1012 to 2424, but in the same 
period there has been more than a corresponding rise 
in the population of Christiania. In fact, while in 
1876 the number of cases notified represented 
1'28 per cent, of the total population, this proportion 
has fallen to 0'96 per cent, in 1915. For syphilis 
alone, the figures for the two years respectively are 
0'53 and 0'25 per cent. This is all to the good, 
but it would be interesting to know how Dr. 
Ustvedt accounts for this big fall in the incidence 
of syphilis, and whether he considers these figures 
a true index to the comparative frequency of 
syphilis then and now. Evidently the latest 
methods of diagnosis and treatment cannot be 
credited with this improvement, for during the last 
few years Dr. Ustvedt’s tables show little or no 
improvement. In 1906, for example, there were 
0'82 cases of venereal disease and 0'21 of syphilis 
for every 100 inhabitants. The report gives the 
number of cases in which the machinery of the law 
was invoked and the number of convictions (7) 
secured against women who had wittingly exposed 
others to infection. Six cases of re-infection with 
syphilis in men who had been treated with sal- 
varsan were included among the notifications of 
new cases. _ 


THE EFFECT OF THE WAR ON MENTAL 
HEALTH. 

The annual report of the Belfast Lunatic Asylum 
for the year 1915, which has just been issued, shows 
a slight increase in the number of admissions (a 
total of 232) as compared with 220 for the year 1914, 
although both figures are markedly below the 
average for the past ten years. Of the 114 patients 
discharged during the year, 81 were recoveries. 
These figures have provided the material for the 
many interesting speculations raised in the report. 
Is it, or is it not, a fact that insanity, like crime, 
has really lessened during the war—in other words, 
is the decrease actual or real ? Curiously, in 
the Belfast Asylum it is among women that the 
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greatest diminution is seen. What effect will the 
war have on the general mental health ? The view 
is put forth that owing to the shifting of the 
distribution of wealth, many of those living in 
poverty now will, owing to better wages, have 
greater relative wealth and luxury, and conse¬ 
quently greater leisure, more education, and as a 
result less tendency to indulgence in drink. So 
far experience in the district supplied by the Belfast 
Asylum does not accord with this speculation; 
here more money is, it is alleged, being spent in 
drink with the present increased wages. Further, 
have increased wages increased real wealth, and have 
they not been balanced by the higher prices ? Why is 
it that the worry has not produced among women, 
whom this war has forced to the greatest economy 
to make ends meet, a greater amount of insanity ? 
Further, will the increased amount of work now 
done by munition workers not tend to increase 
mental troubles? We do not see that tem¬ 
perance reform will be advanced unless the 
State decides to lessen the opportunities for 
drinking, as has already been done during this 
war in France and Russia. 


SCIENCE IN NATIONAL SERVICE. 

A scientific worker, who has been for many years 
prominently engaged in industrial and commercial 
research, writes to us in connexion with our lead¬ 
ing article under this heading last week, pointing 
out that, while cooperation between the academic 
work of the university and the practical work of 
the factory is most desirable, it is not easy of 
attainment. For, he says, few students encounter 
practical problems until they reach the factory, 
where utilitarian research begins. That is a 
reproach to this country that cannot be levelled 
with the same significance against Germany or 
America. It is in this respect that we have been 
left behind in the commercial race, and no need 
for the institution of the Committee of the Privy 
Council for Scientific and Industrial Research 
would have arisen if our manufacturers had 
adopted a policy of employing men of suitable 
attainments for placing a manufacturing business 
on a scientific and productive basis. The attitude 
of our manufacturers is well shown in one case 
quoted by the Committee of the Privy Council in 
which the managing director of a manufacturing 
firm told the Committee that he had no interest in 
research which did not produce results within a 
year. The average man wants quick returns, he 
cannot afford to wait, and only when Science can 
help him to overcome the difficulties which cross 
his path from day to day does he welcome her. 
The important work which our universities have 
done in contributing to the sum of human know¬ 
ledge is, of course, well recognised, but a not in¬ 
considerable share of research work has been 
successfully accomplished altogether outside the 
pale of the academy. The great industries con¬ 
trolling the output of dyes, synthetics, and 
common soda were built up in the factory and 
not in the university. Faraday's great dis¬ 
covery—and the whole vast development of 
electric power is its outcome—was due to 
no university training. Greater facilities for 
scientific training are needed and many more 
men are required to equip themselves with that 
technical knowledge which can alone lift our 
industries out of an unscientific and unsatis¬ 
factory position. To this end the universities 


and the factories should, in our opinion, work 
together, and the difficulties must be faced. It 
is mainly a question of money—endowment 
must be found for academic teaching, and 
proper salaries must be paid by manufacturers 
to their well-trained employees. 


ANAEROBIC PYOGENIC BACTERIA. 

Dr. F. Putsu claims to have isolated from a 
case of compound fracture of the femur with gas 
gangrene a pure culture of a definitely anaerobic 
bacterium having special characteristics and named 
by him bacillus putrificus. var. non-liquefaciens 
(11 Policlinico , Surgical Section, August 15th, 1916). 
This bacillus is evidently a micro-organism from 
the soil, definitely anaerobic, capable of producing 
putrid decomposition with development of gas and 
formation of pus in tissues previously injured; in 
fact, it is one of the germs which are the cause of 
gas gangrene and gas phlegmon. In cultures all 
the organisms showed the presence of a spore, 
were ovoid or club-shaped, with the spore at one 
extremity. They were mobile, with a rectilinear 
movement which ceased at the edge of the hanging 
drop where they were in contact with air. With 
Ziehl's stain the spore was unstained or nearly 
so, the body of the organism taking a deep 
red. With Gram’s method, using eosin as a differ¬ 
ential stain, young forms of recent growth in broth 
took a red-violet hue. The red part constituted the 
body of the bacillus, while the violet represented 
the edge or membrane of the spore. Elongated 
non-spore-bearing forms sometimes met with in 
recent cultures were Gram-negative. Aerobic 
cultures in broth, broth glucose, or agar remained 
completely sterile. The organism described by Dr. 
Putsu to some extent resembled the B. lacto- 
propylbutyricus non-liquefaciens of Tissier but 
differing from it in the following particulars: in not 
having a central spore, in the absence of spore in 
elongated forms, in forming irregular broken 
colonies, and in coagulating milk without the aid 
of glucose. _ 

THE LONDON SCHOOL OF MEDICINE FOR 
WOMEN. 

The extension of the London (Royal Free Hos¬ 
pital) School of Medicine for Women, which is to 
be opened on Oct. 2nd by the Queen, makes this 
medical school one of the largest in the metropolis. 
Part of a new half-basement is used for an exten¬ 
sion of the physics laboratories, and bears the 
name of the “ Consuelo Duchess of Marlborough ” 
department. It includes a physics lecture-theatre, 
lecturers’ research-room, and rooms specially 
prepared for experimental work on light. The 
pathological research department, in connexion 
with the new pathological department of the 
hospital, is also housed on this floor. The 
ground floor is connected with the students' com¬ 
mon room in the main block in Hunter-street 
by a colonnade and open court, forming the northern 
end of the main quadrangle. A fine panelled 
Union Room, for the use of the clubs and societies 
of the Students’ Union, adjoins the colonnade. The 
“ Maude du Cros ” organic chemistry laboratory 
and a chemical research laboratory fill the remain¬ 
ing space on this level and connect with the 
present inorganic chemistry department. The 
whole of the first floor is occupied by an 
extension of the physiological department. This 
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building is a memorial to the late Dr. Julia A. H. 
Cook, dean of the school from 1903 to 1914, 
whose name is inseparably associated with the 
advance of the position o£ women in medicine. 
The second floor is au extension of the anatomical 
department, including a dissecting room, prepara¬ 
tion rooms, demonstration theatre, and research 
laboratories. The £30,000 required to build and 
equip this extension have been subscribed in 
response to an appeal first issued by the council on 
Dec. lOob, 1914. It is now possible to give a com¬ 
plete course of medical instruction at the school, 
including the clinical course which is pursued at 
the Royal Free Hospital and, under a temporary 
agreement, at St. Mary’s Hospital, to 450 students, 
providing for an entry of 90 new students each year. 
The architects for the extension and alterations 
are Messrs. H. V. Ashley and Winton Newman, and 
the buildings will be ready for occupation at the 
opening of the October Bession. 


PENALTIES FOR MALINGERING AND 
SELF-MUTILATION. 

The new Defence of the Realm Regulations, just 
issued, deal with the cases of those who attempt to 
avoid military service by self-drugging or self- 
mutilation. The following are the two regula¬ 
tions upon these points:— 

If any man of His Majesty’s Reserve forces not for the 
time being subject to the Naval Discipline Act or to military 
law, when under orders to report himself for medical exa¬ 
mination, malingers or feigns any disease or infirmity, he 
shall be guilty of an offence against these regulations. 

If any such man jiroduoes any disease or infirmity in 
himself, or maims or injures himself, or causes himself to 
be maimed or injured, or takes or uses any drug or prepara¬ 
tion, or does any other act calculated or likely to render him, 
or to lead to the belief that he is permanently or temporarily 
unfit for service, he shall be guilty of an offence against 
these regulations, unless he proves that he did not so act 
with the intent of escaping service. 

It is an offence also to assist an intending malin¬ 
gerer by producing in him any mutilation or by 
supplying him with drugs. 


The ancient barony of Cobham has been revived, 
and a writ has been issued to Dr. Gervase Disney 
Alexander summoning him to the House of Lords 
under this style. It will be remembered that the 
claim to the peerage was established some four 
years ago before the Committee of Privileges by 
Dr. R. G. Alexander, Dr. G. D. Alexander’s father, 
and a well-known Halifax physician. 


Child-Welfare Scheme in Dundee.—D r. C. 
Templeman, city medical officer of health for Dundee, has 
submitted a scheme for dealing with infant and child welfare, 
on the lines suggested by the Local Government Board, 
which has been adopted by the Dundee health committee. 
The scheme will be carried out by the inspector of 
midwives, under the supervision of the medictl officer 
of health. It provides for all homes, where it is deemed 
advisable, being visited by one or other of the five 
health visitors, who shall keep the child under observa¬ 
tion during its first year of life. In this work help is 
anticipated from voluntary workers of the Social Umoa. 
The medical officer of health has further been empowered to 
engage the services of trained nurses in connexion with 
epidemics of measles and whooping-cough. They will visit 
tne tomes and guide the mothers as to steps necessary to 
prevent complications and the spread of the diseases. Four 
infants’clinics are to be instituted, and for children under 
5 a special children's medical clinic will be held twice a 
week at the Royal Infirmary, while surgical cases will 
receive daily attention at the out-department. The scheme 
will provide a health record of all children, aud will be 
supplemented as regards infectious diseases by the records 
kept by the public health department. This record will 
then be sont to the sohool medical officer when the child 
passes under his supervision 
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Under the conditions of service on the Gallipoli Peninsula 
the shallow-trench latrine was found inappropriate. It 
requires the use of acres of ground, and sufficient safe ground 
could not be spared. Moreover, the squatting position is 
torture for men afflicted with diarrhoea and straining for long 
periods at stool. Nor was the superficial covering of earth 
sufficient protection against the fly-pest, for maggot3 were 
found swarming up through the sparse covering in the hot 
weather. Nor, again, was the soil in the hot weather likely 
to be of much bacterial value in breaking up the fceces. 
Finally, in practice, these shallow trenches, especially in the 
dark, constantly pollute the men’s boots. The methods 
employed in Gallipoli to counterbalance these evils may 
prove useful in other fields of activity. 

The choice lay between the deep-trench and the pail 
system. In some places, as in certain front trenches 
with no appropriate ground handy for deep-trench latrines, 
pails in the form of biscuit-tins or oil-drums were in¬ 
stituted. But they involved much extra labour, exposure, 
and danger in porterage to and fro, with manifold occa¬ 
sions of pollution in the process. Rough mule-carts 
bumping over rough tracks, with much man-handling 
at either end and only rare facilities for hand washing, 
made the process both unwholesome and unpleasant. The 
intermediate stage of faecal disposal was therefore aban¬ 
doned and the faeces deposited direct by the sitter into the 
midden or deep trench. 

The next development was that made by the Australians 
at Anzac in their confined Lone Pine trenches and else¬ 
where of (1) narrowing the mouth of the deep trench 
to 15 or 18 inches, widening it below, splaying it out 
at the ends, and deepening it to 10, 15. and even 
18 feet deep, and (2) closing it completely in. This 
made the utmost possible use of the space avail¬ 
able in a sap, even though it had to be hewn out 
of rock ; and with proper addition of cresol, crude oil, 
and so-called chloride of lime it was unobjectionable and 
quite free from flies. But when it came to fly-proofing 
the deep-trench latrine in the open, with its pole supported 
on trestles or sandbags, the difficulty without skilled 
carpenters or tools or timber was almost insuperable. The 
only material available consisted of biscnit-boxes and their 
tin linings, with other supply cases, all urgently required for 
the improvisation of rough furniture or fuel. It became 
essential to economise material as well as space and labour 
in the construction of latrines. 

The following modification of the deep trench became, 
therefore, a necessary and fairly obvious improvement on 
the official 11 long and deep trench ” of pre-war days. The 
principle should, it is suggested, be adopted universally, 
officially, and exclusively for the sealed-pattern deep 
latrine. 

The principle is that the latrine-pole is flush with the 
ground. The user then sits level with the ground, with his 
feet in an extra “accommodation trench ” sank in front of 
the pole for the purpose. This has three advantages : — 

1. He has an extra 18 inches of protection—a most 
important matter when latrines are in a sap, or, if in the 
open, necessarily in the more exposed positions. 

2. There is only one flat plane to cover in, instead of the 
top, back, front, and two irregular ends, where the trestle 
or tin or earth-bag supports for the pole make covering-in 
difficult. 

3. Simplicity of construction and saving of material. 

The need of covering-in arose partly as a guard against 
the propagation of flies, but chiefly from the desire to 
reduce latrine digging and to eoonomise ground, for which 
purpose it seemed best to dispense with the throwing 
in of earth to the latrine. The danger of infection is 
then met by:—(1) The darkness of a really deep closed 
latrine, which flies avoid ; (2) the imprisonment of the 
paper which cannot be blown out of a closed latrine; (3) 
the use of disinfectants; and, finally, by (4) the necessary 
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filling in of the trench when it is full up to the level of the 
accommodation trench. 

The following specification is made out in the simplest 
form. The whole is the result of actual experience, which 
was most satisfactory. It can, of course, be varied and 
developed to any extent according to local conditions, 
material and labour available. As it stands it requires the 
minimum of timbering and skilled carpentering. 

Specification for Construction of Latrine for Six Men. 

A. Latrine pit.—9 ft. Ions:. 1 ft. 3 in. wide at top, 4 ft. wide at bottom, 
and 10 ft. deep. The 1 ft. 3 in. breadth is widened gradually to 3 ft. or 
4 ft. at bottom, according to soil. All sides are smoothed off and ends 
sloped gently outwards in digging down. In sand, sides of pit must be 
vertical and revetted by sand-bags. 

B. Recess at each end to take 6 in. of pole immediately in front of 
trench; top of pole—10 ft by 3 In. by 3 in.—to be flush with the ground 
and supported on piece of hoard let into side of trench. 

C. Front of trench to be cut away along whole length for further 
width of 1 ft. 6 in. (making 2 ft. 9 in. in all from rear wall of trench) to 
depth of 1 ft. 6 in. as an accommodation trench. 



D. Two steps (not shown on figure) down at either end of accom¬ 
modation trench each 9 in. deep, 1 ft. wide. 

Drain to accommodation trench 3 in. by 3 in. along front of floor; to 
drain into end corners of latrine by sunk pipe made of small tins end 
to end. 

E. Edging timber 3 in. by 1 in. to be fixed by long spikes (k) into top 
of front whII of latrine pit, to lie flat on the ground below the latrine 
pole at distance of 14 in. 

F. Biscuit-tin sheets to be nailed continuously, so as slightly to 
overlap, to hinder surface of latrine pole and to hinder edge of edging 
timber. 

To support seat covers, seven strips of wood (not shown on figure) 
1 ft. 9in. long and 3 in. wide to be fixed, one at either end and five at 
equal intervals, across top of trench from surface of pole in front to 
surface of ground behind (let In, flush, in each case) by means of nails 
provided. 

G. Six seat covers, made of wood, or of wooden frames covered with 
sacking, or of tin-sheeting, 1ft. 9in. by lft. 3in., to be hinged by 
two wires (h) to hairpin anchorages (i) in ground behind. 

Materials provided.— Material provided by the R E. : (b) Latrine 
poles, 10ft. by3ln. by 3in. (k) Edging timber, 10 ft. by 3in. by lin. 
(K) Spikes, 6. (f) Nails, £ lb. (I) Hairpins, 10. (h) Wire, 3 yards. 

Material found bv unit; (b) Two pieces of wood each 9 in. by 3 in. 
(d) Six cigarette tins or burnt milk tins, with ends cut out. (f) Biscuit- 
tin sheeting. The sides of 8 tins, 5 for front sheeting, two sides of a tin 
to each sheet, making 10 sheets ; 3 for covers to be shaped and rivetted 
or soldered by the K.E. (o) 8ix strips of wood, e.g., from biscuit 
boxes,each 1 ft. 9 in. by 3 in. 

N.B.—Lettering refers to attached specification. 

(D) Drain turns round one end of accommodation trench, is piped 
out of old cigarette, milk, or jam tins, and passing under the edging 
timber empties Into one end of the latrine pit. 

(g) Covers must be made so as to fall forward again when the user 
rises from the seat. During use they rest against bis back. In a sap, 
the cover is hinged into the back wall and so can not remain open. In 
the open, a stake in the ground between the hinges ensures automatic 
closing. 

(h) Hinge may be of wire or leather if metal hinges are not obtain¬ 
able. If possible, an edging of timber is fixed behind, on to which the 
covers are hinged. 

The idea of a ground-level latrine was made by Captain 
J. F. Hosken, R.A.M.O. (T.), attached 4th Norfolk Regiment, 
163rd Brigade. The details are the joint conclusion of the 
Divisional R.E. and the present writer. 
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An Apprentice and the Danger of Infection. 

An apprentice, who was recently summoned at the Old- 
street police court to show cause why he should absent him¬ 
self from his work, raised two defences. In the first place, 
he claimed that he was engaged in making boxes for 
munitions of war, and in the second he alleged that his 
master, now an inmate of the Brompton Hospital, was 
suffering from tuberculosis and was in the habit of spitting 
upon the floor of the workroom and among the materials 
which he had to handle, so that he was afraid of infection. 
The magistrate accepted the first point raised and adjourned 
the case sine die on the ground that the lad was doing war 
work ; otherwise it would have been interesting to see what 
the decision would have been, assuming the allegations above 
mentioned to have been proved satisfactorily. 

An Unusual Case of Impersonating a Medical Practitioner. 

At the recent session of the Central Criminal Court an 
unqualified person named Thomas Coffey pleaded guilty to 
the charge of giving a death certificate. His career as a 
pretended medical man was of an unusual character. Having 
studied for the medical profession and passed his first and 
second examinations, he failed to pass his final examina¬ 
tion and made no further attempt to do so. He went 
instead to Swansea and obtained the post of assistant 
to a medical practitioner there by assuming the name 
of a medical man, Mr. W. J. Greehy, who at one 
time was assistant to his (the prisoner’s) brother. He 
was able to practise as Dr. Greehy for several years, during 
which time he appears to have borne a good character and 
to have become popular in the district where he lived. 
Although it may be suggested that detection would have 
followed if any one bad consulted the Medical Directory and 
made any inquiry as to why his address in it did not 
correspond with that at which he practised, he not only 
was not discovered when in civil life, but was able to join 
the Royal Army Medical Corps in August, 1915. Early in 
1916 the real Mr. Greehy applied also for a commission, 
when the similarity of name and initials was noticed and 
the fraud was detected. A sentence of six months’ imprison¬ 
ment in the second division was passed, the Recorder 
expressing himself as puzzled to understand why the prisoner 
should have entered upon such a career instead of sitting 
again for his final examination. 

A Quack Convicted of Manslaughter. 

A man named Harry Burdee, 59 years of age, who was 
stated to have conducted an orchestra at Greenock for 
20 years, but who had had no medical training, was con¬ 
victed of manslaughter before Mr. Justice Low at the 
recent session of the Central Criminal Court. A woman 
whom he undertook to treat medically died in con¬ 
sequence, the evidence showing that, without making any 
examination of her heart, he ordered her to abstain from 
all food, which she did for three days, and to sip cold 
water, besides undergoing other “treatment.” Dr B H. Spils- 
bury gave evidence, based upon post-mortem examination, 
that death was caused by heart failure due to disease of the 
heart, accelerated by flatulence and lack of food. He ex¬ 
plained to the jury that abstention from food would further 
weaken her already feeble heart, and pointed out that even if 
the treatment as described, including the use of a wet pack, 
were assumed to have been likely to do good to the patient, a 
medical man would not have prescribed them without first 
ascertaining the condition of the heart. The prisoner was 
convicted and sentenced to 12 months’hard labour, Mr. Justice 
Low describing him as a dangerous and ignorant quack, 
and informing him that he had escaped penal servitude only 
through the jury recommending him to mercy, and because 
he was not shown to have robbed his victims. The prisoner 
himself stated that though he had treated patients for some 
time he had only recently taken fees of 3s. per visit from 
them. As it is very seldom that even a dangerous and ignorant 
quack is charged with manslaughter when his victim dies, and 
still more seldom that he is convicted, it is of interest to note 
that in this instance the verdict was due to the fact that it 
was possible to prove that there was criminal negligence. 
If the prisoner had merely undertaken to treat a patient 
who stood in need of medical care, and she had died in his 
hands, he would probably have gone entirely unpunished. 
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THE SERVICES. 


Royal Naval Medical Service. 

William H. Du Pre to be temporary Surgeon. 

Army Medical Service. 

Colonel J. C. Morgan ia placed temporarily on the half-pay 
List on account of ill-health. 

Lieutenant-Colonel E. M. Pilcher, D.S.O., R.A.M.C., to be 
Brevet-Colonel. 

Royal Army Medical Service. 
Lieutenant-Colonel A. T. I. Lilly is retained on the Active 
List under the provisions of Arts. 120 and 522 Royal Warrant 
for Pay and Promotion, and to be supernumerary. 

Temporary Captain R. R. K. Patou to be local Major 
whilst employed on embarkation duties. 

Temporary Captain W. J. Stewart relinquishes his com¬ 
mission on account of ill-health. 

Temporary Captains relinquishing their commissions: 
A. N. Clemenger, M. D. Eder, and J. Mills. 

Temporary Lieutenants to be Temporary Captains: 
A. J. V. McDonnell, J. Brunton, R. w. Ironside (late 
Lieutenant, R.A.M.C.. T.P.), J. B. Butler, W. Browne, B. D. 
Crichton, D. Craig, W. P. MacKasey, A. M. Watts, W. L. 
Clements, andL. J. Weatherbe (late Surgeon-Captain, Paget’s 
Horse). 

Temporary Lieutenants relinquishing their commissions : 
W. S. Macdonnell, E. D. Wolff, A. H. Style, G. W. Middlemiss, 
P. Rendall, A. R. McLaclilan, and J. G. Waine. 

To be Temporary Lieutenants : P. E. el Howie, W. S. 
Angus, E. A. S. Shaw, F. M. P. Rice, C. H. Brookes, C. I. 
Stockley, F. Corner, A. S. Dawson, G. H. Baird, A. Jervis, 
J. Dulberg, R. Haslam, W. Craik, E. 0. Marks, J. Lindsay, 
D. C. Druitt, M. C. Gardner, H. Greenwood, Temporary 
Honorary Lieutenant R. H. Maingot, Temporary Honorary 
Lieutenant H. G. E. Williams, Temporary Honorary 
Lieutenant A. G. Morris, E. Evans, H. L. Cronk, C. D. 
Pile, J. B. Whitfield, J. M. Jarvie, T. A. Matthews, 
O. H. Woodcock, J. W. Gill, F. W. Murray, R. M. 
Coalbank, A. S. Paterson, R. J. Wilson, W. E. Morgan, 

J. M. Hall, E. J. Fitzgerald, H. G. Ramsbottom, J. D. 
Judson, T. S. Forrest, W. E. Bramley-Moore, J. Maclean, 
W. S. Badger, S. Gooding, H. M. L. Crawford, J. Goss, 
A. Kinsey-Morgan, J. J. Anning, H. A. Fenton, W. R. 
Wiseman, C. H. Bryan, S. J. Yeates, J. M. Adams, ,J. H. C. 
Thompson, J. Fraser, S. J. Moore, A. D. Campbell, R. N. 
West, W. S. McDougall, H. North, J. T. Bailey, E. Fullerton, 

D. F. Borrie, Temporary Honorary Lieutenant D. G. C. 
Tasker, J. C. Walker, F. H. W. Brewer, G. E. A. Petrie, 

K. A. Shekleton, D. M. M. Ross, C. A. Harrison, Tem¬ 
porary Honorary Lieutenant E. E. Lightwood, J. J. Ryan, 

E. G. Fearnside’s, J. R. Frost, T. G. Maitland, H. F. Woods, 
T. Stordy, A. Duguid, M. J. Horgan, J. E. Richards, G. F. 
Longbotiiam, W. C. Lattey, R. S. Barker, R. C. Smith, 
W. L. Johnson, F. W. Grant, C. Tylor, H. S. Brown, 
W. Garstang, J. E. Barnes, P. Henderson, Temporary 
Honorary Lieutenant W. M. Crombie, Temporary Honorary 
Lieutenant S. Hutchinson, J. B. McCutcheon, W. Dunn, 
T. D. H. Holmes, Temporary Honorary Lieutenant T. 
Jackson, H. S. Banks, Temporary Honorary Lieutenant 
A. J. Bado, F. G. Bergiu, F. C. Drew, E. H. Dendy, and H. L. 
de Caux. 

To be temporary Honorary Lieutenants: J. Faustone, 
H. C. Shockett, S. Morris, and W. Simpson. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

The undermentioned to be Lieutenants :—E. G.Fishe (from 
University of Dublin Officers Training Corps), D. Colombos, 
II. T. Lamb, B. J. Daunt (from the Royal College of Surgeons 
in Ireland Officers Training Corps), and G. L. Maulo (from 
Manchester University Officers Training Corps). 

Territorial Force. 

Royal Army Medical Corps. 

Third Home Counties Field Ambulance: Captain S. Hughes, 
from Attached to Units other than Medical Units, to be 
Captain. 

Home Counties Casualty Clearing Station : Captain J. J. C. 
Hamilton, from a Field Ambulance, to be Captain. 

Home Counties Field Ambulance : W. C. D. Maile to 
be Lieutenant. 

London Field Ambulance : J. R. Clark and G. Thomson to 
be Lieutenants. 

London General Hospitals: The undermentioned officers 
are seconded for duty with a General Hospital: Lieutenant- 
Colonel H. E. B. Bruce-I’orter and Captains A. H. Gosse, 
V. Z. Cope, G. Finch. S. H. Warren, C. E. H. Milner, 
J. A. Willett, G. W. Shore, C. E. W. McDonald, P. G. 
Doyne, L. G. Crossman, and L. N. Reece 
Attached to Units other than Medical Units. —Major J. G. 
Macindoe relinquishes his commission on account of 
ill-hcaith. Lieutenant M. Thompson to be Captain. 


VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7702 births and 
3936 deaths were registered during the week ended Saturday, 
Sept. 9th. The annual rate of mortality in these towns, which 
had been 10 5, 10 - 9, and 11'6 per 1000 in the three preceding 
weeks, further rose in the week under notice to 11 9 per 1000 
of their aggregate civil population, estimated at 17,312,295 
persons for the year 1915. During the first ten weeks of 
the current quarter the mean annual death-rate in these 
towns averaged 110, against 10-7 per 1000 in London. 
Among the several towns the death rate last week ranged 
from 4-6 in Wimbledon and in Gillingham. 5-4 in Wakefield, 
5 5 in Eastbourne, 6 2 in Barnsley, and 71 in Swindon, to 
18-1 in St. Helens and in West Hartlepool, 18-9 in Bootle, 19’4 
in Gateshead, and 20 0 in Hastings. 

The 3936 deaths from all causes were 81 in excess of the 
number in the previous week, and included 580 which were 
referred to the principal epidemic diseases, against numbers 
steadily increasing from 212 to 511 in the seven pre¬ 
ceding' weeks. Of these 580 deaths, 457 resulted from 
infantile diarrhoeal diseases, 47 from diphtheria, 37 from 
measles, 28 from wboopiug-cough, 7 from enteric fever, 
and 4 from scarlet fever, but not one from small pox. 
The annual death-rate from these diseases was equal 
to 1'7, against 15 per 1000 in the previous week. 
The deaths of infants (under 2 years) from diarrhoea 
and enteritis, which had increased from 46 to 388 in the 
seven preceding weeks, further rose to 457, and included 105 
in London, 60 in Liverpool, 21 in Leeds, 17 each in 
Birmingham and Hull, 15 in Birkenhead, 14 each in West 
Ham and Manchester, and 13 in Bootle. The deaths referred 
to diphtheria, which had been 45, 21, aud 27 in the three 

f receding weeks, rose to 47; 9 deaths belonged to London, 
to Manchester, and 3 each to Liverpool, St. Helens, and 
Cardiff. The fatal cases of measles, which had been 55, 44, 
and 50 in the three preceding weeks, fell to 37, of which 13 
occurred in London, 4 in Sheffield, and 3 in Liverpool. The 
deaths attributed to whooping-cough, which had declined 
from 34 to 24 in the four preceding weeks, rose to 
28, aud included 4 in Hull and 3 each in London, 
Liverpool, Manchester, and Sheffield. The deaths re¬ 
ferred to enteric fever, which had been 12, 5, and 
7 in the three preceding weeks, were again 7 last 
week, hut showed no excess in any particular town. The 
fatal cases of scarlet fever, which had been 6, 12, and 15 in 
the three preceding weeks, fell to 4, which were recorded in 
Liverpool, Bootle, Blackpool, and Aberdarerespectively. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had declined from 1221 to 1000 in the 
six preceding weeks, further fell to 990 on Saturday 
last; 142 new cases were admitted during the week, 
against 98, 111, and 145 in the three preceding weeks. 
These hospitals also contained on Saturday last 1265 
cases of diphtheria, 132 of measles, 96 of whooping-cough, 
aud 37 of enteric fever, but not one of small-pox. The 912 
deaths from all causes in London were 29 more than 
in the previous week, and corresponded to an annual rate 
of 110 per 1000. The deaths referred to diseases of the 
respiratory system, which had declined from 99 to 66 in 
the five preceding weeks, rose to 78 in the week under 
notice. 

Of the 3936 deaths from all causes in the 96 towns, 153 
resulted from violence, 296 were the subject of coroners’ 
inquests, and 1180 occurred in public institutions. The 
causes of 38, or 10 per cent., of the total deaths were not 
certified either by a registered medical practitioner or by a 
coroner after inquest. All the causes of death were duly 
certified in Manchester, Bristol, West Ham, Bradford, 
Newcastle-on-Tyne, and in 71 other smaller towns. Of the 
38 uncertified causes, 7 were registered in Liverpool, 6 
in Birmingham, 5 iu Gateshead, aud 2 eicli in London, 
Gillingham, and South Shields. 


HEALTH OF SCOTCH TOWNS. 

In the 16 largest Sootch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
1038 births and 651 deaths were registered during the week 
ended Saturday, Sept. 2nd. The annual rate of mortality 
in these towns, which had been 12-2, 1U7, and 11-7 per 1000 
in the three preceding weeks, rose to 14-3 per 1000 in the 
week under notice. During the first nine weeks of the 
current quarter the mean annual death-rate in these towns 
averaged 12-2, against a corresponding rate of 10 9 per 1000 
in the large English towns. Among the several towns 
the death-rate during the week ranged from 6’2 in Mother- 
well, 7'7 in Falkirk, and 8’4 in Kilmarnock, to 15’9 in 
Leith, 20T in Greenock, and 24 4 in Perth. 
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The 651 deaths from all causes were 119 in excess of the 
•number in the previous week, and included 88 which 
were referred to the principal epidemic diseases, against 
48 and 68 in the two preceding weeks. Of these 88 deaths, 
61 resulted from infantile aiarrhmal diseases, 9 from 
diphtheria, 8 from measles, 4 from enteric fever, and 3 each 
from scarlet fever and whooping-cough, but not one from 
-small-pox. The annual death-rate from these diseases was 
equal to 19, against 1-5 per 1000 in the large English towns. 
The deaths of infants (under 2 years) from diarrhoea aud 
enteritis, which bad increased from 7 to 52 in the six 
preceding weeks, further rose to 61, and included 51 in 
Glasgow and 3 in Edinburgh. The 9 deaths referred to 
diphtheria were 5 in excess of the average in the 
■earlier weeks of the quarter, aud included 3 in Edin¬ 
burgh and 2 each in Glasgow and Aberdeen. The 
fatal cases of measles, which had been 8, 4, and 5 in the 
three preceding weeks, rose to 8, aud comprised 4 in Glasgow, 
3 in Leith, and 1 in Clydebank. Two of the 4 deaths from 
enteric fever occurred in Glasgow and 2 in Greenock. The 
deaths attributed to whooping-cough, which had been 11, 7, 
and 4 in the three preceding weeks, were 3 in the week under 
review, and were registered in Aberdeen, Leith, and Coat¬ 
bridge respectively. The 3 fatal cases of scarlet fever, 
of which 2 were recorded in Dundee and 1 in Glasgow, 
were 2 below the average in the earlier weeks of the 
quarter. 

The deaths referred to diseases of the respiratory system, 
which had been 61, 61, and 54 in the three preceding weeks, 
•rose to 57 in the week under notice, and were 1 above the 
•number registered in the corresponding week of last year. 
The deaths from violence numbered 27, against 27 and 32 
In the two preceding weeks. 

In the 16 largest Scotch towns 1015 births and 595 
deaths were registered during the week ended Saturday, 
Sept. 9th. The annual rate of mortality in these towns, 
which had been 11-7, 11 ‘7, and 143 per 1000 in the 
three preceding weeks, fell to 13T per 1000 in the 
week under notice. During the first ten weeks of the 
current quarter the mean annual death-rate in these 
towns averaged 12’3, against a corresponding rate of 11 0 
per 1000 in the large English towns. Among the several 
towns the death-rate last week ranged from 4'2 in Kilmar¬ 
nock, 5’1 in Kirkcaldy., aud 6 - 6 in Aberdeen to 16‘0 in Coat¬ 
bridge, 17-4 in Dundee, and 178 in Leith. 

The 595 deaths from all causes were 56 less than the 
number in the previous week, and included 83 which were 
referred to the principal epidemic diseases, against numbers 
increasing from 36 to 88 in the live preceding weeks. Of 
these 83 deaths, 56 resulted from infantile diarrhoeal diseases, 
10 from measles, 6 from diphtheria, 5 each from scarlet fever 
and whooping-cough, and 1 from enteric fever, but not one 
from small-pox. The annual death-rate from these diseases 
was equal to 1-8, against 1-7 per 1000 in the large English 
towns. The deaths of infants (under 2 years) from diarrhoea 
and enteritis, which had increased from 7 ,o 61 in the seven 
preceding weeks, declined to 56, and included 45 in Glasgow, 
and 2 each in Edinburgh, Dundee, and Greenock. The deaths 
referred to measles, which had been 4, 5, and 8 in the three 
preceding weeks, further rose to 10, of which 7 were 
registered in Glasgow. The 6 fatal cases of diphtheria were 
slightly in excess of the average in the earlier weeks of the 
quarter, and included 3 in Glasgow. The deaths attributed 
to scarlet fever, which had been 4, 7, and 3 in the three pre¬ 
ceding weeks, rose to 5, and comprised 4 in Glasgow and 1 in 
Clydebank. The deaths referred to whooping-cough, which 
had declined from 11 to 3 in the four preceding woeks, rose 
to 5, of which 2 were recorded in Glasgow, 2 in Dundee, 
and 1 in Leith. The fatal case of enteric fever was registered 
in Leith 

The deaths referred to diseases of the respiratory system, 
which had been 61. 54, and 57 in the three preceding weeks, 
fell to 45 in the week under notice, and were 20 below the 
number registered in the corresponding week of last year. 
The deaths from violence numbered 25, against 32 and 27 in 
the two preceding weeks. _ 

HEALTH OF IBISH TOWNS. 

In the registration district of Dublin 219 births and 113 
deaths were registered during the week ended Saturday, 
Sept. 9th. The annual rate of mortality, which had been 
16-4, 14-4, and 19 3 per 1000 in the three preceding weeks, 
fell to 14-8 in the week under notice, against ll'O and 14-2 
per 1000 in London and Glasgow respectively. 

The 113 deaths at all ages included 29 of infants under 
1 year, and 17 of persons aged 65 years and upwards. 
Twenty-six deaths (of infants under 2 years) were referred 
to diarrhceal diseases, and 1 each to measles and whooping- 
cough. The causes of 5 deaths were uncertified, aud those 
of 2 others were the subject of coroners’ inquests, while 
36, or 32 per cent., of the total deaths occurred in public 
institutions. 

During the same period 177 births and 100 deaths were 
registered in the city of Belfast. The deaths corresponded 


to an annual rate of 13'4, or 2*2 per 1000 less than in the 
previous week, and included 20 of infants under 1 year 
and 21 of persons aged 65 years and upwards. Seventeen 
deaths (of infants under 2 years) were referred to diarrhoeal 
diseases, 2 to enteric fever, and 1 each to measles, scarlet 
fever, aud whooping-cough. The cause of one death was un¬ 
certified, and one inquest was held, while 25 of the total 
deaths occurred in publio institutions. 




WALTER LEY WOOLLCOMBE, F.R.C.S.Edin., M.H.C.S., 
L.R.C.P. Lond., 

HONORARY SURGEON TO THE SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, PLYMOUTH. 

Mr. W. L. Woollcombe died at his residence in Plymouth 
on August 30th, in his fifty-second year. He was the son of 
Mr. IV. Woollcombe, solicitor, of Plymouth, and received his 
medical education at St. Bartholomew’s Hospital, qualifying 
M.lt.C.S., L.R.C.P. Lond. in 1886. Five years later he was 
admitted F.R.C.S.Edin., and after holding resident appoint¬ 
ments at the South Devon and East Cornwall Hospital he 
was appointed on the honorary staff of that charity, to 
which at the time of his death he was surgeon. He was 
also consulting surgeon to the Tavistock Cottage Hospital 
and St. Barnabas Cottage Hospital, Saltash. As president 
of the Plymouth Medical Society in 1902 he delivered an 
important address on the Early Recognition of Cancer. Last 
year he was president of the South-Western Branch of the 
British Medical Association. Mr. Woollcombe did not write 
much, but his articles in our columns and other journals 
were marked by critical surgical acumen. He was a 
major in the Royal Army Medical Corps, attached to the 
4th Southern General Hospital, where he devoted much of 
his time to the creation of a massage department, which, 
owing to his untiring energy and forethought, soon became 
an established treatment centre. Mr. Woollcombe was 
an accomplished surgeon and a valued colleague, and his 
early death leaves a gap which is keenly felt among friends 
and patients. 

Mr. George F. Aldous writes :— 

“ As a friend and colleague for 30 years of the late 
Walter L. Woollcombe, I feel that I am entitled to allude to 
the irreparable loss to the profession in the West of 
England, and particularly to the counties of Devon and 
Cornwall. We were fellow students together at St. 
Bartholomew’s Hospital in the early ‘eighties,’ and 
met again in 1887 at Plymouth, where Woollcombe was 
house 3 urgeon to the South Devon and East Cornwall 
Hospital. He rose rapidly through the stages of assistant 
surgeon and full surgeon, becoming senior member 
of the surgical staff on the retirement of Mr. Paul Swain. 
As his assistant at the hospital and in his private operative 
practice I was witness of his skill in overcoming the diffi¬ 
culties which presented during the course of an operation ; 
in technique he was faultless, and the care and thought 
bestowed on each case was worked out to mathematical pre¬ 
cision. He was a rapid, neat operator, with the gift of 
knowing what to do in difficulties. He was at his best in 
abdominal surgery, and many patients owe their lives to his 
surgical accomplishment. The last operation he performed 
was excision of the cascum for malignantdisease in a medical 
man, and although he was himself in severe pain during the 
whole of the operation he went through it to the end without 
omittiDg the smallest detail, the result being completely 
successful. During the last few months of his life he 
suffered much, but stuck to his work, and did not give in 
until nearly the end, setting a fine example of pluck. 
Woollcombe was a thorough sportsman, a good shot, a 
keen fisherman, and an enthusiast at golf. His colleagues 
keenly feel their loss.” 


The late Dr. L. Vernon-Jones.— Mr. Lanphier 
n-uon-Jones, B.A., M.D., L.M. Dub., who died at 

letchingley on Sept. 8th in his fifty-third year, had been 
sideut medical officer to the Adelaide Hospital in Dublin 
id was a member of the Council of the London aud 
junties Medical Protection Society. 
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The Casualty List. 

The following names of medical odicers appear among the 
casualties announced since our last issue :— 

Killed. 

Captain H. H. Proudfoot, R.A.M.C., attached to the Royal 
Field Artillery, was educated at Edinburgh University, 
where he qualified in 1911. After holding appointments 
at the Edinburgh Royal Infirmary and at the Monsall 
Fever Hospital, he became resident medical officer at the 
Burnley Union Infirmary, which appointment he held 
when he joined the R.A.M.C. in May, 1915. 

Captain D. B. MacLean, R.A.M.C., attached to the East 
Lancashire Regiment, was a member of the Canadian 
Army Medical Corps, and received his commission in 
June, 1915. 

Lieutenant M. W. Loy, R.A.M.C., attached to the Cheshire 
Regiment, was a student at the London Hospital, and 
qualified in 1894. He held appointments at the London 
Hospital and at the Whitechapel Infirmary, and joined 
the R.A.M.C. in February this year. 

Captain G. S. Miller, R.A.M.C., was a student at Guy's Hos- 

S ital, London, and qualified in 1912. He joined the 
..A.M.C. early in 1915. 

Died. 

Captain H. F. G. Noyes, R.A.M.C., was educated at Cam¬ 
bridge and at the London Hospital, and qualified in 1907. 
At the outbreak of the war he was in practice at Worth¬ 
ing, and subsequently joined the R.A.M.C., and did duty 
in Egypt and India’ He died at Bombay, from para¬ 
typhoid fever, early in the present month. 

Wounded. 

Captain L. Anderson,R.A.M.C.,attached to the King’s Royal 
Rifle Corps. 

Captain W. K. Fry, R.A.M.C., attached to the Royal Welsh 
Fusiliers. 

Captain B. B. Noble, R.A.M.C., attached to the Suffolk 
Regiment. 

Lieutenant W. S. T. Connell, R.A.M.C.,attached to the Royal 
Sussex Regiment. 

Captain F. W. Squair, R.A.M.C., attached to the Royal Field 
Artillery. 

Captain W. E. Wallis, R.A.M.C., attached to the Royal P’ield 
Artillery. 

Captain J. Gaston, R.A.M.C., attached to the Yorks Light 
Infantry. 

Lieutenant H. Mitchell, R.A.M.C. 

Captain A. O. P. Reynolds, R.A.M.C., attached to the South 
Staffs. Regiment. 

Captain G. E. St. C. Stockwell, R.A.M.C. 

Lieutenant C. E. Tucker, R.A.M.C. 

Lieutenant J. 8. Darke, R.A.M.C. 

Lieutenant J. B. Dunning, R.A.M.C., attached to the Royal 
Sussex Regiment. 

Captain B. Murphy, R.A.M.C., attached to the Connaught 
Rangers. 

Premmislij Reported Missing. Mow Reported Wounded and 
Prisoner in Berman Hands. 

Captain V. D. O. Logan, R.A.M.C. 

Prisoner in Turkish Hands. 

Sub-Assistant Surgeon Ali Barkat, Indian Subordinate 
Medical Department. _ 

Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war : — 

Second Lieutenant E. M. Mair, Cameron Highlanders, only 
son of Lieutenant-Colonel E. Mair, late I.M.S. 

Major R. Walker, Royal Engineers, second son of Dr. A. D. 

Walker, of Pembridge-gardens, London. 

Captain C. J. Griffin. Royal West Surrey Regiment, second 
son of Captain T. G. Griffin, R.A.M.C., of Wimbledon, 
Surrey. 

Second Lieutenant II. C. Bernard, Gloucestershire Regi¬ 
ment, attached to the Worcestershire Regiment, eldest 
sou of Dr. C. Bernard, of Fishponds, Bristol. 

Lieutenant F. W. H. Renton, Border Regiment, second son 
of the late Brigade-Surgeon Lieutenant-Colonel D. 
Renton, 15th Hussars. 

Second Lieutenant E. E. Craig, Royal Irish Rifles, fourth son 
of Dr. .1. Craig, of Londonderry. 

Frivate E. Gordon, Australian Infantry, elder son of Dr. E. 
Gordon. 


Major N. W. Lawder, Bedfordshire Regiment, only son of 
Dr. E. J. Lawder, of Wokingham, Berks. 

Captain J. E. Bennett, Roval Irish Regiment, third son of 
the late Lieutenant-Colonel J. Bennett, I.M.S. 

Second Lieutenant C. Blake, Bedfordshire Regiment, fourth 
sou of Dr. W. H. Blake, of Harpenden, Herts. 

Lieutenant F. T. D. Cade, Hampshire Regiment, only son of 
Mr. 8. Cade. L.R.C.P., Ac., of Fareham, Hants. 

Captain G. P. Littlewood, Sherwood Foresters, son of Dr. 8. 
Littlewood, of Mansfield, Notts. 

Second Lieutenant R. C. K. Mill, Black Watch, eldest son of 
Dr. A. J. M. K. Mill, of Kirriemuir, Forfarshire. 


The Honours List. 

The following awards, for services in Gallipoli, are 
announced:— 

C. M.G.— Fleet-Surgeon E. J. Finch, R.N. 

D. S.O.— Staff-Surgeon A. F. Fleming, R.N. 


The Sanitary Condition of the Italian Army. 

From the Italian Headquarters a correspondent writes 
the reassuring announcement that the sanitary condition of 
the Army maintains the excellent standard it has never lost 
since entry into the fighting line. Infective disease has 
effected no foothold in the Italian regiments, while in those of 
the enemy it has “ come to stay” in various forms. One 
outstanding phenomenon has been put on record by General 
Cadorna’s medical staff—to wit, the number of the sick is 
distinctly lower than that of the wounded, therein reversing 
the usual experience of armies in the field. This fact, as 
significant as it is rare, the report from headquarters attributes 
to the “ straordinaria efficienza dell’ organizzazione pro- 
filattica,” in which every method known to up-to-date 
hygiene has been put in practice. Two of Cadorna's 
regiments having taken an enemy position found it quite 
a fever preserve, due to the insanitary conditions in 
which the Austro-German forces, after months of occu¬ 
pation, had abandoned it. Notwithstanding the attacks 
incessantly renewed of the said forces, the two regiments 
maintained a steady disinfecting service, supplemented 
by prophylactic methods in improved water-supply, in 
ventilation under canvas, and in laundry work, quite in keep¬ 
ing with the most recent hygienic standards. Within a few 
weeks the disease was not only arrested but stamped out, 
with a thoroughness which has evoked from his Excellency 
Signor Orlando, Minister of the Interior, a telegraphic 
message to Cadorna’s headquarters, congratulating the 
medical staff on its skill and energy and emphasising the 
obligation under which the civil population of the local 
commune had been laid by snch an impressive object-lesson 
in sanitary rehabilitation. 

The psychoses due to neuro-pathological disturbances 
continue to draw the attention of the physicians on duty in 
hospital. Aphasia induced by shock, generally the explosion 
of a projectile, is still quite a common lesion, particularly 
amongthe Sicilian and Neapolitan linesmen, whose emotional 
susceptibility renders them exceptionally liable to the lesion 
in question. At Leghorn, for instance, a Southern Italian 
was admitted to the military hospital for absolute loss of 
speech caused by the bursting of a shrapnel at his feet. 
The physician in attendance, before proceeding to hypnotise 
him, was insistent in his efforts to get the patient to 
pronounce the word “ mamma ”—efforts at last rewarded by 
the almost electric disappearance of the dumbness and the 
overjoyed linesman's hurried resort to the hospital chapel 
to recite words of thanksgiving. _ 


Irish Doctors of Military Age. 

An Irish correspondent writes : “The dispute between the 
Irish Local Government Board and conntry guardians con¬ 
cerning the appointment of doctors of military age, to which 
you referred last week, seems to be nnending. At Letter- 
kenny, on Sept. 8th, notwithstanding that the Local 
Government Board wrote that the objection to the appoint¬ 
ment of Dr. McGinley, on the ground that his ser¬ 
vices as a young man of the medical profession would 
be useful to the military authorities, would apply to 
any proposal for his employment either as temporary 
or permanent medical officer during the continuance of 
the war, a resolution was carried, requesting the Local 
Government Board to sanction his temporary appointment at 
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the rate fixed for the permanent appointment, pending the 
termination of the war. It was also passed by a majority to 
instruct Dr. McGinley to take up his duties at once, and 
directions were given that the keys should be handed over to 
him. One of the guardians actually remarked, in reference 
to the chairman who voted for a candidate who was over 
military age, that he was an old ex-artillery man, and that 
‘the people should gather stones and throw them at you,’ 
to which the chairman is reported in the public press to 
have replied, * It is all they could do, for they are 
cowards.’ On Sept. 9th a letter was read at the meet¬ 
ing of the Omagh board of guardians from the Local 
Government Board reminding the guardians that any 
payment made to Dr. D. F. Murnaghan under existing 
circumstances would be liable to surcharge by the auditor, 
to whom the matter had been referred. It was decided to 
let the Local Government Board know that, in the words of 
a guardian, ‘ they would transact their own business and 
would pay the salary. If the Local Government Board 
attempted to surcharge them, they had the courts of law to 
decide who was right.’ The weak action of the Local 
Government Board in these cases is exciting great wonder. 
It is felt that they should either allow the guardians to 
make whatever appointments they like, or should firmly 
decide not to sanction their choice. Either course would 
show some decided action, but, instead, letters continue to 
be written week after week, a line of policy which makes all 
the country guardians feel that the Local Government Board 
is either divided in opinion or is afraid to act.” 


The Blinded in War at the Villa Aldobrandini. 

Grandly situated on the Tusculan Hills, within an hour 
by rail from Rome, and familiar to the English-speaking 
world through the verse of Frederick Locker and the 
gay romance of Mortimer Collins, the Aldobrandini Villa 
is at present the home of Italian officers and linesmen who 
have had their eyesight impaired or lost in action, whether 
in the Trentino or the Istrian Triangle. They are under the 
care of Professor Neuschiiler, an Italianised German, of the 
Roman Ophthalmic Clinique, who, assisted by his wife, the 
Signora Maria (nke Buonerba), has earned the gratitude ever 
due to supreme medical skill reinf jrced by the icujacitt de 
oveur. That gratitude (writes a Rome correspondent) has just 
found expression on the occasion of the fifteenth anniversary 
of Professor and Madame Neuschuler’s wedding-day, when, 
to their visible emotion, they received from their patients an 
illuminated parchment, on which the following inscription 
from the pen of Signor Leopoldo Micucci had been 
engrossed :— 

Quod v09 -quindeclm per anuos—una amoria et pietatia fide vinctoa 
—frontis uculia pro pa'ria dernissis—heu non datum videre—dolentium 
—cordis et mentis puriasimum lumen—gratia ardet perenni. 

(To see you, after 15 years of married life cemented by love 
and connubial loyalty, is, alas I denied to onr outer eye, extin¬ 
guished in our country's cause ; but, grieving as we do, our 
inner eye, with purest light of heart and mind, glows with 
the gratitude that never fades.) 

To this touching “manifesto” are appended the signa¬ 
tures of all the gallant patients now under treatment in 
Frascati's noblest villa. 


The Freemasons’ War Hospital. 

This hospital has been established at 237, Fulham-road, 
S.W., and contains 60 beds, with operating theatre, X-ray 
department, and apparatus for radiant-heat treatment. The 
institution is now complete and ready to receive the wounded. 
It will be conducted under the control of the War Office 
and the British Red Cross Society. The Hon. Arthur Stanley, 
M. P., and Dr. R. Fox-Symons, of the British Red Cross Society, 
have inspected the premises and expressed high approval 
of their suitability and of the up-to-date equipment they 
contain. They were accompanied by Sir Horace Marshall 
(honorary treasurer to the fund). Mr. C. E. Keyser (chair¬ 
man of the committee), Mr. G. F. Marshall (chairman of the 
honse committee), and Mr. Percy Still and Mr. C. H. Thorpe 
(honorary secretaries). The hospital will be occupied almost 
immediately by wounded soldiers ; and it is of interest to 
note that while it has been established by the generosity of 
Freemasons, membership of the Masonic body is not a con¬ 
dition of admission. An appeal to Freemasons has met with 
generous response ; but further financial help is needed for 
the hospital’s continued maintenance. 


OBITUARY OF THE WAR. 


GEORGE STANLEY GRAHAM, M.B., Ch.B. Liverp., 

LIEUTENANT, ROYAL ARMV MEDICAL CORPS. 

Lieutenant G. S. Graham, who died on June 19th at 
Amara, Mesopotamia, in his twenty-fourth year, was the 
only son of Captain R. P. Graham, of Bluadells&nds, 
Liverpool. He was educated at Oakes Institute and entered 
the Medical School 
of the University of 
Liverpool with the 
County and Gee 
scholarships, gain¬ 
ing also the Lyon 
Jones scholarship in 
1911. He took his 
degree with first- 
class honours in 
1915, having pre¬ 
viously acted as resi¬ 
dent officer at the 
Hospital for Women, 
the Children’s Infir¬ 
mary, and the Lying- 
in Hospital. After 
qualifying he was 
appointed house 
surgeon and resident 
medical officer to 
the Royal Infirmary, 

Liverpool. In 
November, 1915, he obtained a commission in the Royal 
Army Medical Corps, and went out in February, 1916, to 
meet an untimely death. 

One of his chiefs writes of Lieutenant Graham as an 
enthusiastic and skilful worker who had been, as a resident, 
useful to the staff and acceptable to the patients. The 
Vice-Chancellor of the University has recorded the regret 
felt by the members of the medical faculty at the loss of a 
life which showed so much promise. 


JOHN MAITLAND STENHOUSE, B.A., M.B., 

B.C. Cantab., 

CAPTAIX, ROYAL ARMY MEDICAL CORPS. 

Captain J. M. Stenhouse, who died on August 25th in a 
hospital in France of wounds received in action on July 18th, 
was the second son of the late Major-General W. Stenhouse, 
Indian Army, and was 38 years of age. He was educated at 
the Bedford Grammar School and entered Sidney Sussex 
College, Cambridge, where he graduated in medicine in 1903. 
After filling resident posts at the London Hospital he acted as 
travelling physician to Prince Leopold of Battenberg, spending 
two winters with him 
in Khartoum. In 
1906 he joined the 
staff of the Union 
Medical College at 
Peking, and during 
the outbreak of 
pneumonic plague in 
Manchuria five years 
later he volunteered 
his services to the 
Chinese Government 
and remained at 
Harbin until the 

disease had been 

stamped out. For 

his services he was 
decorated with the 
Order of the Double 
Dragon. During the 
recent revolution in 
China, 1911-12, he 
accompanied the 
Army, doing Red Cross work. Being in England on 
furlough at the outbreak of the present war he im¬ 
mediately obtained a commission in the Royal Army 
Medical Corps. After some months of work at home 
he went to France, where he was attached to a general 
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hospital until November, 1915, when he was transferred 
to the Royal Field Artillery, and it was while serving 
with them that he received the spinal wound which proved 
fatal later. 

The colonel of his brigade writes of Captain Stenhouse 
as a man who tended the wounded under the heaviest shell 
fire without any thought of his personal safety, and adds 
that he had been recommended for the D.S.O. Captain 
Stenhouse leaves a widow and two little boys. 


ALEXANDER PETRIE LOW, M.B., C.M. Edin., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain A. P. Low, who was killed in France on July 14th 
at the age of 41, was a native of Arbroath and was educated 
at the Academy there. He studied medicine at Edinburgh 
University and was medallist in physiology, practical 
anatomy, and practical pathology. After a short experi¬ 
ence as assistant in a mining practice in the North of 
England, he started in general practice in Dundee. Later he 
was appointed assistant surgeon and again surgeon to Dundee 
Royal Infirmary, and when the First Scottish General Hospital 
(T.) was organised he was a member of its staff, and as 
such was mobilised on the outbreak of war. After a year 
he applied for transfer to France, and had nearly com¬ 
pleted a year of service in various capacities. As 
medical officer with the Seaforth Highlanders he was 
following the attack, dressing his men under fire, when he 
was killed. 

Many of Captain Low’s comrades, both officers and men, 
have written expressing their appreciation of his courage and 
conscientiousness. Among his colleagues in civil life he took a 
full share of cooperative work as secretary and representa¬ 
tive in the British Medical Association. He is survived by 
a widow and two young sons. 


Soldiers' and Sailors’ Dental Aid Fund.—T his 
fund was started in November, 1914, and had for its object the 
giving of dental aid to sailors and soldiers to fit them for 
active service. It was closed in May, 1916, the War Office 
having intimated that the men of the home army need not 
have artificial teeth. From the statement of accounts which 
has just been issued it is shown that £6,815 were collected, 
and that after payment of expenses there was a cash balance 
of £140, which has been divided between the Royal and 
National Dental Hospitals. Application for help was received 
from 13,787 sailors and soldiers, including recruits. Surgical 
treatment was given in 11,455 cases, double dentures were 
provided in 1568 cases, and single dentures in 463 cases. 
The committee calls attention to the fact that less than 

per cent, of the subscribed fund has been spent in office 
expenses. 

Provision for the Sick and Wounded in 
Rumania. —Queen Marie of Rumania has taken the initia¬ 
tive in transforming the Royal Palace at Bucharest into a 
hospital for sick and wounded. Her Majesty has sent a 
telegram to Mr. Alfred Hurst, of Edinburgh, chairman of the 
National Rumanian Relief Fund, expressing appreciation of 
the work of the Edinburgh Committee formed for the purpose 
of presenting to Rumania motor ambulances and hospital 
equipment. Lord Rosebery, the President of the Fund, has 
given 100 guineas. 

Silver Badge for War Service.— The King 

has approved the issue of a silver war badge to officers 
and men of the British, Indian, and Overseas Forces 
who have served at home or abroad since August 4th, 1914, 
and who on account of age or physical infirmity arising 
from wounds or sickness caused by military service have, in 
the case of officers, retired or relinquished their com¬ 
missions, or, in the case of men, been discharged from the 
Army.! 

The Gazette of the 3rd London General 

Hospital. —The September issue of this Gazette maintains 
its reputation both in regard to literary matter and illustra¬ 
tions. It contains reproductions of portraits of Captain Sir 
J. F. H. Broadbent, Captain F. J, Wethered, Captain A. E. 
Dodson, and Captain L. A. Celestin. The matron recalls 
the fact that the hospital started with 520 beds, while now 
the majority of 1637 beds are occupied, and an extension up 
to 1800 beds is contemplated. 


Malingering and Self - Mutilation. — We 
publish elsewhere the new regulations under the Defence 
of the Realm Act making it penal to attempt escape 
from military service by feigning disease, or by producing 
disease by self-mutilation or self-drugging. It is an offence 
also against these regulations to assist any wouldrbe 
malingerer in such schemes. 

The First War Charity to be Registered.— 
The Joint War Committee of the British Red Cross Society 
and the Order of St. John is first on the new register under 
the War Charities Act. No one will challenge its right to 
this place. 

The sura of £1000 has been collected through 
Mr. T. R. St. Johnston, the District Commissioner of the 
Lau Islands, for the purchase of a pair of the latest type 
of Red Cross motor ambulances for the front. The Lau 
Islands are a group lying about 200 miles to the east of 
Fiji; and the natives, an intellectual type of the Polynesian 
race, are intensely loyal, and have previously subscribed 
largely to various patriotic funds. The islands produce 
about £100,000 worth of the all-important copra per annum. 

The Secretary of the War Office announces 
that all applications for permits to visit wounded or sick 
officers of the Territorial Force in France should be made at 
the Territorial Force Officers’ Casualty Department, York 
House, Kingsway, W.C., and not at the War Office. 


Ccrnsponimut. 


"Audi alteram partem.” 

TREATMENT OF VENEREAL DISEASES 
AT GENERAL HOSPITALS. 

To the Editor of The Lancet. 

Sir, —As surgeon to a provincial general hospital, I 
suggest it would be a good plan to follow up your excellent 
leading article of August 12th with another dealing with 
some of the difficulties in the way of working the plan of 
the Local Government Board. I am presuming that all are 
agreed that we should help to combat this admitted evil, and 
a free and full discussion in your columns would, no doubt, 
be very advantageous in suggestions for the best method of 
helping the scheme and possibly diminishing the difficulties. 
When my colleagues and myself met to consider the question 
it was thought it would not be easy, with the staff reduced to 
half just now, to start evening clinics, especially consider¬ 
ing that books and forms would have to be kept, and so far 
there is no indication that simplicity in these respects would 
be attended to. Then, again, how can the secrecy so much 
insisted on be maintained either at the clinic or in the 
hospital wards, when we are told no distinction whatever 
must be made between the venereal and other patients ! 
May not trouble arise with the other patients and 
nurses unless special wards and attendants are provided ? 
As cases would come not only from the town but also from 
the surrounding districts, who would have to be paid for, that 
increases the number of officials who would claim the right 
of visit and inspection, and add to the calls on the time and 
patience of the medical officer of the clinic. 

An opinion as to the rates of pay would be useful. Should 
the scheme be adopted, as in all probability it will be, the 
voluntary basis of hospitals is seriously encroached on, and 
sooner or later will, I think, disappear altogether, and all 
hospitals will be maintained and governed by the State. 
Opinion may vary as to the desirability of this, but that it is 
coming is, in my opinion, inevitable. Is the alternative 
preferable, that the treatment should be given at the special 
State institutions and by special State officials 7 It would 
probably be equally efficient, and would leave the hospitals to 
continue in their present method of government. These are 
some of the points that occur to me, and some discussion on 
them and many others I have not noticed would be a great 
help to hospitals and the profession generally. 

I am, Sir, yours faithfully, 

Raymond Shaw, M S.. M.B. Durh., 

Sept. 8th, 1916. Surgeon to the Great Yarmouth Hospital. 
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THE CHOICE OF AN/ESTHETIC FOR A 
MILITARY HOSPITAL. 

To the Editor of The Lancet. 

Sib,—C aptain A. G. Wilkins is to be congratulated on the 
great variety of methods he appears to have tried, as well as 
the quantity of expensive apparatus with which he has been 
supplied. At my hospital we obtained from the War Office 
the following—viz.: Two Hewitt's wide-bore gas and ether 
apparatus, but without any N 2 0. of which we have never 
been able to get more than enough for the dentist’s use, and 
that through some other chinnel ; two Ormsby's inhalers ; 
two Carter Braine's Junker apparatus ; two RendelTs masks 
and one or two Schitnmelbuseh masks; some small 11 oz. 
stoppered glass drop-bottles. Anything else we wanted we 
have been obliged to provide ourselves. 

After an experience of over 1500 cises among soldiers here 
I have arrived at the conclusion that the best method of 
maintaining anaesthesia In ne rly all ordinary surgical pro¬ 
cedures, and especially in long operations, is to give chloro¬ 
form by means of a Junker apparatus with a flannel-covered 



Modification of Hewitt’s Chloroform Mouth-prop and Tube. 


face-piece. I have employed this method in over 300 cases 
and have obtained far better results with it than I formerly 
had with ether or C.E. mixture. Some of my cases have 
been very long ones. My surgeons have been quite satisfied 
with the anaesthesia thus obtained. It would be interesting 
to know the opinions of Captain Wilkins’s surgeons on his 
results. 

May I call attention to a modification of Hewitt’s chloro¬ 
form mouth-prop and tube which the Holborn Surgical 
Instrument Company have made for me, in which rubber 
pad* are substituted for the usual lead facing ’? I enclose an 
illustration.—I am, Sir, yours faithfully, 

A. de Winter Baker, 

Senior Resident Anaesthetist, County of London War Hospital. 

Bpsora, Sept. 8th, 1916. 


TRENCH WARFARE AND RENAL 
FUNCTION. 

To the Editor of The Lancet. 

Sir, —Captain J. W. McLeod and Major Ameuilie in this 
week’s Lancet suggest that trench nephritis may have a 
scorbutic origin, being due partly to lack of fresh vegetable 
food and excess of protein. In May, 1915, the men in my 
battalion and those in the adjacent trenches were getting 
considerable quantities of vegetables, especially potatoes, 
leeks, and carrots. There were large heaps of covered 
potatoes near the ruined farms which were incorporated in 
the trench system. There were fields and gardens full 
of leeks, and every village garden had a stock of 
oarrots. Later on there were red currants in great 
quantities. The diet, therefore, was not scorbutic in 
the least, and yet just at this period albuminuria and 
nephritis were very common. That the men ate far too 
much I quite agree, but this is common in ordinary life. ' In 
a short article to The Lancet (Feb. 26th, 1916). I suggested 
that the nephritis might be infective. It is not rare to get 
a mild nephritis in many febrile diseases, as in tonsillitis, 
influenza, and empyema, Sec. I often wonder if there is 
not too great a tendency to ascribe inflammation of the 
kidneys to toxins rather than to infective organisms. I 
would not dogmatise, for a moment, on the subject, and I 
am aware that in certain parts of the line there was a lack of 
vegetable food. In our part, however, there was no lack, 
yet there was a good deal of nephritis. 

I am, Sir, yours faithfully, 

London Hospital, E„ Sept. 11th, 191?. F. G. ’ HANDLER. 


THE PRICE OF GAS. 

To the Editor of The Lancet. 

Sir, —In your issue of Sept. 2nd, in the course of an 
interesting and sound article on “ Economy and Public 
Health,” you remark: “The gas companies are charging the 
public more for gas. Why gas should be dearer when gas 

residuals are in enormously increased demand . passes 

the common understanding." 

May 1 point out that the price of gas is never raised 
except under the greatest stress of circumstances, not only 
because gas managers are keenly alive to the commercial 
advantage of a low price, but because, under the terms of 
the exceedingly wise bargain made between Parliament and 
the gas industry (alike for the protection of the public and 
for the encouragement and reward of prudent enterprise and 
sound management) a rise in the price of gas must in the 
case of the great majority of undertakings be attended hy a 
fall in the rate of dividend payable; and, conversely, a 
condition precedent to an increased dividend is a reduced 
price to the consumer. 

It is true that residuals are producing an increased revenue 
for gas undertakings at present, but this is far more than 
counterbalanced by the high cost of the principal raw 
material (coal) and of its carriage, by the increased cost of 
every other material used on a gas works, and by the 
substantially higher wages bill. 

The following figures from the accounts for the past half 
year of the Gas Light and Coke Company clearly illustrate 
these facts:— 

Expenditure : June half-year, 1915 .£1,896,231 

,, „ 1916 . 2,431,626 

Increased expenditure . 535,395 

Revenue from residuals: 

June half-year, 1915 . £439.449 

„ „ 1916 . 758,207 

Increased revenue . 318,758 

Excess of increased working expenses over 
increased revenue from residuals . £216,637 

Such figures, which are characteristic of many others, fully 
justify the comparatively small percentages of increase which 
gas undertakings have been obliged to make in the prices 
charged to the public—increases accompanied, as I have 
pointed out, by decreases in dividends distributed. 

If all industries could have been controlled by such an 
equitable “sliding scale” arrangement there would be no 
agitation against profiteers to-day. 

I am, Sir, yours faithfully, 

W. M. Mason, 

Secretary, the British Commercial Gas Association. 

Victoria street, Westminster, Sept. 12th, 1916. 


IMMOBILITY AFTER JOINT INJURY. 

To the Editor of The Lancet. 

Sir,—I have read the letter of Sir John Cd(lie in 
The Lancet of Sept. 2nd, p. 447, upon the above subject with 
much pleasure, feeling sure that he is reasoning in the right 
direction. This method I have been advocating during my 
professional life, and have been carrying it out with decided 
benefit to patients and pecuniary advantage to employers. 
There is no doubt that in injuries in connexion with 
joints, as well as injuries occurring in other parts of limbs, 
traumatic myositis, neuritis, fibrositis, periostitis, and 
synovitis tike place, hence adhesions are formed, and these 
should be broken down so soon as the acute inflammation 
has ceased. I see cases almost daily where slight injuries 
in the vicinity of joints compel a patient to perhaps lie 
up, or necessitate his absence from duty, his time being 
wasted, and in industrial cases his employer is out of pocket; 
if massage had been used all this should have been 
obviated to a certain, in some cases, a considerable extent. 
It is known to many how much more quickly fractures unite 
and how deformities are avoided when the seat of the 
mischief is uncovered and massaged occasionally instead of 
the limb being immobilised, as in plaster, and not being 
seen until union, perhaps faulty union, has taken place. 
The course which I pursue in connexion with appropriate 
cases is to commence massage and passive motion as soon as 
the acute traumatic inflammation has subsided, working 
gently at first and more forcibly as time goes on and the 
patient can tolerate more.—I am. Sir, yonrs faithfully, 
Clevelai.ri-'errace. 4V . Sept. 6th, 1916. D, GAULT. 
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“ QUININE PARADES.” 

To the Editor of The Lancet. 

Sir, —Surely Mr. Halford Ross has exhibited some 
mental confusion in his letter, under this heading, wherein 
he jeers at the idea of lowering or abolishing the 
incidence of venereal diseases by curing the infected indi¬ 
viduals. These diseases are not, as far as is at present 
known, at all comparable with malaria, tuberculosis, 
or diphtheria. Malaria is carried in a second host, 
tuberculosis by contaminated dust and possibly by milk, 
and diphtheria may certainly be borne by milk as 
well as by contact. The cure of individual cases of 
these diseases is therefore likely to do little good in 
the case of the first and some good in the case of the 
two others. In syphilis, as far as we at present know, 
personal contact or contact with very recently infected 
materials is a necessity for the production of the disease. 
The reason for the extensive spread is largely the prolonged 
infectivity of the patient. The rapid cure or the abolition 
of this infectivity would, therefore, appear to be a most 
important factor in reducing the incidence of the disease, 
and although a higher morality is to be strenuously sought 
for, it is not the only method of combating the spread of 
syphilis. The four diseases named by Mr. Ross all show 
great differences in the manner of their spreading, and to 
confuse syphilis with malaria in this manner would be likely 
to cause disastrous results. 

I am, Sir, yours faithfully, 

Harley-street, W., Sept. 11th. 1916. ARTHUR WHITFIELD 


To the Editor of The Lancet. 

Sir,—A llow me to endorse every word of Mr. H. Ross’s 
letter in The Lancet of Sept. 9th, against the pro¬ 
phylactic treatment of our troops in the Mediterranean with 
quinine against malaria. It is an easy-going Indian official 
view—no other country relies on it- and saves the trouble 
and expense of mosquito-curtains, wire-netted hospitals, 
huts, and houses plus an anti-mosquito campugn, which 
are the only real safeguards. So long ago as 1890 
1 reported in Burma the failure of the drug in 
this respect both in the Indian Medical fJazette and to 
the late Lord Roberts. 

A few months ago Captain H. Stott, I.M.S., of Madras, 
after classical experiments with alternate companies of his 
regiment in Burma remarks: “The results are directly 
opposed to preconceived ideas on the subject,” and he asks 
for an inquiry as “an urgent necessity ” on the subject. 

If facts and figures ever prove anything, the last annual 
report (1913) published of the Sanitary Commissioner with 
the Government of India settles the question for ever. 
Vide pp. 12, 13, 32, 33, 62, &c.—e.g., at Baroda the admis¬ 
sions for malaria (native troops) reached 634 per mille, 
though “quinine was given throughout the year.” At 
Peshawar (British troops) to 351 per mille. and the 
medical officer notes that “ the parasites resisted the effects 
of cinchonisation.” At Rtwal Pindi to 564 per mille, and the 
medical officer notes that "quinine was given twice weekly 
on consecutive days, and for four months after discharge, all 
blood being examined.” At Lahore the figures rise to 785 
per mille. I am, Sir, yours faithfully. 

G C. Hall, 

Barnes, S.W., Sept. 12th. 1916. Captain, I. M S. (retired). 


TEPID BA.THS IN THE TREATMENT OF 
MALARIA. 

To the Editor of The Lancet. 

Sir, —In July and August I practise at an Alpine health 
resort, the Soravix valley in the canton of Grisons. 
situated 1300 metres above sea-level. This year I was in 
charge of 83 interned German invalided soldiers, who spent 
the summer at our smaller hotel. About 22 had suffered 
from malaria and 15 had still acute and severe attacks of 
malaria every three to eight days. I ordered tepid half¬ 
baths to be given to all these cases three times a week, such 
as have given me excellent results in the treatment of 
infantile catarrhal pneumonia. 1 

The bath tub is only filled about one-third with water of 


1 The Lahcet, vol. i., 1902, p. 1826. 


23° C. Legs, arms, back, and chest are alternately rubbed 
vigorously for five minutes. The results were very satisfactory, 
as will be seen from the following statistics referring to 15 
soldiers :— 

No. of severe attack® 
per month. 

1. During captivity in Algiers. Corsica, and French 

hospitals, under continual quinine treatment ... 107 

2. During the stay in the S »mvix valley under inter¬ 

mediate quinine treatment. 65 

3. During the stay in the Somvix valley under hath 

treatment . 5 

Very severe attacks did not occur any more, five were 
fairly severe, eight abortive, with slight fever of short 
duration. Convalescents made rapid progress, the anaemia 
decreased, and the action of the heart improved. In five 
cases of recurrence the baths are now given five to six 
times a week. I am, Sir, yours faithfully, 

Theodore Zangger, M.D. 

Somvix Valley, August 19th, 1916. 

ABDOMINAL PREGNANCY, PROBABLY 
PRIMARY. 

To the Editor of The Lancet. 

Sir, —Your invaluable periodical has reached the under¬ 
signed without interruption (in spite of submarines, Arc.) 
throughout the European War, as it had been doing pre¬ 
viously for a quarter of a century. It must be difficult for 
you to appreciate the satisfaction experienced by one in such 
an Ultima Thule as this, to feast on the banquets provided 
for his repast by the contributors who collaborate in the 
weekly production of The Lancet ; but none the less there 
are occasions when one is tempted to criticise. 

Such seems to be the case in an article which appears, 
under the title of this note, in the issue, July 15th, 1916, by 
Dr. F. J. McCann. One of the reasons given for not making a 
diagnosis until too late, or what is the same thing, until the 
toxiemia had progressed beyond the reach of cure, was the 
extreme abdominal tenderness, which made the patient resent 
any attempted pressure. Is it permitted to ask : Why an 
anaesthetic was not used in snoh a case, to facilitate manipu¬ 
lations 2 

There is no comment intended on a valuable scientific 
contribution, only the question is asked: Has the war 
exhausted Duncan and Flockhart’s supply, or that of Adrienne 
(Merck's being non-gettable) ? Or was there some contra¬ 
indication, not discernible by the reader, to the use of an 
agent which in even much less skilled hands than those of 
the “surgeon to the Samaritan Free Hospital for Women” 
would have almost surely rendered possible an earlier 
diagnosis, and thereby saved the life of a comparatively 
yonng mother of three children. 

Enclosing my card, I am, Sir, yours faithfully, 

Guatemala City, Central America, August 15th, 1916. W. 


Hlebical Ifctos. 


King’s College Hospital Medical School. 
(University of London).— A Burney Yeo scholarship for 
1916 has been awarded to E. A. Woods, B.A., New College, 
Oxford. 

Presentation to Dr. R. Armstrong-.Jones.—O n 

Sept. 7th, Dr. Robert Armstrong-Jones was presented by 
the staff, medical and lay, of Clayburv County Asylum 
with a silver tea and coffee service on the occasion of his 
retiring from the post of resilient physician and superin¬ 
tendent after 24 years’ service. Tne enthusiasm of the 
proceedings, at which most of the staff were present, bore 
testimony to the esteem in which Dr. Armstrong-Jones 
was held. The chair was occupied by Mr. Chapman, 
chairman of the London County Council Asylums Com¬ 
mittee, who bestowed great praise on Dr. Armstrong-Jones 
for his work, viewed from the standpoint of the County 
Council, and said that there was little doubt that the country 
would still receive the benefit of his great knowledge and 
experience. Dr. C. T. Ewart said that Claybury took a 
foremost place among the asylums of the world, and the 
loss of their excellent superintendent must determine them 
to strive that this should continue to be the case. Dr. 
Armstrong-Jones will continue his lectures on mental 
diseases at St. Bartholomew’s Hospital and hie work as a 
consultant in mental oases to the military forces in London. 




Tan Lancet,] 


APPOINTMENTS.—VACANCIES. 
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Jppointmriits. 


Successful applicants for vacancies, secretaries of Public Institutions, 
and. others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the Hub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Adam*), Alfred, M.A., M.B.. B.Cti. Oxon., L.R.C.P. Lond., M.R.C.S., 
has been appointed temporarily Medlc.il O(fleer for the Looe 
District by the Liskeard (Cornwall) Board of Guardians. 

Barnes, Frank. M.B.. M.S. Lond., F.R.C.3. Eng., Honorary Surgeon 
to the General Hospital, Birmingham. 

Bk >wxe, W. M, L.R.C.P. AS. Edln., L.F.P.S. GUsg., Certifying 
Surgeon under the Factory and Workshop Acts for the Uffculme 
District of the county of Devon. 

Carlyle, P. M . M B.. C.M. Kdin., Certifying Surgeon under the 
Factory and Workshop Acts for H.M. Factory at Gretna, in the 
counties of Cumberland and Dumfries. 

Devlin, J. F. P.. Certifying Surgeon under the Faotory and Workshop 
Acts for the Gorlin District of the county of Tyrone. 

I)vu all, Brennan, M.B., B.S. Lond., F.R.C.S. Eng.. L.R.C.P. Lond., 
Honorary Surgeon to the Royal Devon and Exeter Hospital. 

Dr. Osmond. Public Vaccinator for Hayle, by the Redruth (Cornwall) 
Board of Guardians. 


Vacancies. 


For farther information regarding each vacancy reference should be 
made to the advertisement {see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are reguested to communicate with the Editor. 

Birmingham. City Fever Hospital, Little Bromwich.—Resident 
Female Medical Officer. Salarj- £250 per annum, with board. 

Birmingham General Dispensary.— Resident Medical Officer, un¬ 
married. Salary £250 per annum, with apartments. Ac. 

Birmingham a.nd Midland Ete Hospital, Church-street.—Resident 
Surgical Officer. Salary £300 per annum, with residence, Ac. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 
Salary £200 per annum, with board. Ac. 

Brighton County Borough Asylum, Haywards Heath.—Locum 
Tenens Assistant Resident Medical Officer for four or live weeks. 
Salary £6 6s. per week, Ac. 

Bristol Royal Infirmary. —House Physician. Salary at rate of 
£120 per annum, with board, Ac. 

Cardiff. King Edward VII.'s Hospital. —House Surgeon for six 
mouths. Salary at rate of £140 per annum, with board, Ac. 

Derby. Derbyshire Royal Infirmary.—Two Females as House 
Physicians, Anesthetists, and Casualty .Officers. Salary £150 per 
annum, with board, Ac. 

Dudley, Guest Hospital.—A ssistant House Surgeon. Salary £120 
per annum, with board. Ac. 

Dundee. King's Cross (Fever) Hospital.—R esident. Salary £150 per 
annum, with board, Ac 

Hvelina Hospital for Children, Southwark, London. S.B.— 
House Phyncian. Salary at rate of £160 per annum, with board, Ac. 
Also Clinical Assistants in Out-patient Departments. 

Great Yarmouth Hospital. -House Surgeon, unmarried. Salary 
£200 per annum, with board. Ac. 

Guildford, Royal Surrey County Hospital.—H ouse Surgeon. 

Harrogate Infirmary.— House Surgeon. 

Huddersfield Royal Infirmary.—Two Assistant House Surgeons. 
Salary per annum—qualitied £100, unqualified £80, with board. Ac. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200 per annum, with board, Ac. 

Ministry of Munitions.— Female Medical Officer for Factory in 
Western Midlands. Salary £400 per annum. 

Plaistow Fever Hospital. E.—Female Second Assistant Medical 
Officer. Salary at rate of £150 per annum, with board. Ac. 

Royal London Ophthalmic Hospitai, City-road, E.C.— Third House 
Surgeon. Salarv at rate of £50 per annum, with board, Ac. 

Salford Royal Hospital. —House Surgeon. Salary at rate of 
£203 per annum, with board, Ac. And Junior House Surgeon. 
Salary at rate of £150 per annum, with board, Ac. 

Sheffield City Hospitals (Infectious Diseases).— Assistant 
Medical Officer. Salary £225 per annum, with b>ard, Ac. 

Sheffield. Royal Infirmary. -Two House Surgeons. Salarj- £100 
per annum, with board. Ac. 

Sheffield University. —Demonstrator in Pathology and Bacterio¬ 
logy. Salary at rate of £300 per annum. 

Sunderland Royai Infirmary. Children’s Hospital.— Resident 
Medical Officer for six months. Salary £150 per annum, with 
board. Ac. 

West Bromwich and District Hospital.— Assistant House 8urgeon. 
salary £120 per annum, with board, Ac. 

West Ham Hospital, Stratford.—Resident House Surgeon. Salary 
£150 per annum, with board, Ac. 

West Ham Union Infirmary, Whipps Cross-road, Leytonstone, N.E. 
—Resident Assistant Medical Officer. Salary £300 per annum, Ac. 


The Chief inspector of Factories, Home Office, London, S.W., gives 
notice of vacancies for Certifying Surgeons under the Factory 
and Workshop A:ts at Godaiming, Surrey; and at Sidraouth, 
Devon. 


ijfiirtbs, Jftarriagcs, aitb Jratjjs. 


BIRTHS. 

Forbes.— On Sept. 8th, at Elgin Mansions. Elgln-avenue, W., to 
Captain W. S. Forbes, R.A.M.C. (T ). and Mrs. Forbes—a daughter. 
Ross — On Sept. 8th, at Chapel-street, Leigh, Lancashire, the wife of 
A. T. Ross, M.D., F.R.C.S. E., late Lieutenant. R.A.M C..ofa sou. 
Simpson.—O n Sept. 11th, at Hedcliffe, Murray field, Edinburgh, the 
wife of Surgeon A. Simpson, R.N.-a son. 


MARRIAGES. 

Campbell—Pai.mf.r.— On Sept. 12th, at St. Marylebone Church, by the 
Very Rev. the Dean of Lincoln (cousin of the bride), Fleet-Surgeon 
John A. Campbell. M.D., R.N .to Constance Marj\ only daughter 
of Frederick S. Palmer. M.I)., F.R.C.P., and Mrs. Palmer, of 
Wlmpole-street and Clarence Gate-gardens. 

Phillips -Trimble. —On Sept. 6th, at All Saints’ Church, South 
Merstham, Montagu Phillips, M.A., M.D. Cantab., to Margaret 
Edith (Greta). Youngest daughter of the late James Trimble, Deputj 7 
Inspector, R.N..and Mrs. Trimble, Battle Bridge House, Merstham, 
Surrey. 

Stopford—Allan.—A t St. George’s Church, Blackburn, on Thursday. 
Sept. 7th. bj 7 the Rev. J. U. C. Macauley, bkelmorlle Church, 
Weymss Bay, John S. B. Stopford, M.D., elder son of Mr. and Mrs. 
Stopford, Woodbank, Macclesfield, to Lily Allan, M.B., youuger 
daughter of Mr. and Mrs. Allan, Kersal, Blackburn. 


DEATHS. 

Keates.— On Sept. 9th. suddenly, William Cooper Keates, M.R.C.S., 
L.R.C.P.. of East Dulwich-road, S.E.. aged 65years. 

Miller —Killed in action, on Sept . 8th, Captain George Sefton Miller, 
H.A.M.C., F.R.C.S., aged 25 years. 

Noyes.— On Sept. 5th.. in Bornbaj 7 , of paratyphoid, Captain H. F. G. 
Noj-es. R.A.M.C., aged 36 years. 

Selby.—O n Sept. 8th, at Lucknow, India. William Selby, D.9.O., 
Lieutenant-Colonel. I.M.S., F.R.C.S., Principal, King George's 
Medical College. Lucknow, honorary surgeon to the Viceroy of 
India, aged 47 years. _ 

N.B —A fee of 5s. is charged for the insertion of Notices of Births, 
Marriages, and Deaths. 


BOOKS, ETC., RECEIVED. 


Aplard and Son, London. 

Traumatic Pneumonia and Traumatic Tuberculosis. By F. Parkes 
Weber, M.A., M.D., F.R.U.P. Lond. Reprinted from Clinical 
Journal, Julj% 1916. Price 6 d. 

American Laryngological Association, New York. 

Transactions of the Thirty-seventh Annual Meeting at Niagara Falls, 
Canada. June, 1915 

Arnold, Edward. London. 

Food and the Principles of Dietetics. By Robert Hutchison, M.D 
Edin., F.K.C.P. Fourth edition. Price 16s. net. 

Cambridge University Press, Cambridge and London. 

Growth in Length : Embryological Essays. By Richard Assheton. 
M.A., Sc.D . F.R.S. Price 2s. 6 d. net. 

Churchill. J. and A., London. 

Gynaecology for Students and Practitioners. By Thomas Watts 
E*en, M.D . F.R.C-d., F R.C.P. (Temporarj' Major, R.A.M.C.), and 
Cuthbert Lockyer, M.D.. B.S., F.lt.C.S., F.R.C.P. 

Green, W., and Sons. London and Edinburgh. 

An Introduction to Dermatology. Bj' Norman Walker, M D . F.R.C.P., 
with the assistance of R. Cranston Low, M.B., F.R.C.P. Sixth 
edition. Price 15s. net. 

HeinemANN. William, London. 

Lateral Curvature of the Spine and Round Shoulders. By Robert W. 
Lovett. M.D. Boston. Third edition. Price 3«. 6 d. net. 

Refraction of the Human Eye and Methods of Estimating the 
Refraction (Including a Section on the Fitting of Spectacles and 
Eye Glasses. &c.). By James Thorington, A.M., M.D Price lCs. 6 d. 
net. 

Hoeber. Paul, New York. 

Roentgenograpbic Diagnosis of Dental Infection in Sjstemlc Diseases. 
By Sinclair Tousej-, M.D. Price $1.50 

Kegan Paul, Trench, TrUbxer and Co., London. 

Natural Painless Childbirth and the Determination of Sex. By Filip 
Sylvan, M.D. Pricels.6d.net. 

Laurie. T. Werner, London. 

The Perils of Peace. By Cecil Chesterton. With an Introduction by 
Hilaire Belloc. Price 2s. net. 

Lippincott. J. B.. Company. London and Philadelphia. 

The Basis of Symptoms: the Principles of Clinical Pathology. By 
Dr. Ludolph Krehl. Translated from seventh German edition by 
A. F. Belfeld, Ph B.. M.D.; with Introduction by A. W. Hewlett, 
M.D. Third American edition. Price 21* net. 

International Clinics. Edited by H. R. M. Landis. M.D., and others. 
Vol. II. Price 35«. net of four vols. 

A Glossary of Botanic Terms, with their Derivation and Accent. By 
Benjamin Daydon Jackson. Third edition. Price 7s. 6d. net. 

Longmans. Green, and Co., London. 

Annual Charities Register and Digest, 1916. Edited by C. S. Loch. 
Price 5s. net. 

Medical Society of London. 

Transactions: Session October, 1915-May, 1916. Vol. XXXIX. 

Methuen and Co., London. 

A Farmer In Serbia. Bj' Ellen Chlvers Davies. Price 6«. net. 
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States, SJprt Comments, ante Jnstoers 
tff Comspaitiieitts. 

MEDICAL FEES IN MANCHESTER. 
According to a communication to a Manchester paper the 
doctors have decided to increase their fees for consulta¬ 
tions at the surgery and visits at patients’ houses. The 
writer, who appears to be well informed, states that much 
of the doctor’s time is wasted in unnecessary calls and 
that unless some check is put on these, life will no longer 
be worth living for the medical man in Manchester. On 
inquiry we are officially informed that there has been no 
general increase of fees such as is stated. We understand, 
however, that the medical profession in Manchester is, in 
point of fact, terribly overworked, and that it is no 
unusual thing for a practitioner to begin his round at 
8.30 a.m. and finish at 10 P.M. Our correspondent tells us 
that there are not enough men to do the work of both 
hospital and private practice, and that the work of both is 
suffering. If this is so in September, which is ordinarily 
the slackest time of year for medical practice, lie queries 
what the conditions will be like in the coming winter. 

A PNEUMATIC CRUTCH-TOP. 

To the Editor of The Lancet. 

Sir,— In The Lancet of Sept. 9th, p. 480, you illustrate 
and describe Mr. R. C. Pierce’s “Pneumatic Crutch-top.” 
I have had experience of the value of a similar crutch-top. 
Eighteen years ago I had such a one made for a young girl 
who came* under my care for paralysis of her left arm. She 
was suffering from a shortening of her left leg which neces¬ 
sitated the use of a crutch, which had caused the paralysis. 
The pneumatic-topped crutch met all the requirements of 
her case and has enabled her to carry out her duties without 
inconvenience. I am, Sir, yours faithfully, 

Dublin, Sept. Sth, 1916. * GEORGE Fjy. 

MEDICAL INSTITUTIONS IN FIJI: REPORT FOR 1915. 
In a report on the affairs of Fiji for the year 1915 Mr. 
R. S. D. Rankin, Acting Colonial Secretary, states that 
the principal medical institution, the Colonial Hospital, 
Suva, is under the supervision of the chief medical 
officer, with a resident medical officer in charge, who is 
assisted by a junior. The number of patients treated in 
the hospital during the year was 1512, of whom 216 were 
Europeans. At the branch hospital at Levuka, which is 
under the charge of the district medical officer, assisted by 
a European and a native nurse, there were 808 admissions, 
including 16 Europeans. There are 11 provincial hospitals 
for the treatment of native Fijians; these are supervised 
by Government medical officers, and the total number of 
admissions was 4349. To the lunatic asylum at Suva 
there were during the year 29 admissions and 14 discharges, 
45 patients remaining in the asylum on Dec. 31st, 1915. 
Ou the same date there were 249 inmates of the leper 
asylum on the island of Makogai. which is under the care 
of a medical superintendent, who is assisted by a European 
medical officer, with five European and three Fijian 
nursing sisters. The estimated total population of the 
colony is now 159,321, there having been an increase of 
19,780 since the Census of 1911. The total rainfall recorded 
at Suva in 1915 was 99 572 inches, as compared with 140*247 
in 1914 and 122*539 in 1913. The mean shade tempera¬ 
tures at Suva for the year were 71*8° minimum and 82*3° 
maximum. 

A HOSPITAL SHIP FOR THE SULU ARCHIPELAGO. 
For more than 200 years efforts have been made, principally 
through the use of military force, to bring the Moros and 
near-related tribes who inhabit the Sulu Archipelago under 
the influence of civilisation. Spain was unable to accom¬ 
plish this, and similar efforts made by the United States 
have not met with much greater success. The Sulu 
Archipelago, composing the southern group of the Philip¬ 
pines, comprises a large number of small islands. These 
are inhabited by about 200,000 persons of the Mohammedan 
faith who lead a nomadic or semi-nomadic life. The 
Moros since their entry into history have been a people 
apart. They were the famous Malay pirates that terrorised 
the Malay'seas and devastated the Philippine Islands to 
tne north. The Moro is a man of good physique, quick 
mind, and of active habits, but he has been so alienated 
from the rest of the world that the benefits of civilisation 
have never reached him. Preliminary investigation shows 
that the medical needs of the people are great. They suffer 
from malnutrition and from diseases fostered by filth 
and negligence. The common diseases are skin diseases 
in their worst forms, malaria, hookworm disease, 


dysentery, and some of the other preventable infections. 
The establishment of dispensaries at different places in the 
Sulu Archipelago similar to those in the more northern 
islands is not practical because they would only reach a 
very small fraction of the inhabitants, who are* scattered 
over a large number of small islands. The Rockefeller 
Foundation proposes to meet the situation by providing a 
hospital ship to go from island to island meeting the people 
at established points, bringing medical relief to the afflicted, 
training midwives, giving general instruction to the people, 
and guiding and stimulating them to self help. The Inter¬ 
national Health Board has entered into an arrangement 
with the Philippine Government to equip and maintain 
the ship for five years. 

RELICS. 

To the Editor of The Lancet. 

Sir,—T he busy quest for relics at Cuftlev, where the 
Zeppelin, like Lucifer, dropped 

**. headlong flaming from th’ ethereal Bky 

With hideous ruin and combustion.” 

has revived in me a desire for information regarding a 
memento in my own possession. I hasten to add that I have 
none of the missing parts of the defunct air-ship. 

I have a tiny book along the back of which runs the legend, 
“ Relic of the Royal George.” Its title-page declares it to be 
“A Narrative of the Loss of H.M.S. Royal Georye , of 108 
Guns, Sunk at Spithead, August 29th, 1782, with a Concise 
Account of Colonel Pasley’s Operations on the Wreck in 1839 
and 1840.” and it was printed at Portsmouth in the latter of 
these years. Its covers are of polished wood, and upon each 
is punched an oval stamp bearing the names “E. & E. 
Emanuel, Portsmouth.” Containing four coloured full-page 
cuts (one a portrait of Rear-Admiral Richard Kempenfelt) 
and 80 pages of clear letter-press, the book is a creditable 
turn-out of the old hand printing-press at the dawn of the 
Victorian era. 

Can any reader of The Lancet tell me whether the names 
stamped into the wood are a testification that the covers 
have indeed been fashioned out of a reclaimed chunk of 
the old battleship, which had lain at the bottom of the sea 
for 57 years? I am, Sir, yours faithfully. 

Sept. 11th, 1916. W. R. 

TYPHUS AT THE PORT OF NEW YORF. 

In his annual report (Albany : J. B. Lyon Co. 1916), as 
health officer of the Port of New York, Dr. J. J. O’Connell, 
who died in office on Jan. 1st, gives an interesting account 
of the measures adopted in respect of typhus and their 
success. A circular letter was addressed on April 12th, 
1915, to the steamship companies whose vessels carry 
passengers from the Near East,asking them to deal before 
embarkation with all persons from provinces in which 
typhus fever is epidemic, submitting them to an anti- 
parasitic bath with special treatment of the hair with 
oleum auisi or similar remedy, their clothes and effects to 
fumigation, and their quarters on board vessel to careful 
cleaning after disembarkation. A week later an instruc¬ 
tion wa3 issued to fumigate with 5 per cent. SO*all steerage 
compartments and hospitals of vessels from ports east of 
the Adriatic. Towards the end of the year it was noticed 
that sanitary conditions in the steerage of vessels from 
Greece were much improved, and the number of pedicu¬ 
losis cases found in the quarantine examination greatly 
reduced. Only two typhus ships entered the port during 
the year, both in May, each with one case only. Among 
380 contacts no single secondary case occurred. 


J. M .—There are no quite generally accepted rules of pro¬ 
fessional procedure in regard to attendance on a brother 
practitioner; the question cannot be answered pre¬ 
cisely. Most medical men make an abatement, and 
nearly all remit the fees to those with whom they have 
been in personal relations, though this is obviously a 
matter that may want arrangement. If the medical 
adviser to whom our correspondent alludes thought that 
the compensation paid by the company for the accident 
would certainly cover the amount of the account he 
rendered he would rightly consider that the patient would 
not have to pay the fees for attendance out of his own 
pocket. 

A. /*’. D .—The dye mentioned should be used with caution, 
as in certain quantities it has been known to produce 
vomiting ami albuminuria. Its tinctorial power is, how¬ 
ever, strong, and probably the infinitesimal quantity used 
would be harmless. There are many excellent brown 
colourings, generally knowu as caramels, whose use is 
preferable. 

Communications not noticed in our present issue will 
receive attention in our next. 
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% Series of Cases 

OF 

CEREBRAL EMBOLISM CONSEQUENT ON 
THE RECEPTION OF GUNSHOT INJURY 
TO THE CAROTID ARTERIES. 

By Sir Ci H. MAKINS, K.C.M.G., C.B., 

F R.C.S., 

TERPOIURV Sl'ROEONGESERlL ; CONSULTING SURGEON TO THE FORCES. 

The occurrence of thrombosis in the great arteries of the 
limbs in consequence of gunshot injury to the vessels, short of 
actual perforating lesions, is comparatively frequent. These 
injuries not uncommonly progress favourably, and although 
arterial thrombosis is as a rule followed by an identical sub¬ 
sequent lowering of the general nutrition of the limb to that 
seen after obliteration of the lumen of a great vessel by 
ligature, yet a useful limb is the common permanent result. 
Experience, moreover, has abundantly proved that the 
deposition of arterial thrombi may he entirely independent 
of septic infection, and that emboli as free from infection 
as those arising from the detachment of clot from the 
interior of an aneurysmal sac are not infrequent. When a 
thrombosed vessel lies exposed in an infected wound the 
consequences may be less favourable, as the thrombus is then 
apt to disintegrate, and either septic emboli may be set free 
or secondary htemorrhage may occur when the weakened 
damaged arterial wall becomes exposed to the full force 
of the blood pressure. 

The group of cases which forms the subject matter of 
this paper consists of a series of injuries to the great vessels 
of the neck. They illustrate the whole subject and offer 
special interest from the fact that embolic obstruction of 
even minor cerebral vessels may produce more serious 
effects and is more readily recognised than the blocking of 
vessels supplying small areas of the limb where arterial 
anastomosis is freer and where degeneration of the tissues 
concerned is less important in its effects. 

Signs of cerebral disturbance, apart from those of simple 
cerebral annmiia, secondary to injuries to the great vessels of 
the neck, either due to accidental wounds or the result of 
operative procedure, are occasionally met with in civil 
practice, and difficulty has arisen in explaining them. The 
opportunity afforded by military practice for observation of 
numerous cervical wounds of a contused character has 
shown this complication to be more common than has been 
previously recognised, and has afforded occasion for the 
elucidation of its nature. 

The cases shortly dealt with below are of considerable prac¬ 
tical interest both from the unfavourable prognostic course 
observed and also the complicated nature of the symptoms 
liable to be met with. The present communication is founded 
on the clinical history of 14 cases, and I must at once 
express my gratitude and indebtedness to my colleague, 
Lieutenant-Colonel Gordon Holmes, for his kindness in 
examining at my request the larger number of the patients 
and furnishing me with authoritative neurological details of 
their condition. 

Nature of the Injury to the Vessels. 

Although chief interest lies in instances in which embolism 
follows a non-perforating lesion of the vessels, yet it has 
seemed advisable to include in this communication certain 
cases in which a perforating injury was known to exist, 
because the symptoms and clinical history are identical in 
either class, and in the latter no reasonable doubt can be 
entertained as to the origin of the embolus and its causal 
imnortance in the production of the cerebral syrtiptoms. 

The presence of a definite perforating wound of the 
artery has been assumed from the existence of obvious 
signs. Thus, a systolic arterial brnit, an arterio-venous 
murmur and purring thrill, the detection of a pulsating 
swelling in the course of the vessel, or the occurrence of 
secondary htemorrhage demanding snrgical intervention. 
In one instance also the locality of the injury and the 
probability of an obliterated opening was indicated by a 
small circumscribed induration in the course of the vessel. 
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A non-penetrating injury has been assumed when none 
of the above signs could be detected, while diminution 
or abolition of the carotid or superficial temporal pulses 
has been regarded as evidence of obstruction or complete 
obliteration of the arterial lumen. 

It may be observed in relation to the latter signs that 
obliteration or considerable diminution of the distal pnlse, 
although a corroborative factor, is by no means a 
necessary sign for the diagnosis of the formation of an 
arterial thrombus. As I have already pointed out in a 
previous communication on the vascular injuries due to gun¬ 
shot wounds, 1 a lateral lesion consisting essentially in a 
rupture of the intima may be followed by the formation of 
a lateral mural thrombus deposited at the injured area. 
Such thrombi projecting into the lumen of the vessel may 
gradually grow and completely obstruct the vessel or may 
become detached and give origin to an embolus. A limited 
lesion is indeed probably a more serious source of danger 
than a more extensive damage leading to the rapid formation 
of a completely occluding thrombus, since the latter 
possesses a firmer attachment to the whole circumference of 
the vessel, and consequently greater ability to resist the 
detaching force of the arterial blood pressure. It may further 
be noted that the blood pressure in such cases is often 
a rising one as the shock of the injury is passing off. 

Limited injuries are, in fact, the most prolific source of 
origin of the class of case to which this article is mainly 
devoted. The probability of an arterial lesion may also be 
strengthened by observation of the course of the wound 
track where both apertures of entry and exit are present, or 
by localisation of a retained missile by examination with 
the X rays. In other cases the co-existence of signs of 
injury to closely contiguous structures may be of aid in 
making a diagnosis. In this last particular signs of injury 
to the cervical sympathetic chain take a prominent place. 
These signs were present in 5 out of the 14 oases dealt with, 
and in each instance the missile had probably passed behind 
the vessels, a course favourable to the escape of the artery 
with a contusion only, since it might be lifted and would not 
be exposed to the danger of being caught between the missile 
and the resistant vertebral column. 

Clinical History. 

Before passing to a short account of the illustrative 
cases some general remarks on the clinical course may be 
premised. 

One matter of primary importance, determination of the 
period which elapsed between reception of the injury and 
the onset of s'gns of the cerebral lesion, has proved of 
considerable difficulty from a variety of reasons. The 
patient has often been rendered more or less unconscious 
at the moment of the accident, and he may remain in this 
condition even at the time of admission to a general 
hospital. He is often aphasic or may have received con¬ 
current injuries which have obscured the onset of paralytic 
symptoms. Lastly, the origin of the symptoms has not, as 
far as I know, been recognised by the medical officers 
serving in the front lines, and even if this has been the 
case a continuous record from the various officers under 
whose charge the patient may have come during the process 
of transference to the base is rarely to be obtained. 

The actual rapidity with which a clot may be formed and 
provide a thrombus which would furnish an embolus capable 
of producing more or less extensive obstruction in the 
cerebral circulation is naturally mainly a matter of surmise. 
Reasoning, however, from analogy, the rapidity with which 
a clot capable of causing cessation of haemorrhage from a 
ruptured or divided artery in the limbs allows us to conclude 
with some confidence that a period of a few minutes would 
suffice. Hence very early development of symptoms need 
not be any occasion for surprise. 

Of the instances recorded in the table in which definite 
information could be elicited, in one (Case 12) the sym¬ 
ptoms were said to be immediate ; in a second (Case 9) 
power was lost one hour after reception of the wound ; in 
a third (Case 4) the patient did not lose consciousness, and 
walked a mile after being struok, becoming aphasic and 
deprived of power in his right arm at the end of 12 hours ; 
in a fourth (Case 10) paralysis came on 24 hours after the 
left common carotid artery bad been occluded by ligature ; 

> Brit. Journ. ol Surg., vol. HI., No. 11, 1916, p, JS6. 
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in a fifth and sixth (Cases 5 and 11) the paralysis supervened 
three days after the injury to the neck ; and in a seventh 
(Case 13) the embolus was detached from an aneurysmal sac 
four days after the right common carotid artery had been 
occluded by a proximal ligature. The remainder of the 
patients were either unconscious or completely aphasic at the 
time of admission to the hospital and no information could be 
gained from them. 

A remark has alreadybeen made regarding the importance 
of the position and direction of the wound track, and the 
corroborative evidence of its contiguity to the vessels offered 
by the existence of signs resulting from damage to the 
cervical sympathetic nerves. These latter, narrowing of the 
pupil, sinking of the eyeball, together with narrowing of 
the palpebral fissure, and interference with the function of 
the sweat glands, were a prominent feature in no less than 
5 of the 14 cases under consideration. 

In Case 2 an area of induration in the course of the 
vessel indicated the locality of the damage ; in Cases 7, 8, 
and 14 the presence of a systolic bruit definitely determined 
the existence of a perforating wound of the arterial wall; 
while in Cases 8 and 13 an aneurysmal sac, in one instance 
Case 1, of an arterio-venous nature, was obvious. 

Examination of the distal circulation for evidence of 
arterial obstruction revealed no palpable change in 6 cases 
(Cases 1, 5, 6, 7, 10, and 11), diminution in strength of the 
temporal pulse in 2 (Cases 2 and 4). complete abolition of the 
temporal pulse in 5 (Cases 3, 8, 9, 12, and 14), and absence 
of pulsation in the external carotid in 1 (Case 3). 

The nature and extent of the cerebral symptoms are best 
followed by reference to the notes below, for which I am 
indebted to the kind aid of Lieutenant-Colonel Gordon 
Holmes, but a word may be added as to the diagnostic 
difficulty which may arise in the interpretation of these 
cases. This difficulty, as in all gunshot wounds of war, 
depends either on a multiplicity in the injuries received, or 
on the fact that the same track may involve a series of 
elements of the nervous system—e.g., brain, spinal cord, 
peripheral nerves, or the sympathetic system. Thus in this 
series, in one instance a scalp wound on the paralysed side 
of the body appeared to be accompanied by a contre-coup 
surface injury to the brain, giving rise to rigidity of the 
opposite arm (Case 5) ; in another (Case 7) the patient had 
been trephined with negative result in consequence of the 
existence of a scalp wound which gave rise to the suspicion 
of a fracture of the skull with depression of fragments of 
the internal table ; and in a third (Case 6) a brachial 
monoplegia of cerebral origin was complicated by paraplegia 
dependent on an injury to the spinal cord accompanying a 
fracture of the posterior arches of the dorsal vertebra: pro¬ 
duced by the same bullet, which had entered by the neck. 
In Case 12 a peripheral facial palsy was present on the same 
side of the injury, and direct injury to the temporal artery 
had obliterated its normal pulsation. 

Brief details of the whole number of cases are set out in 
the table, but in order to afford a better account of the 
condition of the nervous system the following concise 
histories of five of the patients are added. 

Case 4. Non-penetrating lesion of the left common carotid 
artery.—The patient was admitted into No. 1 Canadian 
General Hospital under the care of Lieutenant-Colonel 
Finley on Dec. 12th, 1915, having probably been wounded 
a day or two earlier. He thinks the bullet entered by his 
mouth, aud this statement is supported by the presence 
of scarring of the lip aud fractures of the left premolar 
and incisor teeth. The wound of exit is situated 2 inches 
to the left of the fifth and sixth cervical spinous processes. 
Consciousness was not lost at the time of the accident, and the 
man walked a mile to a first-aid post with full power over 
his limbs. Twelve hours later, during the night, he suddenly 
lost power in the right upper and lower extremities, and his 
speech became affected. No fit occurred. 

When admitted to hospital there was complete flaccid 
palsy of the right upper extremity, the left lower extremity 
could only be moved slightly, aud aphasia was complete. 
During the succeeding fortnight some improvement took 
place, and the condition on Dec. 21st w-as as follows:— 

“ The wound of exit is healed ; there is slight fullness over 
the left carotid artery, but no abnormal pulsation, thrill, or 
murmur. Pulsation in the temporal vessels is equal. There 
is some difficulty of speech, but the patient answers ques¬ 
tions rationally. Pupils, both circular and react to light, 
but the left is much smaller and ? no dilatation to 
shade and no skin sympathetic reflex. The left eye is 
Bimken and the palpebral fissure narrowed. Both sides of 


the face are equally dry. There is considerable weakness of 
the right facial muscles, and the tongue is protruded to the- 
right. Motor system Upper extremity somewhat wasted, 
especially distailv; all movements are possible but much 
weaker than on the left side, distally proportionately more 
so. Slight rigidity of shoulder and elbow. No ataxia." Lower 
extremity, all movements possible but weaker than left. No 
rigidity. Reflexes :—Arm-jerks : R. -f + ; L. normal. Knee- 
jerks :'R. ++ ; L. normal. Ankle-jerks: R. ++ ; L. normal- 
Right ankle-clonus. Abdominal reflex: R. — ; L.+. Plantar 
reflex: R. extensor; L. flexor. Sensation:—Touch un¬ 
affected. Pain unaffected. Position : R. diminished. Form 
lost. Diagnosis : Cortical embolism." 

Case 5. Non-penetrating injury of the right common carotid 
artery.— The patient was adtnitted into No. 1 Canadian 
General Hospital under the care of Lieutenant-Colonel 
Finley. He had been wounded probably on Dec. 18th. A 
superficial glancing wound of the scalp was present in the 
left occipital region with no apparent injury to the bone 
(X rays), also a small irregular wound at the middle of the 
posterior border of the right sterno-mastoid muscle. Tem¬ 
poral pulses equal. Nothing abnormal palpable in course 
of carotid. Three days after infliction of the injuries left 
hemiplegia suddenly occurred. No fit. On Dec. 20tb the 
man became incontinent and the left limbs spastic ; also- 
sorae rigidity of the right arm was noted. On Jan. 21st, 1916. 
the condition was as follows :— 

“The patient is dull and stupid, also incontinent. He 
complains of sharp pains in the left leg. Pupils: It. 
smaller than L.; the right eye is not sunken, but the 
palpebral fissure is smaller than the left. The right side 
of the face is less greasy than the left. Much weakness 
of left facial muscles. Tongue protruded slightly to the 
left. Motor system :—Left upper extremity powerless ami 
somewhat rigid. Joint changes have developed. Left 
lower extremity rigid: the only movement that can be 
made is slight extension of tne limb as a whole. Right 
lower extremity normal. Reflexes:—Arm-jerk: L. + + . 
Knee-jerk: R. normal; L. + + . Ankle-jerk: R. normal; 
L.+ + . Abdominal: R. + ; L. absent. Plantar: R. flexor; 
L. extensor. Sensation :—Touch: Definite loss on whole left 
side. Pinch: Sharper and sorer on left side. Position: 
General loss on left side. The application of cold, pinching 
and scraping causes more pain and a greater reaction on the 
left than the right side. Diagnosis:—Embolism deep in 
the right hemisphere involving the internal capsule- and 
the lateral aspect of the optic thalamus (thalamic 
syndrome).” 

No improvement occurred before transference to England 
two weeks later. 

CASE 7. Penetrating wound of the left common carotid artery. 
—The patient was admitted into No. 1 Canadian General 
Hospital under the care of Lieutenant-Colonel Gunn about 
June 8th. He had been wounded on May 21st, 1916, and 
had been subsequently trephined with a negative result. A 
gutter wound w-as present in the scalp just above the left 
pinna, also an irregular entry wound in the left side 
of the neck in the superior carotid triangle at the 
level of the upper margin of the thyroid cartilage, and an 
exit wound at the posterior border of the left sterno- 
mastoid muscle at about the same level. Both wounds 
were caused bv fragments of a bomb. On June 9th the 
patient was still completely hemiplegic and aphasic. He 
emitted some articulate sounds, but could answer no 
questions and no previous history was obtainable. The 
wounds in the neck were still unhealed ; forcible pulsation 
was noted over the carotid, but no palpable tumour. The 
temporal pulses were equal. On auscultation a soft systolic 
bruit was audible over the carotid in the line of the wounds. 
The heart was of normal size and uo murmur was audible. 
On June 15th a severe secondary haemorrhage occurred and 
the common carotid artery was ligatured by Lieutenant- 
Colonel Hutchinson. An extensive laceration of the vessel 
was discovered in the upper third of its course. The 
operation was followed by an immediate slight improvement 
in tlie paralytic symptoms, the next day some words could 
be Bpoken, and eight days later some movements of the leg 
could be made. The patient was shortly afterwards trans- 
ferered to England still improving. 

Case 9. Non-perforating injury to left common carotid 
artery.— The patient was admitted into the St. John Ambu¬ 
lance Brigade Hospital under the care of Major Maynard 
Smith in January, 1916. He was wounded on Jan. 4th by 
a rifle-bullet which entered the left side of the neck opposite 
the centre of the anterior border of the sterno-mastoid 
muscle, and passing obliquely transversely emerged just in 
front of the right angle of the mandible. The man was not 
rendered unconscious, aud one hour later lie lost power i» 
his right arm, and experienced for two days much difficulty- 
in speaking : “ Couldn’t say what he wanted to.” His lower 
extremities were never affected. Steady improvement took 
place, and a week later (June 11th) speech was almost normal, 
the wounds were practically healed, no abnormal pulsation 
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Position of wound and 
missile. 

Small Incised wound over 
left sterno-mastotd at | 
level of angle of jaw. 
Shell. 

Small slit near anterior 
border of Bterno-mastoid 

1 inch below angle of jaw. 
No exit wound. Shell. 

Entry wound middle of 
right sterno-mastoid on 
level with thyroid. 

Exit wound In anterior 
margin left trapezoid 
fold 1 inch lower level. 

Wound back part of 
side of neck over tra¬ 
pezius opposite sixth 

cervical vertebra, missile 
retained or escaped by 
mouth. 

Entry right side of neck 
middle of anterior border 
of sterno-mastoid. lie- 
tained. (Left scalp 

wound.) Shell. 

Entry anterior border of 
sterno-mastoid right side 

1 Inch above sternum 
over spine. Retained 
over spines of 6th and 7th 
dorsal vertebra. Bullet. 

Entry and exit small over 
left‘carotid. Left scalp 
wound; trephined ; nil 
found. Bomb. 

Entry 3 inches below 
external auditory 
meatus. Left. Shell. 

Entry centre of anterior 
border of left sterno- 
mastoid ; exit just in 
front of angle of jaw, 
right side. Bullet. 

Entry wound just In 
posterior margin of 
middle of left sterno- 
mastoid. Shell. 

Entry 3 inch to right of i 
4 C. spine. Exit 1 inch j 
outside right angle of 
moutb. Bullet. 

Irregular gaping wound 1 
about 1 inch long Imme¬ 
diately in front of tragus. 
Shell (retained). 

Wound about level of top 
of thyroid. ? Bullet. 

Oval silt i inch long at 
level of thyroid cartilage 

1 inch behind anterior 
margin of right sterno- 
mastoid. Shell. 
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was palpable over the carotid, no bruit was audible, and the 
temporal pulses were equal. The following note was made:— 

“ Motor system Right upprr extremity: No rigidity: all 
movements of the shoulder and elbow are possible, but 
weaker than those of the other limb. Extension of the wrist 
can be made occasionally but the effort often fails, flexion of 
the wrist is not obtainable, and no movements of the fingers 
can be made. The lower extremities are normal. Reflexes:— 
Arm-jerk: R. + ; L. —. Knee- and ankle-jerks normal. 
Abdominal: Right less than left. Plantar: Flexor. Sensa¬ 
tion :—Touch and pin prick unaffected. Position and form 
lowered as to right hand. Diagnosis:—Small cortical 
embolism.” 

CASE 12. Non-perforating injury to right internal carotid 
artery.— The patient was admitted into No. 20 General 
Hospital under the care of Captain Burrows in July, 
1916. He was wounded on July 27th by a small piece of 
shell-casing from a shell that burst close beside him. He 
fell at once, and has no definite memoryof what immediately 
followed, but he was probably rendered unconscious. He 
says he was able to get up in about ten minutes’ time, but 
was unable to walk in consequence of weakness of his left 
lower extremity ; the left upper he only discovered to be 
weak after he reached the hospital on a stretcher. The 
wound consisted in a gaping slit about au inch long just 
anterior to the right tragus. X ray examination showed the 
piece of shell behind the pharynx on the front of the body cf 
the second cervical vertebra, w'here it was also palpable. The 
condition on August4th was as follows :— 

“The man is quite intelligent, but has slight difficulty in 
articulation due to facial paresis. The right temporal artery 
cannot be felt to pulsate. The pupils are equal and react 
normally. There is incomplete right peripheral facial 
palsy, and slight but definite paresis of the upper neurone 
type upon the left side. The tongue is protruded to the 
left, and the left side lies higher in the mouth. Motor 
system:—The right upper extremity is normal, the left 
flaccid and toneless. There is slight power of flexion in the 
fingers, but no power of extension, nor of adduction or 
abduction. Flexion and extension of the wrist are very 
feeble and limited in range. The shoulder and elbow move¬ 
ments are stronger. In forced inspiration the right side of 
the chest moves better than the left. The right lower 
extremity is normal; the tone of the muscles of the left is 
fair, and all movements are possible, especially the more 
distal, but they are weaker than those of the right limb. 
Reflexes:—Arm-jerks: R. normal; L. feeble. Knee-jerks: 
Equal and brisk. Ankle-jerks: Equal and brisk. Abdo¬ 
minal: R. brisk; L. almost absent. Plantar: R. flexor; 
L. extensor. Sensation :—Considerable alteration in the 
sense of touch, but no complete loss, is present in the left 
side of the head and trunk and the left upper extremity. 
Contact produces tingling. Localisation, sense of form, and 
position are all very defective in the left upper extremity.” 

Of the above five cases four are of the class in which no 
perforating injury was considered to be present, but they 
offered no differences in history or character of the 
symptoms from those in which either an arterial bruit, an 
aneurysmal sac, or the occurence of secondary hmmorrhage 
indicated the presence of an opening in the wall of the vessel, 
and hence the conditions for the formation of a thrombus to 
be still more favourable. Among the whole 14 cases, in six a 
wound was concluded to be present, in the large majority 
the missile was a fragment of shell, and in nine instances the 
missile was retained. In two of the cases the paralytic 
signs followed the application of a ligature to the common 
carotid artery, appearing on the second and fourth days 
respectively. 

Diagnosis. 

The striking difference noted between the history of the 
development of the cerebral symptoms in these cases and 
tliat noted in those dependent on sudden cerebral amentia 
following the application of a ligature to the common carotid 
artery needs only to be noted. Examples of the latter 
accident have been far from uncommon during the present 
war, when primary or secondary haemorrhage has neces¬ 
sitated occlusion of the vessel, Hemiplegia lias been prompt 
a id complete, and in more than one instance followed by a 
fatal issue in the course of 24 to 36 hours. In the cases of 
embolism, on the other hand, the more tardy development 
and partial nature of the paresis has been the outstanding 
feature. The difficulties attendant upon the presence of 
coexistent signs of remote nervous injuries are sufficiently 
set out in the above description. 

Prognosis and Treatment. 

Opportunity has only existed for clinical observation of 
the patients concerned for a very limited period. Only 
one of the patients included in the table died, and on him 


unfortunately no post-mortem examination was made. Of 
the remainder, one was sent home practically recovered from 
an incomplete right brachial monoplegia and aphasia, while 
slight improvement had occurred in some of the others. The 
general impression, however, was not a favourable one. As 
to treatment, rest is the only resort ; it may, however, be 
remarked as an important fact in support of the diagnosis 
(in favour of embolism as opposed to cerebral softening from 
anaemia) that in the two cases in which subsequent com¬ 
plications necessitated ligature of the common carotid artery 
neither patient suffered any increase in symptoms; in fact, 
in one (Case 7) the man’s condition improved at once and 
considerably, and in the second (Case 8) steady improvement 
followed. 

I should, in conclusion, express my thanks to Captain 
L \V. Shelley for his aid in the collection and arrangement 
of the notes of the cases dealt with. 


NOTES ON THE AGGLUTINATION RE¬ 
ACTIONS WITH OXFORD STANDARD 
AGGLUTINABLE CULTURES 

IN A SERIES OF PATIENTS, INCLUDING THOSE EXAMINED 
IN A RECENT CIVILIAN OUTBREAK. 

By R. DONALDSON, M A , M.B., F.R.C.S. Edin., D.P.H., 

BACTERIOLOGICAL SPECIALIST, WAR HOSPITALS, READING ; 

PATHOLOGIST, ROYAL IIRRKS HOSPITAL. REAL)ISO ; 

AND 

BARBARA CLARK, B.Sc., 

ASSISTANT. WAR HOSPITALS LABORATORY, READING. 

(Ilrpnrt to Medical Reeearoh Committee.) 

The following analysis is based on a series of 275 cases, 
of whom 184 were soldiers ill or convalescent from over¬ 
seas, 53 were civilians suffering from “ enteric ” during the 
recent outbreak in Reading, and 38 were civilians ill from 
causes other than “enteric.” The sera of these cases were 
examined once or oftener at the request of the medical men 
in charge of the cases, while for permission to examine the 
sera of the non enteric civilians we are indebted to Lieu¬ 
tenant-Colonel Freeman, R.A.M.C. (T.), and Major Abram, 
R.A.M.C. (T.). The examinations were part of the routine 
work carried out in the laboratories of the civil and military 
hospitals, and were not specially selected. 

Agglutination teohnigue. —At the outset a small number of 
sera were examined strictly in accordance with the instruc¬ 
tions laid down in the “Directions” issued from the 
Standards Laboratory, Oxford, at the instance of the 
Medical Research Committee. As we found a difficulty in 
dealing with many sera at one time with the small number 
of “ outfits " supplied, and as some of these agglutination 
tubes did not hold the amount of fluid necessary for the test, 
we discontinued their use. 

In their stead we employed accurately graduated pipettes 
to deliver known volumes of serum, saline, and liacillary 
suspension. The standard agglutinable cultures issued from 
the Oxford laboratory were used exclusively, the volume of 
standard suspension added to each tube being 1 c.c. With 
this were mixed serum and saline in such proportions that 
when the three constituents had been added the resulting 
serum dilutions were 1 in 27, 1 in 54, 1 in 120, and 1 in 150 
in the first four tubes respectively 

The tubes were placed in a water-batli for two hours at 
50° C , but instead of reading the result at the end of 
15 minutes after their two-hours’ heating we left them on 
the bench till the following morning. Where many sera had 
to be done we found it most convenient to use for heating 
p lrposes Hearson’s water-bath, as supplied by them for 
Wassermann purposes, la place of their rack wc had another 
one of the same size made, but constructed to hold 225 
agglutination tubes at once. 

The readings were all carried out by the same observer, and 
to facilitate accurate reading we always used the same source 
of light. This was an electric-light bulb let in through a slit 
in the top of an ordinary soap-box whose interior had been 
painted black. Against this background the readings were 
made, and to detect the end-point we used a pocket lens. 

The sera were always put up in the first isnstance in the 
four dilutions named above against standard suspensions of 
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B. typhosus, B. paratyph. A, and B. paratyph. B respectively. 
If the end point had not been reached in 1 in 150 a further 
series was put up, and so on till an end-point was obtained. 
The highest dilution we had occasion to use was 1 in 21,333. 

As, with a few exceptions, all the sera were examined by 
the volumetric method and not that recommended by Pro¬ 
fessor Dreyer and his colleagues, no attempt was made to 
interpret the results, hence the varying sensitiveness of the 
bacillary suspensions was not reckoned with. 

Comments. —The substitution of the graduated for the Oxford 
dropping pipette was made not because we regarded the latter 
as less accurate for ordinary practical purposes, but because 
of the greater convenience of the former. We mention this 
because Hort has stated that he has not found the method of 
sufficient accuracy for routine work on a large scale. 

Strictly speaking, inasmuch as the Oxford pipette is used 
to deliver a certain number of drops of fluids whose surface- 
tension differs, there must be a small margin of error in the 
accuracy of the resulting serum dilution. In practice, how 
ever, this appears to be negligible where the macroscopic end¬ 
point to be determined is a crude one in comparison with an 
end-point in terms of chemistry. Inaccuracies, however, 
may occur in the counting of the drops delivered. This is 
all the more likely where the operator has many sera to put 
up and when there is more opportunity for temporary mental 
distraction from the immediate work in hand—viz., the 
counting of drops. This may account for Hort's statement. 1 

Of course, the volumetric method is not absolutely free 
from the same objection, but it is considerably less liable to 
error in so far as there is no need for arithmetical con¬ 
centration. In our series of cases wherever any large 
discrepancy was observed between the two readings, or 
wherever a doubt existed as to the dilutions made, the test 
was repeated. We believe that the volumetric method takes 
up less time than the drop method and that the operator is 
less liable to make mistakes. 

Collection of blood .— In order to obtain a sufficiency of 
blood there was only one method to adopt and that was to 
remove a reasonable quantity by venipuncture, generally 
from the median basilic vein. This was done in every case. 
It involves considerably more trouble where several sera have 
to be examined in the same day, inasmuch as the syringe 
must be sterilised between each case. Apart from the time 
spent daring sterilisation, the actual collection of the 
specimen is easier since there is no trouble encountered 
in securing a sufficiency, and as far as the patient is con¬ 
cerned no greater pain is felt than by other methods. It 
has a further advantage over other methods in that blood 
can be secured at the same time for culture purposes. 

Results: Group /. 

This group comprises a series of 115 men whose bloods 
were examined twice or oftener. These are divided into 
three sections. 

Seation 1 includes those whose bloods showed the presence 
of agglutinins for paratyphoid bacilli with or without 
agglutinins for B. typhosus. This comprises 716 per cent, 
of the cases in Group I. They are divided up as follows :— 

Table I. 

No. of casta. 81 

Agglutinating B. pari. A . 31 casts or 38-2 per cent. 

,1 B. para. B . 43 „ 53 0 „ 

„ B. para. A ami B 7 „ 8'6 „ 

Comments. —When the cases began to come in from the 
Mediterranean towards the end of 1915 it speedily became 
evident that the clinical diagnosis was quite untrustworthy. 
The majority of the cases arrived as “enterics” or 
“dysenteries,” but without any bacteriological record to 
support this. Out of 133 men who were questioned only 
11, or 8 2 per cent., were able to state that their blood had 
been examined. While the actual number examined was 
probably larger than could be ascertained from the patients, 
it was obvious that if the clinical diagnosis were to be 
accepted at its face value the percentage of typhoids would 
indeed be large. That this was not so, and incidentally 
furnishing indirect evidence that the diagnosis made abroad 
rested on clinical grounds only, became evident on bacterio¬ 
logical investigation. 

The serological methods above described were employed, 
as by the time the patients reached us the possibility of 
finding the causal organism in the blood was reduced to a 
minimum. This latter method was employed in many of 


the cases alongside the serological with results so poor that 
it was discontinued except in special cases. Bacteriological 
examination of the excreta we found to be of only a little 
more value than blood culture owlDg to the number of 
negative results obtained, and to be of little value for 
immediate diagnosis, for instance, jn those cases which 
were negative on two or three occasions, to be followed on a 
subsequent occasion by the presence of infective bacilli. As 
a matter of interest B. para. A was isolated from the faeces 
of 5 men only in this section of 81 cases, and B. para. B 
from 8 men. the blood of one of the latter, however, being 
devoid of agglutinins for B. para. B. 

As most of the men had been inoculated against typhoid, 
but not against paratyphoid, an endeavour was made to 
obtain the bloods on at least two occasions. It was pointed 
out that while one examination was probably sufficient to 
enable one to state that the patient had been infected with 
paratyphoid it was not sufficient for a diagnosis of typhoid, 
inasmuch as the inoculated persons would show the presence 
of typhoid agglutinins in the blood. It ought not to be 
necessary at this stage to refer specially to the need for two 
or more examinations, but the fact does not yet appear to 
be generally recognised by clinicians. Moreover, as the men 
are now being immunised with a triple vaccine the need for 
repeated serological examination will be greater, since 
hitherto a single examination has sufficed to determine 
whether a paratyphoid infection was present or absent. 

Of the 115 men referred to in Group I., 81, or 716 per 
cent., showed the presence of para, agglutinins in the blood, 
indicating a more or less recent paratyphoid infection. The 
relative proportions of those with para. A and para. B 
agglutinins respectively are given in Table I. 

Omitting for the moment those which agglutinated both 
paratyphoid A and B, it will be seen that para. B infections 
were more frequent, so far as our results go, than para. A 
infections. This is further supported by the figures which 
we give above relative to the proportion of cases from which 
paratyphoid organisms were recovered. The relative pro¬ 
portions in our series differ from those recorded by some 
other observers, notably those who were working in the East, 
while they agree more or less closely with the figures given 
by Professor E. Glynn and Dr. E. C. Lowe, 2 who suggest that 
the difference may be explained by the fact that after the 
month of October paratyphoid A was more common than 
para. B. In 68 of our series the date of onset of illness was 
more or less accurately ascertained, with the result that up 
to the end of October the proportion of para. A to para. B 
was 1 : 1-79, while after that date the proportion was 1:107. 
These figures, while not so striking as those of Glynn and 
Lowe, show a slight increase in para. B over para. A up to 
the end of October, while after that month they are 
practically equal. 

While the seasonal incidence may be the explanation, we 
cannot help thinking that the 1 eason for the difference is to 
be sought for in the character of the stimulus which calls 
forth the production of agglutinins. In other words, it 
would be explained by the assumption that B. para. A is a 
weaker stimulus than B. para. B, or that the agglutinins 
resulting from the A stimulus are more transient than those 
produced by B. para. B. 

If this assumption be correct, one would expect to have a 
larger number of positive A agglutinins, the nearer to the 
infecting point the blood is examined, and conversely, the 
longer the interval between onset and agglutination the 
fewer will be the number of those previously infected with 
B. para. A which will show the presence of A agglutinins. 
The same thing, of course, will hold good as regards 
B. typhosus and B. para. B, but the point we wish to make 
is this, that the interval during which para. A agglutinins 
can be found in the blood is probably shorter than in the 
case of the other two infections. 

Further, when a paratyphoid infection occurs in a person 
already inoculated against typhoid only, a new stimulus to 
specific agglutinin formation is introduced. That this new 
stimulus is not without an influence on the agglutinin- 
producing mechanism already called into being as a result 
of the typhoid inoculation appears to be the opinion of 
several observers. This being so, we should expect the 
typhoid agglutinin output to vary directly as the ability of 
the new stimulus to produce agglutinins. Accordingly, if 
the explanation offered for the discrepancy between various 
observers in the relative numbers of para. A and para. B 
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infections be correct, we should expect to be able to trace 
the same influence at work on the typhoid agglutinin content. 

Table II.— Showing Percentage of Case* with Agglutinins for 
B. Typhosus in a Dilution of 1 in 150 or more. 

Of those agglutinating Typhoid only . 62'5 percent. 

,, „ ., Typhoid and Para. A ... 66'5 „ „ 

„ ,, ,, Typhoid and Para. B ... 90’2 „ „ 

From Table II. we see that those who have been infected 
with paratyphoid bacilli after a previous inoculation with 
typhoid bacilli yield a greater percentage having a high 
typhoid agglutinin content than those who have not been so 
infected. In other words, those with agglutinins for T. only 
do not agglutinate T. so strongly as those with a mixed 
infection. It is interesting in this connexion to note that 

Table III.— Showing Nature of Curve of Paratyphoid 
Agglutinins Compared with that of Typhoid Agglutinins 
in Same Scries. 


Paratyphoid. 

Typhoid. 

o « 

. Cl 
18 

a 

Sir 

2 « 

c n 

i i 

X X 

CO 


1 

n 

X 

Para. A... 31 

Para. B ... 43 j 

3-2% 
25*5 % 

22*5 / 74-1 % 
13-9 % 60-4 7. 

29 89-6 7 
41 60-97 X 

0 

7-3 7 

10-3 7 
31-7 7 

Total ... 74 

162 7 

17-5 7 66 2 7 | 

70 72-8 7. 4-2 7 

22*8 7 


Table IV.— Showing A verage Time Elapsing from Onset till First 
Agglutination and Average Interval between Headings. 



Stationary. 

Rise. 

Fall. 


Months 

from 

onset. 

Interval. 

Months 

from 

onset. 

Interval. 

Months 

from 

onset. 

Interval. 

B. Para. A 

2-5 

11 days. 

1*9 

16 6 days 

1*65 

23 3 days. 

B. Para. B 

2*2 j 

19 

1*8 

21 

2 

223 

Typhoid in 
Para. A Series 

\ 158 

21*8 „ 

0 

o 

1*5 

20 „ 

Typhoid In 
Para B Series 

[ 1-97 

20*8 „ 

2*75 

18 „ 

2*2 

231 „ 


Table V.— Showing Percentage Rise or Fall hy more than 
One Tube in the Series of 113 Cases'. 


- 

T. agglutinins 

In typhoid only 
series. 

T. agglutinins 
in paratyphoid ; 
series. 

Paratyphoid 
agglutinins in 
paratyphoid 
series. 

Rise . 

6*257 

1*237 

9*87 

Fall. j 

18*757 

8*6 7 

39*57 

No. of cases... 

32 

81 

81 


the para. A series is not much higher than that with T. agglu¬ 
tinins only, whereas in the para. B series the increase 
in the T. titre is very marked. This, it seems to us, is 
further evidence that a paratyphoid infection raises the 
T. titre, but that the rise is greater or takes place in a 
greater number of cases where the infecting agent is 
B. para B than where it is B. para. A. Another possibility is 
that while both may be stimulated to produce an equal rise 
in the T. agglutinin content, the effect of the stimulns may 
be more evanescent where the infecting agent is B. para. A. 
The same stimulus effect has been noticed in non-inoculated 
civilians who were suffering from a mixed typhoid and 
paratyphoid infection. (Table VI.) 


Table VI.— Showing Comparative Percentages of Cases with 
T. Agglutinins with a Titre of 1 in 150 or more. 


- 

Of those aggluti¬ 
nating T. only. 

Of those aggluti¬ 
nating T. and 
Para. T. 

Cases examined twice. 

62*5 7 


79*2 7 

Cases examined once . 

57 8 7 


68*9 7 

Unlnoculatod civilian cases 

64*5 7 


80 0 7 


In view of this we should expect a considerable difference 
in results according to the interval which lias elapsed 


between onset and agglutination. It does not follow, because 
there is a great subsequent fall in the para, titres, that we 
should expect a corresponding great fall in the T. titres of 
the same cases. We must take into account another factor— 
viz., the interval between the point of infection and the 
point at which agglutination is carried out. It is interesting 
to see how far this is borne out by a comparison of Glynn 
and Lowe’s figures, bearing in mind that their cases were 
examined well on in convalescence, whereas ours were 
examined on an average 1 -9 months from the outset of the 
illness. In their analysis we found that 14 per cent, of the 
T.A series and 51 per cent, of the I B series showed an 
agglutination titre for T. in 1 in 250 or more as compared with 
48 2 per cent, and 731 per cent, respectively, which in our 
series agglutinated in a dilution of 1 in 320 or more. 
Moreover, 10 3 per cent, of our T.A series fell as regards 
their T. agglutinin content, while 317 per cent, of the 
T. B series fell as regards their T. agglutinin content. 

These figures suggest that the influence of the A stimulns 
on the T. agglntinin production had probably largely dis¬ 
appeared, while the influence of the B stimulus was still 
present. That a fall took place in the short period of 23 
days between the two agglutinations rather points to the 
conclusion that the induced T. agglutinin curve was falling 
rather more rapidly than a simple T. inoculation curve would 
do. In other words, that after the induced rise the fall 
was not a repetition of the slow fall seen after inoculation. 

We are inclined, therefore, from a consideration of the 
above to think that paratyphoid infection raises temporarily 
the existing inoculation tilre for typhoid. In para. A infec¬ 
tions the influence of the A stimulus on the T. agglutinin 
production is less in amount or more transitory in its effect 
than in the case of B infections, and in both cases the fall 
from the top of the induced T. curve is probably more rapid 
up to a certain level than would be the case if the decline of 
the induced curve imitated that which follows a simple T. 
inoculation. After that certain point (probably near the 
level which the T. curve would naturally have arrived at) 
the curve goes on to decline at the same rate as it would 
have done if no undulation of the curve had occurred. 

With one doubtful exception, of the 74 cases agglutinating 
para. A or para. B nonehad been inoculated with a triple vacci ne. 
The doubtful case is said to have had a triple vaccine four 
months before agglutination. He agglutinated B. para. A, the 
curve showing a marked decline between the two readings, 
while the T. titre remained stationary, and agglutinins for B. 
para. B were absent on both occasions. None of the other 
para, agglutinins in this series of 74 cases can be ascribed 
to a previous immunising inoculation. While a few were 
cases of relapse, 50 per cent, of the number were still in a 
condition of pyrexia, and, as a matter of fact, only 16 2 per 
cent, gave stationary para, readings, as compared with 
72 85 per cent, of a total of 70 of the same cases which 
showed a stationary T. curve, and with 16 6 per cent, in a 
series of 12 civilian typhoids. The movement in the T. curve 
in the paratyphoid series we have tried to show above is 
probably largely explained by the effect of an A or B stimulus 
to a person already provided with a mechanism for the ready 
production of T. agglutinins. We have no evidence in the 
above section or in any of the others to follow that the para, 
agglutinins were to be regarded as co-agglutinins occurring 
in the course of a true typhoid infection. In 4 of the 
74 cases paratyphoid agglutinins only were present, while 
paratyphoid bacilli were isolated from 17 5 per cent, of 
the series. 

In addition to the fact that a high para, titre was present 
in a great number of the paratyphoid cases, we found that 
there was a corresponding difference in the extent of 
excursion of the curve between the two readings. Taking 
together all cases agglutinating T. A, T. B, or T. A B, we 
find that 49-3 percent, of them showed a rise or fall in the 
paratyphoid curve of more than one tube as compared with 
9 8 per cent, of the same series showing a rise or fall of the 
T. titre to the same extent. The total number of cases from 
which this is estimated was 81. Further, out of 81 cases 
43 2 per cent, possessed a paratyphoid titre greater than 
their T. titre, which latter we believe to have been due to 
T. inoculation, while 74 per cent, yielded a para, titre of 
equal value with the T. titre. 

These figures are further evidence that the paratyphoid 
curve was due to infection, while the typhoid curve was the 
result of inoculation, but disturbed by the para, stimulus. 
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In only 3 cases out of 70, or 4 2 per cent., was there 
a rise in the typhoid curve. In all 3 the paratyphoid titre 
was higher than the T. titre. On the first agglutination, 
and in only one, did the T. titre reach the same level as the 
para, titre. These we regard as examples of active para, 
infections where the para, titre is increasing and, owing to 
this stimulus, the T. titre is also on the rise. 

Seven cases were found to agglutinate both A and B, the 
average time between onset and agglutination being 2 5 
months, while the interval between the two readings was 
17 5 days. None of these, so far as wo oould learn, had 
been inoculated with a triple vaccine except one, and he was 
done for the first time on the morning of the very day on 
which he reported sick. From his urine we have isolated 
B. para. A, and on inquiry we learnt that some months pre¬ 
viously he had an attack of diarrhoea for two weeks, which, 
however, did not lay him up. His agglutination result was 
1 in 320 for para. A and 1 in 54 for para. B on both exami¬ 
nations. In this case it is just possible that the para. B 
agglutinins were due to his inoculation. In 3 of the others 
the para A titre was considerably greater than the para. B 
titre, and in 2 other cases the reverse held good. In the 
seventh case the titre of A and B was equal, but the A fell 
between the two readings, while the B remained at the same 
level. 

In 4 of the 6 cases just mentioned the T. titre remained 
stationary, in 1 it fell below the higher of the two para, 
readings, and in 1 it rose while the para. A element rose in 
equal amount. In the same series of 6 cases the para, 
element which gave the higher titre fell in 3 cases between 
the readings, in 2 it remained stationary, and in 1 it rose. 
Of the lower of the two paratyphoid elements in the series of 
7 cases none gave a higher reading than 1 in 54 except one 
which agglutinated both A and B in 1 in 533. Of these 2 
had fallen to zero in an interval of 20 days. Finally, of the 
6 cases mentioned 3 gave a lower T. titre than para, titre, 
1 agglutinated T. and A in equal amount, and 2 were slightly 
higher as regards their T. titre, but one of these fell on a 
subsequent reading below the para, level. 

Having regard to these figures and to the fact that none 
had received a paratyphoid vaccine (except one from whom 
paratyphoid bacilli were recovered), we are of the opinion 
that all of these are examples of paratyphoid iufection, and 
that there is no evidence of infection by B. typhosus. The 
only point of difficulty is to explain the co-existence of 
A and B agglutinins. That the higher of the two titres in 
each case represents the response to the immediately active 
infection seems indicated from the first of the series, from 
which we recovered the organism. The question as to 
whether the weaker of the two paratyphoid sets of agglutinins 
in each case is the result simply of co-agglutination, is a co- 
infection, or represents the end result of a previous para, 
infection must be left for the present. 

Section 2 —Section 2 includes all those cases, 32 in 
number, which were found to agglutinate T. only, after two 
examinations. These form 27 8 per cent, of the total bloods 
examined twice. An analysis of these is set out in com¬ 
parison (Table VII.) on the lines of that given by Glynn 
and Lowe. 

Table VII. 



In inoculated persons a serological diagnosis can only be 
made after two or more readings separated by an interval. 
Since, however, there is a steady fall in titre after the 
inoculation maximum has been reached, it follows that a fall 
in titre between two readings may indicate either a typhoid 
infection or simply the natural diminution in the agglutinin 
content after inoculation. In order to discriminate between 
the two, one must take into consideration the time factor, 
more especially the interval between the readings. In the 


case of the normal fall in a person not suffering from 
typhoid, the fall is a comparatively slow one, and in order to 
detect an appreciable difference the interval between the 
readings must be considerable. Some indication of this is 
given in the comments on the paratyphoid series where, .ve 
believe, no typhoid infection occurred. 

In our series of 70 cases we find that 72 85 per cent, were 
stationary as regards their T. curve between the two readings, 
although we must bear in mind that these cases were also 
under the influence of a paratyphoid infection. Where the 
case is genuinely one of typhoid infection occurring in an 
inoculated or uninoculated person, we shall expect to find a 
steeper decline in the curve of the T. agglutinins, or, in other , 
words, the interval allowing of a fall in the curve will be 
considerably shorter than in the case of non-typhoid persons. 
Another way to put it is that the downward excursion of the 
curve in a given period will probably be greater. 

In this series we intend to claim all those as typhoid 
infections whose curve had altered during the two readings 
for the following reasons. In our series of 32 cases 50 per 
cent, only were stationary as compared with the 72 85 per 
cent, whose T. curve did not alter in the case of those infected 
with paratyphoid. 

Of the 50 per cent, which showed a variation in titre 
6 -2 per cent, were of the nature of a rise. As these patients 
were not infected with paratyphoid bacilli so far as we 
know, we claim them as genuine cases of typhoid fever. One 
had been inoculated eight months before, and showed a rise 
of three tubes in 16 days, followed by a drop of two tubes 
after a 77-day interval. The extent of rise in both cases 
suggests that it was not due to any variation of sensitiveness 
on the part of the standard cultures used, supposing for 
argument's sake that the same batch of culture was not used 
on both occasions. 

There remain 43 7 per cent, which showed a decline in the 
agglutination titre. As this decline occurred in the short 
average interval of 17'7 days, the first reading being taken 
on average 15 months from the onset, we believe we are 
justified in calling them cases of typhoid infection. Had 
the interval between the readings been longer, as, for instance, 
4-8 weeks mentioned in Glynn and Lowe’s paper, the fall in 
titre could not have been ascribed to a typhoid infection 
with the same degree of certainty. Further, those which 
fell one tube only were 8 in number, or 25 per cent, of 
the 32. 

It is interesting to note that in those which fell one tube 
only the first reading was made 2 1 months from the onset, 
whereas those which fell two or more tubes were examined 
first 1'3 months from the onset, suggesting that the nearer 
we get to the infecting point the more rapid or the steeper is 
the rise or fall. 

Of those which fell two or more tubes one had never been 
inoculated, while the others had been inoculated 21 , 12 . 11 ), 
11 . and 9 months before respectively, the average interval 
between their two readings being 2T1 days. It is further 
interesting to note that in 62'5 per cent, of the 32 cases the 
titre was 1 in 150 or more. Of the 16 cases whose curve 
altered 14, or 87 5 per cent., had a titre of 1 in 150 or more, 
while of the 16 whose curve remained stationary only 5, or 
31-2 per cent., had a titre of 1 in 150 or more. 

For these reasons we are inclined to claim all 16 cases 
(50 per cent.) whose curve altered as cases of typhoid 
infection. Out of 115 men whose bloods were examined 
twice this forms a total of only 13'8 per cent. This is 
certainly a slightly larger percentage than that found by 
Glynn and Lowe (under 10 per cent, in a series of 300 cases). 
But it must be borne in mind that their cases were examined 
when well advanced in convalescence, whilst our agglutina¬ 
tions were carried out nearer the infecting point. Even our 
figure is a remarkable and irrefutable argument in favour of 
preventive inoculation, especially as only one of the 115 men 
died, whereas in the epidemic amongst uninoculated civilians 
out of 53 cases 15 per cent. died. 

The single case which died agglutinated B. typhosus on 
both occasions in 1 in 50, but had no agglutinations for 
para. A or B. From him, however, we isolated B. para. B, 
which we take to be the causal organism in this case. We 
can therefore say that none of those which agglutinated 
T. only, died of a T. infection. 

Section 3 .—Out of this series of 115 cases only 2 were 
found which did not agglutinate T., A or B, at either agglu¬ 
tination One had been inoculated once and against typhoid 
n 2 
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only, five months before, and the interval between the two 
examinations was 22 days. The other had never been 
inoculated ; the interval between the two readings was 
19 days. As both were examined for the first time two and 
a half months from the onset of the illness we think it rather 
difficult to state definitely whether they had typhoid or not. 
The strong probability is that neither had had typhoid, 
though it is possible, especially in the second case, that the 
infection agglutinins had disappeared owing to the slightly 
longer interval which elapsed between the onset and the first 
agglutination. 

<froup II. 

• In this group are included 69 soldiers whose bloods were 
examined once only. The majority of these were con¬ 
valescent, the first agglutination being made 2 25 months 
after onset in the case of those with agglutinins for l’. only, 
and 2 69 months in the case of those with para, agglutinins 
as well. Several were examined, not because there was any 
suspicion of “enteric,” but because the blood was being 
taken for some other purpose. In these cases the patients 
were suffering from some other disease—e.g., tuberculous 
meningitis, pneumococcal meningitis, and wound infections. 

In view of a recent statement made by Captain H. L. Tidy, 
R.A.M.C., 3 which has already been completely refuted, we 
desire to state that in none of those cases suffering from 
diseases other than typhoid did we find any evidence of a 
disappearance of agglutinins, although in every case the 
patient was in a condition of pyrexia. Only one, suffering 
from wound infection, had no agglutinins for T., A or B, and 
he had never been inoculated 1 Since then we have had 
occasion to make many blood cultures in cases of pyrexia due 
to wound infection, and in these cases also we have found no 
evidence to support the contention that inoculation agglutinins 
disappear in cases of pyrexia not due to typhoid. 

With 12 exceptions who came from France, all the others, 
so far as could be learnt, came from the East. An analysis 
of these cases appears in Table VIII. 434 per cent, of 


Table VIII. 


- 

T. only. 

T.,A. 

T., B. 

T., A, B. 

A. B 

Noagglu- 
tin ins. 

Cases . 

38 

6 

15 i 

8 

1 

1 

Per cent. ... i 

55 1 

8'6 ! 

! 21-7 

11-5 

1*4 

1-4 


these 69 cases showed the presence of para, agglutinins. 
Out of 41 of the 69 cases whose inoculation data were avail¬ 
able only 1 had been inoculated against paratyphoid, and 
his blood showed complete absence of paratyphoid agglu¬ 
tinins, even in a 1 in 27 dilution. We think it highly 
probable, therefore, that all the 43 4 per cent, had had a 
paratyphoid infection. It is of interest in passing to note 
the smaller percentage—viz., 8 6 per cent, which show 
the presence of para. A agglutinins, as compared with 
269 per cent, recorded in the series whose bloods were 
examined twice and who were nearer the infecting point. 

Of those which agglutinated T. only, 2 had been bacterio- 
logically examined elsewhere and had been diagnosed as 
typhoid on an increasing Widal. Other 2 stated that they 
had been diagnosed as “ enteric ” abroad, but there was no 
documentary evidence of this. There are thus 2 more cases of 
definite typhoid, and probably 4, to be added to the figures 
already given in another section. It may even be slightly 
larger still, inasmuch as 6 out of 17, or 25 per cent., whose 
data are known agglutinated in a titre of 1 in 150 or more, 
especially in view of the fact that the average time elapsing 
since inoculation in these 17 cases was 9'8 months. Another 
possible explanation is that some of these had had a previous 
para, infection, the agglutinins for which were no longer 
present, but the effect of their stimulus was still felt in a 
heightened T. curve. At the same time, from a considera¬ 
tion of the typhoid agglutinins occurring in uninoculated 
civilians, we think it right to state that inferences based on 
mere height of titre may be fallacious, owing to the great 
variation in individual response to a T. infection or to a 
T. inoculation. 

Of those agglutinating para.B that organism had been 
recovered from the blood in France in 2 cases, while a third 
had been diagnosed para, li on an increasing Widal. From 
one agglutinating T. 4- A and B we recovered B. para. B 
from the blood, stools, and peritoneal cavity, though no per¬ 
foration was found at the operation. From two others we 


isolated B. para. B from the faeces. Of this series, in all 
except one, the titre for one of the paratyphoid groups of 
organism was greater than for the other. In only 3 was the 
lowest of the 2 para titres 1 in 27. The typhoid titre was 
1 in 150 or more in 57‘8 per cent, of those agglutinating T. 
only, while in those agglutinating paratyphoid as well it was 
68 9 per cent., again showing, though not so markedly, the 
stimulus effect of a para, infection. 

Of the 41 whose data are known all had been inoculated 
against typhoid except one, and his blood contained no 
agglutinins for T., A or B. He was suffering from wounds. 
One who had been inoculated against typhoid had only 
agglutinins for paratyphoid bacilli. Out of the remaining 
28 whose data are unknown one had no agglutinins for 
T., A or B. 

It is interesting to note that a titre of 1 in 150 or more for 
para. A was present in only 33 3 per cent, of the cases 
agglutinating B. para. A, while it was present for B. para. B 
in 53 3 per cent, of the cases agglutinating B. para. B, 
showing that the further we go from the infecting point the 
less does the agglutinin content for the infecting organism 
become, while what we regard as the T. inoculation titre, 
after being reinforced by the para, infection, remains higher 
for a longer period of time. It is of interest to compare 
these figures with the much higher ones, viz., 70 9 per cent, 
of those agglutinating B. para. A and 62 79 per cent, of 
those agglutinating B. para. B in the series of 74 examined 
twice, where the examination was made near the infecting 
point. 

(i roup III. 

In this group we record the results of 53 civilians whose 
agglutinations were carried out as described above, using the 
Oxford Standard cultures. The cases formed the bulk of a 
small epidemic which broke out in Reading at the end of 
December, 1915. As none of these had been inoculated nor 
had typhoid fever before, we thought it might be of interest 
to record the results. Unfortunately it was only possible to 
make two examinations in 13 out of the 53. but as they were 
all uninoculated one examination was sufficient as a rule to 
establish a diagnosis. 

It was evident at the outset that we were either dealing 
with cases some of which contained co-agglutinins or we 
were dealing with a mixed infection. The latter we believe 
to have been the case, and in all probability the infection 
came from a military source, either through some flaw in the 
system of water-carriage or through direct contact. 

Of the 53 persons suffering from an “enteric’’-like disease 
50 cases, or 94-3 percent., had agglutinins for B. typhosus 
and a few for paratyphoid bacilli as well. Of the re¬ 
maining 3 one was able to agglutinate B. para. B only, 
while the other two did not agglutinate T., A or B even 
in a 1 in 27 dilution. One of these was examined first 
on the eighth day of illness and again on the twelfth, with 
negative results each time. Post-mortem, however, revealed 
extensive ulceration and B. typhosus was recovered. The 
other case was examined once only—viz., on the thirtv-first 
day—and although negative this patient had a haemorrhage, 
which, taken in conjunction with the other clinical features 
of the case, justify us in calling it typhoid or paratyphoid. 
An analysis is shown in Tables IX. and X. 


Table IX. 


No. of oases. 

T. agglu- 
tinlns only. 

j T„ A. j 

|t., b. 

1 T. t A, B. j B only. 

No agglu- 
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S3 
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Table X. 


No. of cases. 

Station¬ 

ary. 

”£S i 

zn s 
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s kasl 

2 <s o x 
a ai g 

Interval. 

Fall. 

Days 

from 

onset. 

Interval. 

12 

1 '/• 
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days. 
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I 

V. ! 

58-3 | 11 

days. 
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x 

2$ 

14-7 

days. 
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Those in Table X. were agglutinated on two occasions. The 
ages ranged from 6 to 54 years, and the two sexes were almost 
equally divided. 37 7 per cent, showed the presence of 
paratyphoid agglutinins as well as or without T agglutinins. 
The percentage agglutinating B. para. A is much smaller 
than that agglutinating B. para. B. As regards titre, 76-9 
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per cent, of these with T. agglutinins, whether or not 
accompanied by para, agglutinins, were able to agglutinate 
B. typhosus in 1 in 120 or more, the highest point reached in 
any being 1 in 5333. Of those agglutinating T. only 64 5 
per cent, had a titre of 1 in 150 or more. Of those aggluti¬ 
nating paratyphoid as well as typhoid, the titre was 1 in 150 
or more in 80 per cent. This suggests that the T. titre is 
higher in cases infected with typhoid and paratyphoid 
organisms than it is in pure T. infections. 60 per cent., 
or 3 cases out of 5 yielding A agglutinins were 
able to agglutinate B. para A in 1 in 120 or more, 
the highest being 1 in 150. In 1 of these cases 
the A titre was higher than the corresponding T. title. 
52-9 per cent., or 9 cases out of the 17 which agglutinated 
B. para. B were able to agglutinate in a dilution of 1 in 120 
or more, the highest being 1 in 5333. In one of these cases 
also the B titre was higher than the T. titre in the same 
serum. In another case the T. titre fell four tubes as 
against one tube in the B titre in the same time. The 
percentage of high para, titres would probably have been 
greater if all cases had been examined at least on two 
occasions. Of those whose data are available, whether 
examined once or twice, the average time elapsing between 
onset and tirst agglutination was 15 8 days. 

That there was a definite co-existing paratyphoid infec¬ 
tion in a certain number of the cases we believe is supported 
by the following facts. B. paratyphosns B was isolated 
from the stools of one patient (age 1 year) whose blood was 
not sent for agglutination, and who is therefore not included 
in the above series of 53. This case was clinically one of 
typhoid or paratyphoid infection. It is interesting to note 
that in the above series are included 3 other members of 
the same family from which this child came. One of them 
had agglutinins for T. and A. another for T. and B. and the 
third for T. only. 

From another case with agglutinins for T. and B, 
B. para. B was recovered from the urine. In still another 
case already mentioned in the table there were agglutinins 
for B. para. B only. Finally, in one or two cases absorption 
tests were carried out which showed that the para, agglu¬ 
tinins in the cases examined were not of the nature of 
co-agglutinins. 

Only 4 of these with agglutinins for paratyphoid bacilli 
agglutinated in 1 in 27 only on the single occasion of 
examination. One of these examined on the eighth day of 
illness also agglutinated B. typhosus in 1 in 120 only. Two 
were examined on the sixteenth day and had also T. titres 
of 1 in 150 and 1 in 1600 respectively, and the fourth with 
T. A agglutinins, examined on the twenty-first day, had a 
T. titre of 1 in 150. From the stools of a brother of this 
patient B. paratyphosus B was recovered. The remaining 
31 cases, or 58 4 per cent., showed no trace of paratyphoid 
agglutinins even in 1 in 27, although 64 5 per cent, of them 
agglutinated B. typhosus in 1 in 150 or more, the titre in 
22-5 per cent, running into four figures, of which the highest 
was 1 in 5333. Of these which agglutinated both para. A 
and para. B, one had a titre of 1 in 150 for A and 1 in 120 
for B, while the other was 1 in 150 for A and 1 in 320 
for B. 

In view of the above facts we conclude that those cases 
with paratyphoid agglutinins from whom no paratyphoid 
bacilli were isolated were in all probability cases of mixed 
infection, and that none of them is to be regarded as 
examples of co-agglutination. Probably paratyphoid and 
typhoid bacilli would have been isolated in a greater number 
of cases had the excreta been systematically examined. Only 
a certain number were examined, and that on one occasion 
only when the patient was convalescent and ready to be 
discharged. 

Group IV. 

The last group embraces a series of 38 civilians whose 
bloods were examined once or oftener, but who were suffer¬ 
ing or convalescent from other diseases. Of these, 15 were 
at first clinically suspected of typhoid, but none of them 
agglutinated T., A or B, even in 1 in 27, and as a matter of 
fact turned out to be ill from other causes. The remaining 
23 bloods were taken at random from in-patients suffering 
from diseases other than typhoid. 19 of them were negative 
to T., A and B even in 1 in 27 dilution, while 4 gave different 
readings. That is to say, out of 38 civilians not suffering 
from typhoid or paratyphoid 89 4 per cent, contained no 
agglutinins for T„ A or B even in a dilution of 1 in 27, while 
10-5 per cent., or 4 cases, showed the following. 


Two agglutinated B. typhosus up to 1 in 120. One—a 
woman—was suffering from colitis of two years’ duration 
and empyema. She had not been inoculated, and could 
furnish no history of an attack of, or contact with, typhoid. 
The other wa« an old soldier who had served in India, and 
who said he had never consciously had typhoid and was never 
inoculated. In this case, however, we think there is a strong 
suspicion that he had at least, been in contact with typhoid. 

A third—a woman of 71—agglutinated B. typhosus up to 
1 in 50. She stated that she had never had typhoid and had 
never been inoculated. At the age of 21, however, she had 
lived in the same house where one of the inmates died from 
typhoid. The fourth agglutinated B. para. B up to 1 in 50. 
He was in a hospital with Charcot joints. He had never had 
typhoid, had never been inoculated, and could give no history 
of contact. Out of the 4 cases, therefore, in one there 
was a certainty of contact with typhoid and in the other a 
strong suspicion. 

Summary and Conclutiont. 

1. The paper is based on the scrum reactions of 275 
patients, of whom 184 were soldiers. 165 of these came 
from the Mediterranean, 18 from France, and 1 was an 
It.A.M.C. orderly who contracted paratyphoid in Reading. 
91 were civilians, of whom 53 were cases of typhoid or para¬ 
typhoid occurring during the recent Reading outbreak, while 
the remaining 38 were not suffering from the typhoid-para¬ 
typhoid group of diseases, but were used as controls. 

2. The tests were carried out on the principle recommended 
by Dreyer and his colleagues, but with a slightly different 
technique. We believe the drop method is more liable to 
personal error, takes up more time, and, owing to the differ¬ 
ence in surface tension of the various liquids used, to a 
certain extent possesses an inherent inaccuracy. While the 
drop method is scientifically inaccurate, we should think 
that, owing to the gross nature of the end-point of the 
reaction, the margin of error arising from surface-tension 
may be neglected for all practical purposes. In our exa¬ 
minations we have used a volumetric method, delivering the 
fluids from accurately graduated pipettes. 

3. We have used the standard agglutinable cultures 
throughout as supplied by the Standards Laboratory, 
Oxford, at the instance of the Medical Research Committee. 
We have found them thoroughly satisfactory for routine 
work, and the provision of such cultures has been a great 
boon at a time when the resources of the laboratory were 
being taxed to their utmost. 

4. We believe this method to be the simplest, most 
accurate, and the most suitable of all agglutination methods 
where routine work is concerned. 

5. The same observer should, if possible, carry out all the 
readings ; these should be made against a black background, 
with a constant intensity of artificial illumination, and a 
hand lens employed to detect the end point. 

6 . Collection of blood is best obtained by venipuncture, 
by which means sufficient blood can at the same time be got 
for culture purposes. 

7. Statistics based on clinical grounds alone can be of no 
value where typhoid and paratyphoid are concerned in cases 
which come from the East. The great majority of our cases 
arrived with a diagnosis of “ enteric,” whereas out of 115 cases 
only 13 per cent, at the outside could be claimed as true 
typhoid. The mortality among these typhoid cases was nil, 
and offers a marked contrast to the 15 per cent, mortality 
among 53 uninoculated civilians. 

8 . Out of the 115 cases examined twice, 71 6 per cent, 
contained agglutinins for paratyphoid bacilli, and out of the 
whole number of military cases 111, or 60 3 per cent., 
agglutinated paratyphoid organisms. 

9. Paratyphoid infections raise the T. titre in inoculated 
persons. The stimulus effect, however, appears to vary 
according to the nature of the para, infection. The para. A 
stimulus is probably less in amount or more transitory in its 
effect than that of para. B. It is possible that as a result 
of a para, infection the T. inoculation curve rises from the 
point to which it has normally attained to a certain 
maximum. Having attained this, there is a somewhat 
sharper decline of the T. curve in T. A cases as compared 
with that in T. B cases. Hence in such cases an alteration 
of the T. curve between two readings, separated by a short 
interval, is more likely to be detected the nearer the exa¬ 
mination is to the onset of the illness. If examined well on 
in convalescence, the T. curve, at least in T. A cases, has 
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probably begun to fall at its normal post-inocnlation rate, 
and a change in T. titre will be less frequently encountered 
where the interval between the readings is a short one. We 
do not think that, having reached its maximum, the induced 
rise in the T. curve falls continuously from that point at the 
steady rate seen after simple inoculation. 

10. That para. B infections are more common in these 
cases is probably more apparent than real, and is probably 
not to be explained merely by saying that one type of case 
was more common during certain months. Our results 
rather point to an explanation based on the time elapsing 
from the onset of illness till the first agglutination. The 
nearer to the onset that the first agglutination is made the 
greater will be the number of positive A agglutinations. 
The further on in convalescence one goes before taking a 
reading the more likely is it that the less persistent A 
agglutinins will have disappeared, and consequently there 
will be a greater apparent percentage of B infections. 

11. We are unable to furnish any clear evidence of 
co-agglutination of A for B or vide verm, and there is no 
evidence of B. typhosus evoking co-agglutinins for paratyphoid 
organisms in the lowest dilution we employed—viz., 1 in 27. 
Paratyphoid infections in persons inoculated against typhoid 
have acted as a stimulus to the agglutinin-forming mechanism 
which had previously been called into being by a preventive 
T. inoculation. 

12. We desire to emphasise the need for repeated aggluti¬ 
nations at intervals in the case at least of persons previously 
inoculated. We do not think that any diagnostic inference 
can be drawn from a consideration of the titre in inoculated 
persons, where only one examination has been made, as 
individuals vary so diversely in their agglutinin response to 
infection or inoculation. 

13. We have found no evidence to support the view 
advanced by Tidy that marked pyrexia for some days is 
associated with diminution or disappearance of T. inocula¬ 
tion agglutinins. Diagnosis on Tidy’s assumption would be 
more misleading even than that based on clinical observation 
alone. 

14. The civilian epidemic in Reading was not due to 
B. typhosus alone, but was complicated by a paratyphoid 
infection in a certain proportion of the cases. The source 
of infection here was probably a military one, and the 
small epidemic broke out at a time when large numbers of 
typhoid and paratyphoid cases were in the military hospitals. 

15. None of the 38 uninoculated controls showed any 
trace of agglutinins for T., A or B, except 4. In one of 
these there was a definite history of contact and in another 
a strong probability. Two only could not be accounted for. 

References.—1. E. Hort: Brit. Med. Jour., 1915, vol. ii., p. 892. 
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AN APPLICATION OF DROP-MEASURING 
TO WIDAL TECHNIQUE : 

A REPLY TO ADVERSE CRITICISM. 
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FELLOW AND TUTOR OF UNIVERSITY COLI.XOE. OXFORD; UNIVERSITY 
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In a recent article by R. Donald on a Method of Drop¬ 
measuring Liquids and Suspensions 1 the writer finds occasion 
to make certain unfavourable criticisms of the drop-method 
and apparatus recommended for use with the standardised 
agglntinable cultures issued from the Standards Laboratory 
of the Department of Pathology at Oxford on behalf of the 
Medical Research Committee. The fact that the author of 
the article has for several years been engaged in a series of 
very detailed and extended researches on drop-measuring 
lends evident importance to his statements on this subject, 
though it does not qualify him to assume that the physical 
principles underlying such methods of measurement, which, 
as he rightly says, “ have been more or less widely known for 
generations,” are unfamiliar to other workers who have 
employed drop-measurement for many years past. 

In associating with the publication of his article the name 
of Professor W. Bulloch. F R.S., the writer adds gTeatly to 


the apparent weight and value of his criticisms of Dreyer’s 
method of measuring the agglutinin reaction for purposes of 
clinical pathology. Nevertheless, it can be demonstrated 
without difficulty that those of his objections whose triviality 
is not transparent entirely fail to establish themselves in 
regard to any essential detail of the method in question. 
Yet. since the author appears to put forward all his objections 
with equal seriousness, it might seem discourteous not to 
make some attempt to meet them seriatim and with suitable 
gravity. 

The misleading character of the statements which form the 
foundation of this very vigorous criticism has already been 
indicated briefly on a former occasion.' 2 But, in the absence 
of my friend and colleague, Major G. Dreyer, on active 
service, I may now be permitted to undertake the duty of 
defending in more detail his agglutination technique against 
aspersions which I venture to think disfigure a contribution 
possessing otherwise no little interest. Unfortunately, it is 
often found to be the case that when such aspersions prove 
to be ill-founded and to spring from hasty judgment or 
inaccurate deduction, they tend to create a feeling of dubiety 
regarding the value of other and doubtless unexceptionable 
conclusions which the writer has put forward. 

Donald’s criticisms are directed chiefly against; (a) the 
pipettes provided in the agglutination sets supplied for the 
Medical Research Committee, because he finds considerable 
variation in the volume of their drop-delivery ; (5) the 
technique, because it seems on cursory examination to 
disregard the fact that drops of different fluids and sus¬ 
pensions are of different volumes. On the former count he 
credits the method with an error of 40 per cent., and on the 
latter he awards it errors of 20 per cent, and 10 per cent, 
respectively. Further (o) he animadverts on the ‘* Directions ” 
for the ‘'Use of Standardised Agglntinable Cultures” both 
for things they say and for things they omit to say, as well 
as for their general neglect of “the six precautions” which 
he mentions as being “necessary for practical accuracy in 
drop-measuring. ” 

These are very serious and sweeping charges which can 
hardly have been read with equanimity by any who have 
committed themselves during the past year or more to the 
use of Dreyer’s method. Since if they were well established 
it would be evident that this method entailed inaccuracies 
almost approaching the same order of magnitude as those 
inherent in the older methods of performing agglutination 
tests. The appearance of accuracy obtained by standardising 
both the opacity and the sensitiveness to agglutination of the 
cultures issued would then be quite illusory. For the 
quantitative measure which it was hoped thus to obtain 
would vanish in a mass of incorrigible errors from other 
sources. Fortunately this is not in any degree the case, as 
I shall try to show. But first it may be of assistance in 
clearing the ground to state briefly (a) what in essence 
Dreyer’s method is, and (p) what it attempts to do. 

a. The essence of Dreyer’s method consists in having so 
arranged the details of the technique that in any given 
agglutination test the serum acts throughout in all its 
dilutions in the same volume of fluid, and on the same 
number of bacilli, in a suspension whose sensitiveness to 
agglutination has been ascertained exactly, instead of acting 
in unequal volumes of fluid as is frequently the case, on 
unequal numbers of bacilli as is usually the case, and in 
suspensions of unknown and highly variable sensitiveness to 
agglutination as is always the case in other methods which 
were previously in use. The method also endeavours to 
ensure that the actual volume of the mixture of the fluids 
used shall, so far as possible, always be approximately the 
same in every test that is made, and shall be contained in 
tubes of approximately the same form and diameter. But 
these matters are not regarded as being quite so fundamental 
since, so long as the ratios of the fluids remain unaltered, 
such differences in the results as may occur from failure in 
these details are so small that they can only be detected with 
difficulty, if at all. 

p. What the method attempts, and not unsuccessfully, is 
to provide a means of performing agglutination tests of such 
precision as will enable a diagnosis to be made even in inocu¬ 
lated persons ;and this not only where well-equipped labora¬ 
tories are at hand, but without any laboratory at all, or any 
other apparatus than that provided, and under all the various 
difficulties of active service conditions. 

5 The Lancet, Sept. 9th, 1916, p. 493. 


1 Tine Lancet, Sept. 2nd, 1916, p. 423. 
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The "Directions" issued with the agglutination sets and 
the agglutinable cultures attempt to set forth in plain and 
simple language exactly what has to be done in putting np a 
test, and they avoid all unnecessary and complicated explan¬ 
ations or theoretical discussions. Since it is probably more 
useful as a practical measure to remove the difficulties and 
pit-falls in advance than to attempt a learned exposition of 
their nature. It may be added incidentally that a wider 
introduction of a method which has been available for use 
(and has been used by us and others) for ten or a dozen years 
places one of the most important methods of serum-diagnosis 
at the disposal, as it ought to be, of every medical practi¬ 
tioner for his personal use. He is thus now enabled, if he 
wishes, readily to make his own agglutination tests, and to 
arrive without difficulty at a serum-diagnosis, at any rate in 
non-inoculated persons. The arcana of the pathological 
laboratory are not seriously, infringed, and the pathologist, 
labouring to elucidate obscurer problems in the advancement 
of our science, is so far freed from the exacting and 
unstimulating task of coping with an ever-growing burden of 
routine work. We are now in a position to understand the 
general aims and character of the method which is so severely 
criticised, and to examine in their due relation the leading 
features of the criticism to which it has been subjected. 

(a) The pipettes. —1. The first comment made on the 
pipettes by Donald is entirely just, though the conclusions 
which he draws from it do not therefore necessarily follow. 
The pipettes, and particularly their nozzles—the important 
part—are not at present made so well as they should be. 
They are not accurately to gauge ; nor are the little tubes, as 
he might have added. Before the war one could get these 
things to gauge at moderate cost, and one hopes to have 
them so again in the course of time. Constant efforts have 
been made in this direction in order to get rid of the small 
difference which these irregularities in pipette-drop-delivery 
and tube-size may produce. But these differences are, as 
already stated, not of such a character or magnitude as any¬ 
one using the ordinary series of dilutions is likely to note, 
and they certainly are not such as can affect materially 
either the diagnostic or the comparative value of the results 
obtained. The ratio of the several fluids used remains 
unaltered, and while we regret these irregularities in 
manufacture and desiderate their speedy removal, we deny 
that they have any important bearing, except as a possible 
source of inconvenience as, for example, from over-filling of 
the tubes. 

In view of the existing lack of uniformity in the volume of 
the drop-delivery of these pipettes a proposal by Donald, 
directed primarily to correcting for drop-size in the different 
fluids, is not without humour. This is that three pipettes 
should be employed each of given and very accurately 
determined drop-delivery. Now for the purposes of dis¬ 
tribution on quite an extensive scale, as in the present 
connexion, each of these pipettes would, like our own, 
need to be made commercially and at small cost. And 
each would be liable to the same kind of irregularity 
in manufacture as our own pipette. We should thus secure 
three errors instead of one. And not only so, but any error 
in any one of these pipettes would, unlike an error in our 
own, produce an actual and serious error in the technique, 
since every error in Donald's pipettes would affect the 
ratio of the different fluids used in putting up the test. This 
seems to offer an insufficient inducement to accept the pro¬ 
posal. Or does Donald intend to limit the performance of 
agglutination tests to those trained workers in equipped 
laboratories who have the necessary opportunity and skill to 
make and calibrate their own pipettes ? If so, the answer is 
that we prefer a method that is universally available and 
that requires no special skill in manipulation. 

It is not always easy for a skilled laboratory worker to 
realise the degree of training needed to make use of apparatus 
and manipulations which he himself has come to regard as 
simple, otherwise Donald might have hesitated to conclude 
that his proposal for the use of several accurately calibrated 
pipettes would facilitate the general performance of reliable 
agglutination tests. Incidentally, it may be noted that he 
rather unfairly and persistently refers to our pipette as a 
“ standard ” pipett-u This it makes no pretence to be ; nor 
has it ever been called so either in the Memorandum of the 
Medical Research Committee, in the Directions, or in other 
writings. No one would exoect to get even one pipette to 
which the term “standard” could be applied in any 


ordinary sense for the price of this whole set of agglutination 
apparatus. But the application of the term, however 
innocently, is likely to convey a wrong impression. 

2. The drops of different fluids delivered by any given 
pipette are of different sizes, and Donald discovers what he 
calls a culture-pipette error in Dreyer’s technique amounting 
to 40 per cent, by supposing that the worker possesses two 
Dreyer pipettes differing as greatly in size as two which he 
himself was unfortunate enough to meet with, and uses the 
larger one for measuring the fluid whose drops are already 
relatively too large and the smaller one for the fluid whose 
drops are relatively small. This error is entirely manu¬ 
factured ad hoc. It is fabricated —with what object others 
must judge, but I cannot credit the more obvious inter¬ 
pretations. At any rate, it has nothing whatever to do with 
Dreyer’s technique or with the “ Directions,” since it is 
clearly, if only implicitly, laid down in the ‘ ‘ Directions ” that 
one and the same pipette shall be used throughout in 
putting up an agglutinin test; for at the end of each stage 
in the procedure it is directed that the pipette in use shall 
be washed and dried, and so carried on to the next series of 
drop-measurements. 

3. That this point was quite clearly apprehended by Donald 
appears from the fact that on one occasion he definitely 
states it to be so, thus: “If the same pipette were used 
throughout the measuring, as is implied in the Directions.” 
On another occasion he reflects unfavourably upon this 
washing out and drying of the pipette as “a precaution so 
expensive of time and of materials.” The discovery of this 
40 per cent, error is therefore altogether a very odd affair. 

In his own procedure, which he seems to consider free from 
any similar waste of time and materials, time pipettes are 
employed in succession, and since we must hope that they 
would be washed out and dried before being used to put 
up another test the saving of time and materials is not 
readily detected. 

(4) Drops of di fferent fluids are of different sizes. On this 
count Donald finds two more errors in Dreyer's method, one 
of 10 per cent, and one of 20 per cent. The point is easily 
dealt with. Donald tells us that 10 drops of water have 
the same volume as 11 drops of serum or 12 drops of 
standardised agglutinable culture. And he proposes to avoid 
errors in drop-measurement from this cause and get over 
this difficulty by making the worker use three different 
pipettes accurately calibrated for the three different fluids, 
and instructing him how to make necessary allowances and 
calculations. The " Directions ” get over the same difficulty 
by deliberately saying nothing about it. This is not excusable 
on a plea of ignorance, for we knew of the existence of these 
errors. But it happens that they work in opposite directions 
and very largely counterbalance each other. They thus leave 
as residue a small ascertainable and uniform error in the 
“reputed ” dilution of the serum, and in nothing else. This 
statement may be further explained as follows. Consider 
the series of dilutions 1 in 25, 1 in 50, 1 in 125, 1 in 500 
which the “ Directions ” instruct the worker to put up for 
his first determination. The “ Directions ” speak of making 
a serum dilution of 1 in 10 to begin with, and direct that 
60 drops of it shall be prepared (6 of serum and 54 of water 
or normal saline solution). This is in reality, as Donald 
shows, a 1 in 11 dilution of the serum. But this dilution 
(and all higher dilutions of serum, if such be subsequently 
required) can be regarded as having the same drop-volume as 
water or normal saline solution—correct to about two places 
of decimals. 

The worker now fills in his tubes with a series of drops of 
water, dilute serum, and standardised agglutinable cultures 
on the scale given below in such a way that each tube finally 
contains 10 drops of water plus serum, and 15 drops of 
standardised agglutinable culture :— 

Tube— 

,- A -----s 

1 2 3 4 5 

Drops of water (or saline) ... 0 ... 5 ... 8 ... 9 ... 10 

Drops of serum dilution ... 10 ... 5 ... 2 ... 1 ... 0 

10 10 10 10 10 

Drops of standardised ag- 

gtutinable culture . 15 ... 15 ... 15 ... 15 ... 15 

But in all the tubes the serum is weaker than its reputed 
strength as 10 is to 11. And in all of them the 15 drops of 
culture have only the volume of 12 drops of water, the total 
volume in each tube being thus the equivalent of 22 drops of 
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water instead of, as reputed, 25. Let us therefore call them 
all 22 drops. Now the quantities of serum actually present 
in the tnbes are in volumes respectively 10/11, 5/11. 2/11, 
1/11, and 0 of a water-drop. And 10/11 of a drop in 22 drops 
is precisely 1 in 24 2 instead of the reputed 1 in 25. Similarly 
for the other tubes, each of which also possesses an error of 
about 3 per cent, in the reputed dilution of the serum. The 
worker has actually put up dilutions of 1 in 24-2, 1 in 48 4, 
&c., but has been deluded into calling them 1 in 25. 1 in 50, 
See. Of what conceivable importance can this be when in 
the course of active enteric infection we are dealing with 
changes of titre in the serum amounting to anything from 
some hundreds per cent, up to thousands per cent. .' 

Thus far we have succeeded in reducing alleged errors (in 
technique), which if cumulative amount to 70 per cent., to a 
single error (in nomenclature) of about 3 per cent. 

(c) The “ Directions ” make no adequate reference to any 
of Donald's “six precautions,” nor indeed to any other 
precautions we have taken in connexion with this matter. To 
point this out is rather a compliment than a criticism when 
viewed in the proper light, though apparently it was not so 
intended. But on this occasion we may briefly consider 
some of these precautions. 

1. The outer diameter of the pipette nozzle. The great 
importance of variations in this measurement and the 
relative unimportance of the inner diameter were fully 
recognised. Close gauges for the outer diameter of the 
nozzle were provided from the first. In view of what has 
already been said about the manufacture of the pipettes the 
matter may be left there for the moment. 

2. The practical vertical position of the pipette nozzle. 
If there is any reason to believe that the pipecte is not held 
vertically (or nearly so) by the worker, Donald performs a 
service in drawing attention to the omission of instruction 
on this point. It did not seem probable to us that anyone 
would be likely to attempt to fill in drops from a teat 
pipette into very narrow tubes placed in rows in a stand 
except with the pipette held vertically or nearly so. After 
watching many successive classes of students learn the 
method I should not have thought the danger very great. 
Certainly the vertical position is the usual one and the 
natural one, and something must always be left to the intelli¬ 
gence of the operator. Moreover, whatever position the 
worker adopts, he is likely always to assume pretty much 
the same position, so that his drops will all have similar 
errors. Still the lack of reference to the position of the 
pipette is a distinct omission which can easily be remedied, 
and thanks are due to Donald for calling attention to it. 
Unfortunately, the rest of his criticisms are not of the same 
value, and some of them are merely trivial. 

3. He disapproves of hand-pipettes with teats because the 
drop-size varies somewhat with drop-rate. By using wide 
differences in drop-rate—namely, from 1-3 seconds to 10 
seconds per drop (nearly an eight-fold increase in drop-time) 
—he obtains a difference in drop-size of just over 5 per cent. 
His lower limit of time is quite excessive for this kind of 
drop-measurement. But even from his own figures one might 
safely have hazarded the opinion that any differences in drop¬ 
time likely to be present when a worker is filling in tubes “ by 
gentle pressure on the teat ” of a properly handled pipette in 
the earnest pursuit of his routine work are unlikely to amount 
to 1 per cent. And we should willingly have presented Donald 
with a 1 per cent, error here did we not happen, as a matter 
of fact, to know from many trials that with a Dreyer pipette 
the drop-rate error does not nearly reach this figure. 

4. The temperature. We are charged with ignoring in 
the present technique the effect of temperature on drop- 
measurement. The charge is perfectly well founded, as 
would also be a charge that we wilfully ignore the effect of 
differences in the barometric pressure and in the relative 
humidity of the atmosphere, and give no correction for the 
variation in the force of gravitation at different points on 
the surface of the globe, though all these phenomena have 
some effect on our operations. It is simply a question of 
order of magnitude. As regards the temperature, each rise 
of 1° C. in temperature lowers the surface tension of water 
about i per cent., and consequently also lowers the drop- 
volume. Thus, a difference of temperature of 8° C. (14° to 
15° F.) will make a difference of 2 per cent, in the drop- 
volume of water. But Donald forgets to point out that the 
drop-volume of serum and of the standardised agglutinable 
cultures are altered at the same time in the same direction. 


so that their ratios can only be affected to an entirely 
insignificant extent per 1° C. It follows that unless the 
worker has it in mind to carry out his manipulations in a 
refrigerator or in a Turkish bath—and for this we have failed 
to provide—the factor of temperature is entirely negligible. 

It would be tedious, and I think unnecessary, to pursue 
this discussion further. I have attempted to show that the 
whole framework of the criticism put forward by Donald 
rests on a totally inadequate foundation, and that he was 
misled in supposing himself to have discovered errors of such 
gravity in Dreyer’s method that it became a "public duty ; ” 
to point out its inaccuracy. - ^ 

It was a priori unlikely that a responsible and authorita¬ 
tive body like the Medical Research Committee would have 
undertaken the issue of standardised agglutinable cultures, 
and strongly supported the use of the technique in question by 
supplying the agglutination sets so widely as they have done 
had the method been ill-devised, inaccurate, and slip-shod. 

It appears, on the contrary, that the most recent scrutiny, 
and one conducted by an expert in drop-measurement, has 
failed to prove it open to serious criticism in any significant 
detail. It is the objections offered which are seen to be ill- 
founded. But though it is proper that inaccurate criticism 
should be firmly rebutted, it must not be supposed that 
anything said here in meeting Donald’s objections is meant 
to throw doubt on the sincerity of his intentions. It was 
unfortunate that he failed to explain more clearly that the 
supposed error of 40 per cent, was not only entirely lactitious, 
but also one already carefully precluded. It was still more 
unfortunate that such unsubstantial criticisms should appear 
under the name and mgis of an important institute. 


A NEW REMEDY FOR SYPHILIS, LUARGOL 
OR “102.” 

By N. S. BONARD, M.D., 

SURGICAL OFFICER, LONDON LOCK HOSPITAL: LATE SENIOR HOUSE 
SURGEON, FRENCH HOSPITAL, LONDON. 


Since the introduction of salvarsan, several substitutes 
have been put on the market. In 1913, Mouneyrat in France 
discovered galyl or tetraoxydiphosphotetraminodiarseno- 
benzol. He added two phosphoric groups to arsenobenzol, and 
made a compound more powerful in arsenic than neosalvarsan. 
Dr. Danysz, of the Institut Pasteur in Paris, who has been 
working for a long time on the treatment of trypanosomiasis, 
introduced two years ago a new compound as a substitute 
for salvarsan called “102,” or luargol, in which he added 
silver salts and antimony to arsenobeDzol. 

The antiseptic properties of silver are well known. For 
many years the silver nitrate pencil has been used as caustic 
and for treating syphilitic mucous plaques. These properties 
have again proved their value when colloidal silver prepara¬ 
tions were used as ointments or intravenous injections in 
septic conditions. Charcot has shown the perfect tolerance 
of silver, and that poisonous symptoms appeared only after 
absorption of 30 grammes of silver nitrate. Danysz at first 
tried solutions of silver nitrate. He noticed that at the 
1 in 80,000 strength this solution had not a great microbi¬ 
cidal action, and had the grave disadvantage of causing 
venous thrombosis. He then combined silver with eosin, 
and obtained a precipitate which dissolved by adding sodium 
chloride. This product proved to have a powerful anti¬ 
syphilitic action in experimental treatment on rabbits. Bnt 
the veins were still considerably altered by this product, 
which could not be used at all in therapy. 

After further research, Danysz tried to combine silver 
with dioxydiaminoarsenobenzol, and obtained another com¬ 
pound. A solution of silver nitrate was mixed with 
an aqueous solution of dioxydiaminoarsenobenzol hydro¬ 
chloride. A more or less brown clear solution, varying 
with the quantity of silver used, was obtained. By adding 
to this sodium chloride, a flocculent precipitate was formed 
and no modification appeared in the liquid. This precipitate 
treated with sulphuric acid gave another abundant pale- 
yellow precipitate and the liquid contained only traces of 
arsenic and silver, which demonstrated that silver and 
chlorine had been fixed by dioxydiaminobenzol. Danysz 
had then the idea of replacing chlorine, which is without any 
therapeutic property, by bromine or iodine, which have 
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microbicidal properties. He obtained thus a bromo-silver 
arsenobenzol, which he called the “88” 2. This product 
was very satisfactory and experience proved its efficiency. 
Hoping further to increase the specific action, Dunysz tried 
to introduce in this “88 ”2 a certain quantity of antim >ny 
as trichloride of antimony (SbCI 3 ). He then obtained 
a dioxydiaminoarsenobenzolstibicosilver sulphate, whose 
formula is : (C 19 H, ,0 2 N,As 2 )2AgBrSb0(H„S0 4 ) a , and which 
Danysz called luargol, or “102.” In analysis the following 
is found :— 


C . 19-88 per cent. 

Ag. 7-45 

Br . 5-52 


As. 20 70 per cent. 

Sb. 8-29 

8 . 8-86 


Silver is fixed in this compound as a bromide, antimony as 
antimony! The addition of a silver salt increases the 
antiseptic properties of arsenobenzol. Bromide has been 
chosen because experience proved that the combinations 
with silver bromide are more active than those made with 
chloride or nitrate and less toxic than those with silver 
iodide. The addition of antimony seemed indicated in 
those cases of syphilis and trypanosomiasis in which arsenic 
had no effect at all, and in which antimony proved very 
efficacious. 

Danysz’s experience shows that the “ 102 ” is more active 
than any other arsenical compound in trypanosomiasis. 
For instance, in rabbits infected with surra, the evolu¬ 
tion of the disease is about the same as in trypanosoma 
infections in man. After an incubation period from 5 
to 7 days, there are raised temperature and wasting. 
Thirty to fifty days following inoculation lesions appear 
on the skin and mucous membranes ; later there are 
nervous troubles. If treatment is begun during the incuba¬ 
tion period all arsenical compounds cure the animals easily. 
If treatment starts during the second period, atoxyl, arseno- 
phenylglycine and arsenobenzol give only a certain propor¬ 
tion of cures, while “88 ”2 and “102” cure them all. 
During the last period, when lesions have appeared, “102” 
alone could cure nearly all animals (5 in 6) with doses of 
0 01 eg. per kilogramme. For obtaining the same result with 
“88" 2 twice as much had to be given. Other arsenical 
compounds at the same doses gave no result at all. Thus, 
the relation between the tolerated dose and the curative dose 
of luargol is 80 to 1, for trypanosoma gambiense 100 to 1, 
while for the same trypanosomiasis, the relation for atoxyl is 
4 to 3, arsenobenzol 10 to 1, arsenophenylglycine 3 to 1. 

In sleeping sickness luargol is 75 times more active than 
atoxyl ; 30 times more active than arsenophenylglycine 
and 10 times more active than arsenobenzol. Experience 
has shown also that luargol cured mice infected with 
Trypanosoma dimorphon which is known to be resistant to 
arsenobenzol, atoxyl and phenylglycine. In rabbits the 
treponemata in the chancre disappear in 24 hours with doses 
of 0 002 to 0 003 gm. of luargol per kilogramme. The 
same result is obtained in men after a single injection of 
010 or 0-15 gm. The same, of course, is seen with arseno- 
benzol, but with much larger doses. Luargol can thus be 
used in cases where arsenobenzol is not tolerated. 

Luargol is interesting as a new substitute for salvarsan 
because the effective therapeutic dose is far off the toxic 
dose as compared with other arsenical compounds. Very 
small doses need to be injected for obtaining a therapeutic 
effect. With doses of 0 10 or even 0 05 gm. the therapeutic 
effect is already evident, while the toxicity is about 0 20 gm. 
per kilogramme in rabbits. The injections are given intra¬ 
venously in the same manner as employed in salvarsan or 
neosalvarsan. They are repeated every second or third day, 
the first dose to be injected being 0-10 or 0 15 gm. The 
following doses are increased up to 0 30 or 0-35 gm. The 
total dose of 10 to 1-20 or perhaps 1-50 gm. ought to be 
injected in 6 or 7 injections. 

After the first injection, there is often a febrile reaction 
more or less intense which is never serious and disappears 
in a few hours without any serious vomiting, headache, or 
gastro-intestinal troubles. Generally, the further injections 
give rise to no reaction. The slight reaction after the first 
injection is probably due to the destruction of the spiro- 
chietes. The intensity depends upon the general state of the 
patient and is variable. In strong subjects in good condi¬ 
tion, there is very often no reaction at all. In three cases 
out of 500 treated with luargol at the Hopital Cochin, in 
Paris, on the day following the first injection, there was a 
general scarlatiniform rash with a moderate temperature. 


This rash disappeared in two days without any further 
trouble. This is the only unusual incident registered up to 
the present time. 

The immediate therapeutic effects of luargol are about the 
same as those obtained with arsenobenzol with doses three 
times as strong. The primary, secondary, and even the 
tertiary symptoms yield in a few days with doses of luargol 
always much smaller than those which would be required 
with salvarsan, neosalvarsan, or any other substitute. In 
80 per cent, of the cases treated the Wassermann test gave 
a negative result one month after the beginning of the treat¬ 
ment, and after 10 to 1-20 gm. had been injected. But here, 
as in the treatment with salvarsan, the Wassermann test 
can give again a positive result after a few months. Another 
course of injections may then become necessary. All these 
cases have been treated without mercury or local treatment. 
In every case luargol has proved to be a powerful tonic, the 
general state of patients improving quiokly. Luargol is 
very stable and keeps in solution without alteration for many 
hours. A great number of patients can be injected with the 
solution. The treatment seems to be without any danger in 
ordinary cases. The results are very rapid, as the injections 
can be repeated every second or third day. 

Luargol is a lig it yellow-orange powder insoluble in 
water. It is soluble in a solution of sodium hydrate, 
0 40 eg. of the latter being able to neutralise 1 gm. of luargol. 
Practically the best way to proceed to get the solution is to 
dissolve 1 gm. of the powder in 15 c.c of a 4 per cent, solu¬ 
tion of sodium hydrate. The powder dissolves quickly, and a 
dark-brown, nearly black, thick solution is obtained. The 
injections can be made by the syringe with concentrated 
solutions, in the same way as with neosalvarsan by Ravault’s 
method ; in this case a 1 per cent, solution is prepared by 
adding distilled water up to 100 c.c., each c.c. containing 
0 01 gm. of luargol. If the glass-tubing apparatus is pre¬ 
ferred, the solution must be 1 per 1000, and made by adding 
normal saline up to 1000 c.c. Each 10 c.c. will contain 
0 01 gm. of the drug. In both cases the solution is filtered. 
This way of proceeding is very convenient for hospitals 
where a great number of injections are made at the same 
time. The preparation is supplied in sealed tubes containing 
1 gm. for hospital purposes, or in five different strengths— 
viz., 010, 0 15, 0-20, 0-25, 0 30 gm. Complete outfits with a 
phial of the alkaline solution, a filter, &c., with full instruc¬ 
tions for use, are supplied also for private cases. 

Poanlogy of “ 102 .”—In acquired syphilis with primary, 
secondary, or tertiary symptoms without nervous complica¬ 
tions, the following doses should be injected in a normal 
adult patient:—0-15, 0-20, 0-25, 0-30, 0 30, 0-30 gm., i.e. 
totally 1 50 gm. in six injections repeated every second, 
third, or fourth day. For a female patient in the same con¬ 
dition the following doses : 010, 0T5, 0-20, 0-25, 0 25, 

0 25 gm., i.e. totally 1-20 gm. In cases with nervous or any 
other complications the treatment should be carried on with 
quite small doses increased very slowly, if the first dose is 
well tolerated. The injections are made into the veins 
exactly in the same manner as is employed with any other 
drugs. If a concentrated solution is used with the syringe, 
the injection is to be made very slowly into the vein, espe¬ 
cially with doses over 0 15gm. No food should be taken for 
four hours previous to the injection. The patient must rest 
for a few hours afterwards. He can have a cup of tea, but 
no food is to be allowed until four or five hours after the 
injection, when a light meal may be taken. It is better to 
make the injection about 5 or 6 P.M., as then the patientcan 
rest until the following morning. 

Contra indications. —The contra-indications for luargol are 
the same as for other arsenical compounds, i.e. asystoly, 
uraemia, and a cachectic state not due to syphilis. In badly 
compensated heart disease and in syphilitic affections running 
an acute evolution, such as acute meningitis, nephritis, 
jaundice, Sac ., the increasing doses should be very small, 

0 006 to 0 003 gm. There are very few absolute contra¬ 
indications, as luargol is always well tolerated and seems to 
be harmless in uncomplicated cases. 

Clinical remits .—During the past six months, through the 
courtesy of Mr. A. Shillitoe and Mr. C. Gibbs, of the honorary 
staff of the Lock Hospital, I have treated about 100 cases of 
syphilis at different stages with luargol. A certain number of 
cases have been treated as out-patients at the French Hospital. 
All these cases, without exception, have done well and the 
results are most satisfactory. The therapeutic effects have 
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been more rapid than with salvarsan, neosalvarsan, galyl, 
novarsenobenzol, or neokharsivan in every case. No serious 
complications or reactions have been observed. All sym¬ 
ptoms of the disease have cleared up rapidly. The injec¬ 
tions have been made with concentrated solutions of “ 102 ’’ 
by means of a 20 c.c. glass syringe. All out-patients have 
been treated in the consulting-room and have left directly 
afterwards. In some cases they did not even strictly follow 
the instructions given, but no harm appears to have 
resulted. In the wards of the Lock Hospital the patients 
were not kept in bed after being injected. Frequent small 
doses have proved to be of greater benefit and to give better 
results than larger doses at longer intervals. Luargol alone 
has been given in every case and no local treatment made. 
The cases herein reported are chosen at random and contain 
only clinical results. 

Case 1.—The patient, a young man aged 23, had been 
exposed to infection at the beginning of February, 1916. 
Came under treatment on March 1st with a "typical 
syphilitic chancre on the penis: dirty greyish sore with 
indurated base. Glands in both groins much enlarged; 
Wassermann teBt positive. 

Treatment.— March 4th : Chancre the size of a shilling- 
piece, with indurated base and much swelling of prepuce. 
A dose of 010 gra. of luargol was given intravenously; 
no reaction followed. March 7th: Third day. Swelling 
of prepuce had gone down; chancre red and clean; 
epidermisation beginning on the edges. Second dose of 
0-20 gm. was given; no reaction followed. March 11th: 
Seventh day. Chancre healing; induration of base nearly 
disappeared ; a small area only not enidermised. Patient 
feels much better. Third injection of 0'25gm. was given ; no 
reaction followed. March 14th : Tenth day. Chancre quite 
healed; induration of base gone; glands in groins much 
smaller. Patient feels very well. Four further doses of 
luargol of 0-25 gm. were given at regular intervals to complete 
the treatment. 

In this case the chancre was healed in ten days after 
injecting a total dose of 0 55 gm. Up to the present time 
(August 28th, 1916) the patient, whom I see regularly, has not 
developed any secondary symptoms. No local treatment was 
done and no mercury was given. 

Case 2. —The patient, a man aged 32, had been exposed to 
infection in January, 1916. A syphilitic chancre developed 
25 days later. He was treated privately with medicine and 
applications of boric vaseline without amelioration. Came 
under my treatment on March 1st. The patient was feeling 
very ill, giddy, and weak. He complained of headache. 
Large dirty greyish discharging sore on penis with indurated 
base, the width of a two-shilling piece; much swelling of 
prepuce. Glands much enlarged in both groins. Maculo- 
papular rash on chest, back, and limbs. Sore throat, tonsils 
enlarged, inllamed with white patches. Mucous plaque on 
under lip. Swallowing difficult and painful. Wassermann 
reaction positive. 

Treatment. —March 1st: Luargol 015 gm. injected ; slight 
reaction followed; temperature 101° F. for two hours. 
March 4th : Third day. Swelling of prepuce had diminished ; 
chancre looked cleau and red ; on the edges epidermisation 
could be seen starting. Throat better; the white patches 
had gone, tonsils less inflamed, swallowing easier; headache 
the same. Second injection of 0 25 gm. given; no reaction 
followed. March 7th : Seventh day. Chancre healing, level 
with the skin, about half its previous size ; induration softer 
and going down; swelling of prepuce gone. Glands in 
groins smaller, rash fading and disappearing. Throat much 
better, tonsils smaller, swallowing quite comfortable without 
any more pain. Tatient felt strong and “fit"; headache 
very slight. Third dose of 0 25 gm.; no reaction followed. 
March 11th : Eleventh day. Only a very small area of the 
chancre had not healed; induration of base had gone. 
Glands in groins smaller. Throat quite well. Rash had 
cleared up, only a few fading Bpots could still be seen. No 
further headache. Fourth injection of 0-30 gm. of luargol 
given ; no reaction afterwards. March 14th : Fourteenth 
day. Chancre quite healed, flat with the skin. Rash quite 
cleared. Glands in groins getting smaller. General state 
of patient very good. Two further injections of 0 30 gm. 
were given to complete treatment up to 155 gm. of luargol. 
June 1st: Seen again; patient quite well; no other symptoms 
had developed. 

Case 3.—The patient, a girl aged 18, was admitted into 
hospital with a large typical syphilitic chancre on fourchette, 
the size of a shilling-piece, with a dirty greyish discharging 
base. Tissue all around infiltrated, and huge swelling of 
labia. She felt weak, giddy, depressed; general state bad. 
Glands in both groins enlarged and Wassermann reaction 
positive. 

J’ri at meat .—First day: Intravenous injection of con¬ 
centrated solution of "102" by means of syringe; 0T0 gm. 


given at 10 a.m. ; slight reaction. Temperature at 6 p.m. 
101°F., no sickness or headache. At 8 p.m. temperature 
100° ; at 10 p.m. normal; no rise afterwards. Fourth day : 
Swelling of labia greatly diminished. Chancre smaller, red 
and healthy; epidermisation seen growing from the edges. 
Second injection of 0T5 gm.; no reaction afterwards. Fifth day: 
Swelling gone; chancre half its previous size. Patient feeling 
stronger and better. Sixth day: Chancre healing quickly; 
infiltration of base nearly gone; glands in groins smaller. 
Seventh day: Chancre nearly healed; only a small area not 
epidermised ; sore flat with the skin; infiltration of base 
gone. Third injection of 0'20 gm.; no reaction afterwards. 
Ninth day : Chancre healed ; glands smaller; patient feeling 
very well. Three further injections of 0-25 gm. at regular 
intervals up to the total dose of 1-20 gm. luargol was given; 
no reaction followed the injections. 

Case 5.—The patient, a woman aged 42, had the first 
symptoms of syphilis seven years ago; was treated privately 
with medicine and pills. When admitted into hospital for 
treatment there were several mucous tubercles of different 
sizes on vulva, and a large ulceration, the sizeof a two-shilling 
piece, stretching from right labia to fourchette; base indu¬ 
rated and infiltrated. Both labia much swollen. Glands in 
groins hard and enlarged, glands in neck. Ulceration, the 
size of threepenny-piece, on the nose. Throat very sore for 
last three weeks; tonsils much enlarged and inflamed with 
ulcerated white patches; swallowing difficult and painful. 
Six gummata discharging pus, on scalp, the size varying from 
a sixpenny to a shilling piece. General state of patient very- 
bad. She complained of headache, weakness, giddiness, with 
pains in the bones; Wassermann reaction positive. 

Treatment .—First day: Intravenous injection of con¬ 
centrated solution of “ 102 ” at 10 a.m. by means of 
syringe; dose, O'10 gm. At 2 p.m. temperature normal; at 
4 p.m. 99= F., headache, slight sickness. At 6 p.m. tempera¬ 
ture 100-2°; headache the same, sickness worse. At 8 p.m. 
temperature 99T°, headache the same, sickness better; at 
10 p.m. temperature normal, slight sickness, headache con¬ 
tinuing. Fairly good night; following morning head still 
aching, this continuing for about 24 hours. Third day: 
Swelling of vulva much diminished. Mucous tubercles 
softer; ulceration on vulva much better, looked clean and 
healthy. Ulceration on nose quite red and cleaner; 
gummata the same. Throat: tonsils less inflamed; swal¬ 
lowing not so painful; white patches on tonsils better. 
Second injection of 015 gm.; no reaction followed but 
a worse headache than usual for 24 hours. Fifth day: 
No swelling on vulva. Hard base of ulceration much 
softer. Ulceration healing; epidermisation could be seen 
growing from edges of sore. Ulceration of nose quite 
healed, flat with the skin. Mucous tubercles on vulva 
smaller. Gummata on scalp no longer discharging pus, 
looked clean and healthy. Throat much better; white 
ulcerated patches gone, tonsils smaller, swallowing not 
painful. Patient feeling stronger and better altogether. 
Third injection of 0 20 gm.; no reaction followed. Eighth 
day : Ulceration of vulva nearly healed, flat with skin; only 
a small area not epidermised. 'Mucous tubercles quite small 
and flat. Throat quite well, swallowing quite normal. 
Gummata on scalp getting smaller; quite dry, practically 
healed. Glands in groins and neck getting smaller still, anil 
less hard. Patient quite well and gaining in weight. 
No headache. Fourth injection of 0-25 gm.; no reaction 
followed. Twelfth day: Scalp quite healed; glands still 
smaller. Patient quite well, wanted her discharge. Two 
further injections at regular intervals were given to com¬ 
plete treatment up to the total dose of l' 20 gm. of luargol. 

I have notes of one case with large papular syphilides of 
the face, arms, and legs, lesions which are most resistant 
to genuine German salvarsan. This case was treated with 
another arsenical substitute without improvement. I com¬ 
menced treatment with luargol, after a complete course of 
injections of another substitute had failed to improve the 
condition. After four injections of OTO gm. every second 
day the lesions began to clear up and proceeded to improve 
until the twentieth day, when they had completely dis¬ 
appeared. The injections were increased at regular 
intervals till the total dose of 1'50 gm. was given to 
complete treatment. 

Another case with hard pigmented papular general rash, 
lesions which take weeks and weeks to disappear with 
salvarsan, was also treated with another substitute without 
improvement at all. This case was put under luargol. One 
week after the beginning of the treatment the papules began 
to shrink and to flatten. Fifteen days afterwards most of 
them were flat with the skin and fading. In the third 
week all papules were quite flat and some quite faded. In 
several other cases all the symptoms cleared up after a 
single dose of 0T5 gm. of luargol, but it must be 
remembered that very often slight syphilitic symptoms 
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disappear without any treatment at all. In other cases, 
after a dose of 0 05 gni. only, epidermisation began very 
quickly to grow from the edges of long-standing sores. 
I have received daring the last month from several medical 
men who are using luargol in London, letters telling me 
that after injections of this remedy they met sometimes with 
very bad general reactions or with thrombosis or phlebitis of 
the veins. In the hundred cases treated here up to the 
present time, slight thrombosis followed the injections in 
four cases and this was due to the using of impure hydrate of 
sodium. Only chemically pure sodium should be u-%ed to dis¬ 
solve luargol, otherwise, if there is a too large proportion of 
carbonate in the alkaline solution, luargol is converted into 
an insoluble black sediment of carbonate which on no 
account should be injected. If the proper solution of soda 
is employed, luargol gives a perfectly clear brown-black 
solution which hardly needs filtering, and no trouble what¬ 
ever should follow the intravenous injection. 

It is of the greatest importance that injections should not 
be made until the operator is assured his needle is in the vein. 
If in spite of this there is thrombosis the fact is due to 
an excess of soda in the alkaline solution. But I must add 
that thrombosis of the veins may occur with any other drug 
if, when injected into the vein, the solution is not isotonic. 
With each outfit of luargol a phial containing the correct 
diluted alkaline solution for the dose wanted is provided, 
and thus the risks of thrombosis are reduced to a minimum. 
In order to avoid this inconvenience Danysz has prepared 
lately a new preparation of this remedy, the sodic luargol, 
which dissolves simply in distilled water like neosalvarsan. 
I have used it now for two months with great satisfaction. 
This preparation is very handy, less toxic, and the efficacy as 
regards clinical results is exactly the same. It is not yet on 
the market, but will be provided in sealed tubes of 0 TO, 0-20, 
0*30, 040, and 0 50 gm. The solution is filtered before 
use for safety, and injected as before explained. 

Regarding severe general reactions which may follow the 
intravenous injection, I had one case only. It was that of a girl 
of 24 years who had had three injections of luargol before, 
without any reaction afterwards. She got her fourth 
injection at the same time and with the same solution as 
20 other patients. Alone, of these 20 cases, she complained, 
directly after the injection was made, of severe pains in the 
arm. There were congestion of the face, slight dyspnoea; 
she had a very high temperature up to 104° three hours 
afterwards, with vomiting and headache. These symptoms 
lasted for 24 hours and the patient was quite well again 
and later had two more injections without any reaction 
afterwards. 

Danysz showed that after intravenous injection of a 
product of the dioxydiaminoarsenobenzol group, symptoms 
of poisoning of very alarming aspect are sometimes observed ; 
congestion of the face, dyspnoea, urticaria, trembling and 
contraction or weakness of the limbs, convulsions, headaches, 
accompanied or not by temperatures of 102°, 104°, and 
even 105°. 

Struck by the resemblance of some of these symptoms to 
those of nitrite poisoning, M. Milian has given them the 
name of “ nitritoid crises,” and it is under this name that 
these accidents have since been generally described. These 
troubles always appear during or immediately after the 
injection, and no apparent symptom enables the practitioner 
to foresee the possibility of such an accident, generally 
more alarming than grave, which may arise in the 
case of individuals of the best constitution having all 
organs in perfect condition. Again, a nitritoid crisis may 
be observed in the case of one or two patients out of 10 or 
15 who have received injections at the same time of the 
same product, prepared for all of them and taken from the 
same vessel ; or the crisis may appear in the case of a 
patient who has already well borne one or several injec¬ 
tions, and who may bear very well the subsequent ones. 
Some preliminary experiments, as well as numerous 
researches published on this question by Mouneyrafc, Darier, 
Milian, Ravaut, &c., the publications of Mr. Emery on 
the dangers of mineral imparities in the water used for 
the dissolution of arsenobenzol, and more especially the 
experimental researches of Oh. Fleig on the toxicity of 
salvarsan, have led me to think that it should be possible to 
determine more exactly the conditions under which the 
whole of these troubles may arise and to ascertain the causes 
by a series of suitable experiments. These experiments bore 


in the first place on the manner in which a more or less 
alkalised solution of arsenobenzol or luargol acts in the 
presence of the salts which are ordinarily found in water and 
in the blood ; and, secondly, on the effect which these various 
preparations may have on the animal when injected into the 
veins. The following are the conclusions which were made 
therefrom:— 

All monosodic or disodio products of the arsenobenzol group 
become turbid and yield a precipitate in the presence of 
chloride of sodium, carbonates , phosphates , sulphates, and 
chlorides of alkalies and maynesia, and more especially of 
phosph ites. Some of these precipitates may re-dissolve in 
the same liquid, others remain insoluble even in an excess of 
soda. Their formation is prevented or retarded in certain 
cases in the presence of sugars, and rather accelerated in 
other cases (for instance, in the presence of glycero¬ 
phosphate of lime). In general, a trace of these salts (1 or 
2 drops of a 1 per cent, solution in 10 c.c.) will suffice to 
produce an appreciable effect. 

If a rabbit is injected with a solution which becomes 
turbid in the physiological solution of pure sea salt in less 
than 10 minutes, a nitritoid crisis is always produced in the 
animal, which crisis will be fatal with a dose of 0 20 gra., 
very grave but not always fatal with a dose of OTOgm., 
very pronounced but not fatal (dyspnoea, diarrhoea, con¬ 
vulsive fits) with a dose of 0-05 gm. The last rabbit will, 
some hours afterwards, bear very well, without any crisis, a 
dose of 0 20 gm. of a solution which does not become turbid, 
in the presence of NaCl in the proportion of 8 : 1000, until 
after five or six hours. On the other hand, this latter solu¬ 
tion will, if injected in the same dose, produce a fatal crisis 
in the case of a rabbit previously injected—one might say 
“rendered more susceptible”—with a few centigrammes of 
a phosphate of lime. 

Ch. Fleig ha9 found, in the necropsy*of rabbits which had 
died from an acute nitritoid crisis, that precipitates of 
arsenobenzol were present in the capillaries of the lungs. 
Danysz has been able to corroborate this fact, so that his 
experiments enable him to assert with certainty that all the 
trcmblrs which appear immediately or some hours after the 
injection are caused by the formation of a precipitate in the 
circulatory system. 

It is scarcely necessary to point out here that the 
differences in the symptoms observed correspond to the 
differences in the nature of the precipitate and that these 
differences may themselves be determined by differences in 
the richness of the blood in certain salts (temporary or 
constant), in the intestinal mucous membrane, the skin, 
the kidneys, the brain, or the lungs. In the latter case 
carbonic acid may play an important part. 

The whole of the troubles observed after injections of the 
products of the arsenobenzol group are also met with, 
identically the same, in the anaphylactic crisis, and it would 
be difficult to find a combination of experimental conditions 
more appropriate than those of the experiments just made 
with luargol, to prove that in an active or passive anaphy¬ 
lactic crisis it is the precipitate which is the principal agent 
in the pathological manifestations. In both cases there are 
the same symptoms, the same causes (formation of pre¬ 
cipitates in vitro and in vivo), the same means of avoiding 
the crises by amesthetics or va90-constrictors, as has been 
demonstrated by M. Roux with regard to anaphylactic and 
by M. Milian with regard to nitritoid crises. 

Conclusions. 

1. Thrombosis, phlebitis, and other local affections caused 
in the injected veins, if not due to faulty technique, may be 
attributed to excessive alkalisation of the solution. 

2. Affections of a geneial nature,—vomiting, diarrhoea, 
shivering fits, headaches, transient rise of temperature— 
which may appear a few minutes or some hours after the 
injection, as well as the nitritoid crises, are caused by the 
dilatation of vessels and the formation of a precipitate which 
is temporarily retained in the capillaries. 

3. The rapidity with which these crises appear, and the 
degree of their gravity, will depend on the dose of the product 
injected and its degree of concentration. By increasing the 
dose the volume of the precipitate is increased ; by increasing 
the concentration its formation is acpelerated and the volume 
and density of the granules are augmented. Sufficient alkali¬ 
sation of the products will obviate the appearance of nitritoid 
crises and other troubles in the case of individuals having 
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blood of a normal average composition. To obviate the 
troubles caused by soda, the strength of which it is always 
difficult to maintain at the same percentage, it would be 
preferable to use chiefly disodic products prepared before¬ 
hand. 

4. Assuming that the alkalisation is adequate, the forma¬ 
tion of precipitates may be promoted by the presence in the 
solvents of sea-salt, and especially of phosphates, carbo¬ 
nates, sulphates, and chlorides of earthy alkalies and 
magnesia. 

5. The formation of precipitates may be retarded, and 
the gravity of the nitritoid and anaphylactic crises thus 
diminished, by the following means : (a) By prolonging the 
duration of the injections and making them in the form of 
highly diluted solutions ; (b) by making the dilution with 
distilled water or isotonic solutions of sugar, which delay 
the formation of precipitates in most cases ; and (c) by 
injecting at the same time anaesthetics or vaso-constrictors. 

6 The neutral compounds of the products of the arseno- 
benzol group, which may be obtained by combination with 
methylene or formaldehyde sulpboxylate of sodium, neo or 
novo arsenobenzols, &c., do not precipitate in the presence of 
chlorides, sulphates, and carbonates, but will do so in the 
presence of certain phosphates. These products will there¬ 
fore not produce rapid crises save under exceptional condi¬ 
tions, but their use gives comparatively more often rise to 
tardy but graver accidents. 

7. As regards the products of the arsenobenzol group, the 
formation of a harmless or not very injurious precipitate, 
which manifests itself by slight troubles in from one to six 
hours after the injection, is an essential pre-requisite of their 
therapeutic efficacy ; time is an important factor in this 
instance. The sodic products are therefore more active than 
the neutral (novo) products, and when they are well prepared 
and injected with the necessary precautions, they are 
less dangerous than the neutral products. In fact, as in 
order to obtain the same curative effect we are obliged to 
inject the neutral products in two or three times stronger 
doses, they will, if retained in the organism through some 
cause or other and forming precipitates or toxic compounds, 
cause graver accidents than the sodic products. 

8 . It seems that under otherwise equal conditions the 
compounds which produce the same curative effects in 
relatively smaller doses will also be less dangerous to the 
patients. 

9. It is too soon to say that “102” is the best remedy 
for syphilis, as we do not even know if salvarsan, “606,” 
really cures this disease, though its great results in many 
cases are undisputed. But luargol is certainly a step forward 
in the therapy of syphilis, for it has proved its efficacy, since 
quite small, non-toxic and generally harmless doses give 
satisfactory clinical results. 


A NOTE ON THE USE OF PERFORATED 
CELLULOID IN THE DRESSING OF 
CERTAIN WOUNDS. 

By S. R. DOUGLAS, M.R.C.S., L.R.C.P. LOND., 

CAPTAIN. I.M.S. (RETIRED); FIRST ASSISTANT. BACTERIOLOGICAL 
DEPARTMENT, MEDICAL RESEARCH COMMITTEE. 

(From the Inoculation Deportment, St. Mary's Hospital , 
Paddington , IF.) 

The problem of the alleviation of the pain caused by the 
removal of dressings which have become adherent to the 
wound is, at present, of more than usual importance owing 
to the types of wounds from which so many of the soldiers 
are at present suffering. 

The special types referred to are those which either as 
a result of the primary injury, or of the operative measures 
necessitated by the onset of gas gangrene, have lost con¬ 
siderable areas of skin. In such cases the dressings are at 
times so painful as to act very detrimentally on the patients’ 
general condition. Various methods were tried with the 
view of solving this problem, the principle of all being to 
place next the wound surface some non-absorbent material 
which, however, would allow free passage outwards of any 
discharges and inwards of any fluid that it was desired 
should reach the surface of the wound. After the 
trial of several materials, it was found that there were on 


the market sheets of perforated celluloid 015 millimetre in 
thickness, the perforations being 15 millimetres in diameter, 
and there being four perforations to each centimetre. This 
material, which was ra'her too stiff to be conveniently applied 
to the irregular surface of the wound, was found to become 
perfectly soft and pliable, and at the same time somewhat 
elastic, after it had been soaked in a 5 per cent, carbolic 
acid solution for a few hours. The carbolic acid solution 
having been washed away with sterile salt solution, the 
softened celluloid can be applied to the wound surface 
and falls at once into all the irregularities, and any 
suitable dressing can be applied over it. On redressing 
the wound it is found : (1) That the celluloid lifts off the 
surface of the wound without causing any pain ; (2) that 
all the discharges from the wound have passed through the 
perforations, leaving the surface of the wound quite clean ; and 
(3) that the celluloid has regained its original stiffness, thus 
making an accurately fitting splint, which tends to keep the 
wounded tissue in a complete state of rest. After the 
celluloid has been taken off the wound it is cleansed in tepid 
water and again softened and sterilised by placing it in the 
5 per cent, carbolic acid solution. A convenient plan is to 
have two pieces of the celluloid for each wound, one of 
which is applied to the wounded area, the other being kept 
in a 5 per cent, solution of carbolic acid so as to be ready 
for use. 

This material can be obtained in varying thicknesses, the 
perforations being of the same size and numbei, and it has 
been found that the thicker sheets make an excellent 
material for the making of splints, especially for those cases 
for whom continuous or intermittent irrigation forms part of 
the treatment. For this purpose the sheets of perforated cellu¬ 
loid, having been first softened in 5 per cent, carbolic acid solu¬ 
tion, are moulded to the injured limb. After the celluloid has 
again hardened it is attached to a metal framework snch as 
may be readily made with the aluminium skeleton splinting 
supplied in the field fracture-box. 

It was at first thought that the wound granulations wonld 
tend to grow through the perforations, but this has occurred 
only in those cases in which the granulations tended to be 
cedematous, and in these the celluloid is not required, as 
ordinary gauze dressings showed no tendency to become 
adherent to the wound surface. 

The material was obtained from the British Xylonite 
Company, Hale End, Walthamstow, London. 


Clinical ftclts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

A CASE OF FOREIGN BODY IN THE RECTUM. 

By .Joseph F. Peart, F.R.C.S. Irel. 

I send for publication the following particulars, which are 
interesting as once more demonstrating the safety with 
which sharp-pointed foreign bodies may pass through the 
alimentary tract until arrested in a crypt or pocket of 
Morgagni, and possibly as indicating that wooden skewers 
should not be used in cooking food. 

On May 23rd, 1915, I was called in to seen a married 
woman, aged 49 years, who was suffering from aente pain 
in the anal canal of 24 hours’ duration. The pain was 
intense and prevented sleep or rest in any position, 
especially in any posture which occasioned any pressure 
upon the anus, such as sitting. The menstrual history was 
normal. The patient had first had an attack similar to the 
present one 15 years ago, when the practitioner who 
attended her examined her vaginally but could not detect 
any cause for the trouble, and the attack gradually passed 
off. No rectal examination was made. Eight years later 
she had another attack, though the pain was not so acute, 
and at varying intervals of time since then she had suffered 
from attacks of pain of lesser severity in the same situation. 
The bowels had been habitually costive, but for years she 
had kept them open daily with pills and did not remember 
having passed at anytime blood or slime per anum. 

There were no constitutional symptoms. Abdominal and 
vaginal examination gave negative results. Externally 
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there was no evidence of anal or peri anal inflammation, 
but she was extremely sensitive to tbo least pressure 
in the anal region. On introducing my finger into the 
anus the patient at once complained of acute pain, and 
became very restless and faint. I was not permitted to pass 
my finger in more than about half an inch above the 
sphincter; but 1 felt a hard linear mass in the long axis of 
the bowel on the posterior wall,about a quarterof an inch in 
width above and tapering towards the sphincter. On touch¬ 
ing it the patient assured me that it was the cause of all the 
pain. On withdrawal of my Anger there was neither blood, 
mncus, nor faeces attaching thereto; but in spite of the 
absence of the latter I conclnded it was a mass of impacted 
faeces, though I was quite at a loss to explain the causa¬ 
tion of its characteristics. Owing to the painful con¬ 
dition of the patient I decided to defer farther examination 
till the following morning, aud ordered au injection of olive 
oil, to be followed two hours later by a turpentine enema. 

On the following morning the patient said she was much 
easier but still had pain in the anus. Digital examination 
now revealed the fact that the mass had diminished to the 
Bize of an ordinary wooden match in length and width, 
occupying the same position as on the previous day, but 
quite hard to the touch. Thinking it was the remains of a 
faxial concretion in a linear furrow and ending in a crypt of 
Morgagni, I proceeded to remove it digitally and succeeded 
in removing a somewhat jagged splinter of wood (an inch and 
three-eighths by one-sixteenth of an inch). The patient at 
once assured me that all pain had gone and that I had made 
her quite well. She has since remained quite free from any 
pain in that locality.) 

“That the splinter of wood was not introduced either 
purposely or accidentally per anum I am quite convinced ; 
probably it was a portion of a wooden skewer used in 
trussing meat, which was cut off in carving and swallowed 
with the food. 

Though more interesting examples of foreign bodies in the 
rectum have been cited by Pilcher, Pierra, and others, there 
are two points about this case which arrest attention. My 
patient, who is an intelligent person, is very persistent in 
asserting that the attacks of 8 and 15 years ago were pre¬ 
cisely similar to the present one, and quite believes that this 
same splinter of wood has been the cause of all the rectal 
trouble. That it was not acting detrimentally to the tissues 
as a foreign body all that time is obvious, for I could not 
detect any ulceration or abscess, conditions which usually 
result from impaction of foreign bodies for even a short time. 
Is it possible that the splinter of wood had remained in that 
patient’s rectum for over 15 years '! It is generally recog¬ 
nised that a foreign body may remain in the rectum for a long 
time, but I cannot find any longer period recorded than that 
of 31 days in Weigand’s case. But owing to the emphatic 
opinion of the patient, who has remained quite free from 
all rectal pain or trouble since the removal of the splinter of 
wood, and in the absence of any evidence to be found of any 
other local condition which could account for the previous 
attacks, is it unreasonable to attribute the attacks of 15 and 
8 years ago, and the numerous more recent attacks of 
lesser severity, to the splinter of wood rather than to a suc¬ 
cession of foreign bodies in a normal person who leads a 
rational life, and in the absence of any peculiar abnormality 
of the patient which would favour the ingestion of such 
foreign bodies ? 

Harley-street, W. 

LIGATURE OF THE RIGHT INTERNAL ILIAC 

ARTERY FOR SECONDARY HAEMORRHAGE 
FROM THE BUTTOCK. 

By R. L. Scott, M.B., F.R.C.S.E., 

CAPTAIN, ROYAL ARMY M&DIOAL CORPS (T.C.) ; 

AND 

A. R. McLachlan, F.R.C.S., 

L1KUTENAKT, ROTAL ARMY MEDICAL CORPS (T.C.) 


Ligature of the internal iliac artery for secondary 
haemorrhage from the buttock is of sufficient rarity to warrant 
notice, and for that reason we venture to publish details of 
the following case :— 

The patient was admitted into a base hospital in France 
on April 29th, 1916, suffering from a large shrapnel wound of 
the right buttock. The wound was septic and plugged with 
gauze. Notes from the casualty clearing station stated that 
considerable bleeding had occurred, which had been treated 


with gauze plug and pressure. The plug was removed, 
revealing a sinus leading down to the sciatic notch and 
containing much blood clot. The wound was dreBsed with 
eusol and light gauze packing was introduced. May 1st: 
General condition of patient showed signs of improvement, 
but on the2ndand 3rd slight haemorrhage occurred. May 4th: 
An operation was performed with the intention of securing the 
bleeding point. The track was explored, clots were removed, 
but no definite bleeding vessel was discovered, merely venous 
ooze, which stopped after the track was thoroughly washed 
out. On account of the depth of the track and the muscula¬ 
ture of the buttock it was not considered wise to proceed 
further, especially as the bleeding had stopped. The patient 
continued to improve until May 10th, when a slight 
hemorrhage occurred, and again at 7.30 P.M. the same day a 
second severe hiemorrhage took place and his condition 
became serious. A further operation was decided upon and 
the question arose as to the advisability of ligating the 
internal iliac by the trausperitoneal route or attempting to 
find the vessel through the gluteal wound. The ligation of 
the internal iliac was preferred for the following reasons 

(1) The absolute necessity of fludiugaud ligating the bleeding 
vessel, as another hiemorrhage would probably prove fatal; 

(2) the difficulty of finding the bleeding vessel deep in a large 
muscular buttock; (3) the loss of blood, both venous and 
arterial while attempting this; (4) the possibility of the 
haemorrhagic site being intrapelvic; (5) the disfiguring and 
disabling effects of cutting through the gluteal muscles in 
the attempt to open the wound, find the vessels, and the 
probability of prolonging convalescence. 

May 10th: Operation .—Saline was administered into the 
axilla through a Lane’s transfusion apparatus before opera¬ 
tive procedure was commenced, and was continued during 
the whole of the operation. A median incision was 
made from the umbilicus to the pubes. The abdomen 
was opened aud the patient was then lowered to the 
Trendelenburg position. The chief difficulty was due to 
a fatty abdomen with great extraperitoneal fat and a 
fatty omentum, which obscured the vision and which 
necessitated the incision being enlarged to 14 inches above 
the umbilicus in order to allow the intestines to be 
well packed away in the upper half of the abdomen. The 
right sacro iliac synchondrosis was then defined and the 
ureter and common iliac vessels localised. The posterior 
layer of the peritoneum was then picked up with forceps, 
incised, and with blunt dissection the internal iliac artery 
was defined and the vessel ligated in continuity. The slit in 
the peritoneum was sewn up and the abdomen was closed. 

The patient made an uninterrupted recovery, with no 
further haemorrhage. Theabdominal stitches were removed 
on May 22nd. The gluteal wound and patient’s general con¬ 
dition improved every day, and on June 14th he was sent to 
England. 

As implied from the above, the difficulties in the operation 
are few. With an ample incision and an acute Trendelen¬ 
burg position, even the difficulty of packing oil the intestines 
becomes comparatively simple. The vessel is easily exposed, 
and the needle can be passed without risk to ureter or vein. 
There was no necessity in this case to draw any of the 
intestines out of the abdomen. 


Mr. James Morrow, B.A., M.B. R.U.I., was acci¬ 
dentally drowned on Sept. 8th as he was bathing off the Irish 
coast at Downhill, Co. Londonderry. He was in practice 
at Irlams-o’-th’-Height, Manchester. 

York County Hospital.—A t a quarterly court of 

the governors of this hospital, held on Sept. 12th, it was 
reported that during the past quarter 482 in-patients and 
19/4 out patients had received treatment. During the three 
months 166 wounded soldiers had been treated, there being 
111 military cases on one day. Mr. W. F. H. Thomson, in 
moving the adoption of the report, said that but for the fine 
response through the workpeople’s collection the hospital 
debt would increase disastrously. The expenses to the end 
of June amounted to £6900 and the income to £4500. The 
report was adopted. 

Donations and Bequests. —An anonymous ship¬ 
owner of Cardiff has given £5000 towards the establishment 
of a Welsh branch of Oneen Mary’s Convalescent Auxiliary 
Hospitals.—The late Mr. F. Andrew, of Lincoln, has left by 
will £1000 to the Lincoln County Hospital and £500 to Lincoln 
General Dispensary.—Dr. William Barrett Kou6, recently 
deceased, has left £300 to the Bristol General Hospital for the 
purpoee of founding a scholarship for medical students of the 
hospital, the scholarship to be called the “ Barrett Rout) 
Scholarship.” Dr. Rou<5 was himself an old and distinguished 
student at the hospital, in which he always took a warm 
interest. He practised for many years in Clifton, and was 
also well known as one of the physicians to the Bristol Royal 
Hospital for Sick Children and Women. 
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The Autobiography of Sir Peter Bade, M.D., F.R.C.P., 
with Selections from His Diary. 

Edited by Sidney H. Long. M.D. London: Jarrold and 

Sons. 1916. Pp. 211. Price 7s. 6 d. 

The life-story of a man who lived in five reigns, who was 
a distinguished member of the medical profession, and in 
addition thrice mayor of the ancient and honourable city of 
Norwich might have been, and if told at length probably would 
have been, of great interest. But the book now before us 
is, as its editor confesses in his introduction, somewhat dis¬ 
appointing. Sir Peter Bade was born in 1825 and his auto¬ 
biography proper only extends as far as the year 1847, while 
between the end of the autobiography and the commence¬ 
ment of the diary there is a gap of nine years. Sir Peter 
Eade qnotes in his preface a remark of Sir Conan Doyle as 
to the difficulty of composing an autobiography, and he seems 
to have felt the difficulty himself. The picture which he 
draws of his school life at the Yarmouth Proprietary 
Grammar School is of interest in these days of 11 modern 
sides,” and we note that his class had to learn the whole 
of Horace’s Odes by heart. The same custom obtained at 
Eton in the “seventies.” In 1844 young Eade entered at 
King’s College, London, as a medical student. He had 
previously served an apprenticeship to his father, who was a 
medical practitioner at Blofield. Sir Peter Eade notes that 
his father used to prepare his own extracts of white poppy, 
henbane, roses, and hemlock, the plants for the first three 
being grown by himself. In 1847 Eade graduated M.B. of 
the University of London, obtaining a University medical 
scholarship and three gold medals, but being unable to 
afford to stay in London returned to Blofield. Here his 
autobiography ends, and the history is continued from his 
diary of 1856, in which year he was elected an honorary 
physician to the Norwich Public Dispensary and settled in 
Norwich. The diary is mainly concerned with items of 
municipal interest, but there is an entry concerning the 
diphtheria epidemic of 1856, recording the occurrence of 
diphtheritic paralysis. A paper on these cases by him 
appeared in our columns under date July 16th, 1859 (p. 56). 
On Oct. 19th, 1905, a statue of Sir Thomas Browne was 
unveiled in the Haymarket, Norwich, by Lord Avebury. This 
memorial to one of Norwich's most worthy citizens was due 
in a great measure to Sir Peter Eade’s untiring exertions as 
chairman of the executive committee. His long and useful 
life came peacefully to an end on August 12th, 1915 ; he was 
in his ninety-first year. The autobiography and the diary, 
imperfect as they are, are of much interest, and should be 
read by all medical men as a simple record of the life of a 
most useful member of their profession. 


Mentally Deficient Children, their Treatment and 
Training. 

By G. K. Shuttleworth, B.A Lond., M.D. Heidelb.; and 

W. A. Potts, M.A. Cantab., M.D. Edin. Fourth edition. 

London: H K. Lewis and Co. 1916. Pp. xix. + 284. 

Price 7». 6 il. net. 

The fourth edition of this excellent manual shows 
evidence throughout of having been completely revised and 
brought up to date. In view of the increasing public atten¬ 
tion which has been devoted to the class of the mentally 
defective, culminating in the passage through the Legisla¬ 
ture of the Mental Deficiency Acts, it was to be expected 
that the authors would deal with the resulting educational 
and administrative changes, and this has been done in a 
useful and practical manner. From the point of view of the 
clinician the descriptions of the varieties of mental defect, 
organic and functional, leave nothing to be desired ; from 
the point of view of the institutional physician, the medical 
examination of mentally defective children under the regula¬ 
tions of the Board of Education, their educational, industrial, 
and moral training, and the question of recreation, are all 
handled in an eminently serviceable way. The appendices 
giving lists of institutions recognised under the Acts, tables 
of exercises and of London County Council special school 
methods, and other cognate matters, will be found of prac¬ 
tical value. With a good bibliography, and with excellent 
photographic illustrations, the book is wonderfully compact 


of all that has a bearing on the problem of the mentally 
defective, and in its new form is certain of a wide circulation. 


LIBRARY TABLE. 

Aidsto Obstetrics. By Samuel Nall. B A., M.B. Cantab., 
M.R C.P. Lond. Revised by C. J. Nepean Longridge, 
M.D. Viet., F.R.C.S. Eng., M.R.C.P. Lond. Eighth 
edition. London: Ballibre, Tindall, and Cox. 1916. 
Pp. viii. + 216. Price 'is. 6 d. net.—This little book 
has long been a favourite with students, and is no doubt a 
useful work for examinations The reading of such books 
has dangers, because it is impossible for the student to 
obtain a sound knowledge of his subject from them ; but if 
he appreciates this fact, they serve as valuable intro¬ 
ductions to wider reading, in fact as ‘ ‘ aids, ” which is 
all the author claims in his title. But in these abbre¬ 
viated accounts of the principles it is difficult to avoid 
some ambiguity, and an instance of this may be seen in 
the section dealing with the treatment of cases of 
placenta prsevia. The reader is told that the text-book 
rule in these cases is to empty the uterus as soon as the 
condition has been diagnosed, a statement which represents a 
half-truth and is therefore misleading. The correct statement 
is to induce labour, not to empty the uterus, allowing the 
patient to do this for herself, a different procedure alto¬ 
gether and a most important distinction. The description 
given of the mechanism of separation of the placenta is only 
one of two, and not certainly the more correct one. The 
statement that rupture of an isthmial tubal gestation usually 
results in the ovum passing into the cellular tissue between 
the layers of the broad ligament requires proof, and is prob¬ 
ably not correct. The examples we have given illustrate the 
dangers of attempting to compress so much within so small 
a compass, and the risks the student runs who relies upon a 
book of this kind for his total information instead of using 
it intelligently. 

Pro Patria: A Guide to Public and Personal Service m 
War Time. Edited by T. N. Kelynack, M. D. Volume I. 
London : John Bale, Sons, and Danielsson, Limited. 1916. 
Pp. 260. Price 3s. 6 d. net.—The service of the male 
between the ages of 18 and 41 years inclusive is at present 
directed for him by the State and he has little personal 
choice in the matter, but to the several million adults who 
can choose some part at least of their working activities a 
finger-post is desirable to indicate in what form of public or 
personal service they can suitably play their part in war¬ 
time. Dr. Kelynack has endeavoured in “Pro Patria” to 
provide such a finger-post, and he has achieved his task with 
a considerable measure of success. His aim has been to 
provide an authoritative directory to the chief societies and 
associations, institutions, and other agencies now rendering 
service for the nation and giving assistance to the individual. 
A summary is given of 129 such institutions defining the 
nature and scope of each and stating the person to whom to 
apply for further information. This directory occupies just 
100 pages and is the mainstay of the book. A series of 
short signed articles on various aspects of service occupies 
another 25 pages ; these deal with such general subjects as 
the foundations of patriotism, discipline, sacrifice, and 
economy, and with the special work of teachers, schoolboys, 
boy-scouts, the Y.M.O.A., and so forth, The work of the 
universities then has special mention. After the directory 
are given brief reviews and notices of books and journals- 
with notes on preparations and appliances likely to be of 
service in patriotic and war work. The appendix contains 
a list of the hospitals of the Order of St. John and of the 
British Red Cross Society. We anticipate a wide circulation 
for this practical guide. 

Changes in the Food-Supply and their Relation to Nutrition. 
By Lafayette B. Mendel, Professor of Physiological 
Chemistry in the Sheffield Scientific School of Yale University. 
Yale University Press. 1916. Pp. 61. Price 50 cents.— 
Professor Mendel’s essay was written for the Pan-American 
Congress at Washington in December, 1915, and is a plea for 
increased attention to the nutrition of the great mass of the 
people. This, he agrees with Kubner, has so far mostly 
been studied with regard to political economy and according 
to methods and view-points which do not always withstand 
the tests of the physiology of nutrition. He discusses the 
possible insufficiency in the future of the wheat crop and the 
substitution in part of proso millet and kaoliang, tropical 
annual grain, which are drought resistant. The essay deals 
interestingly with a very pressing topic. 
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The Solubility of Salol 

CALOL, though practically insoluble in water, dissolves easily in 
^ Liquid Paraffin. Administered in this form it is far preferable 
to cachets, tablets, &c., which are apt to pass through the system 
uqdissolved. In addition, the therapeutic action of the Liquid Paraffin 
is one which is in complete accord with that of Salol. 

SEMPROLIN EMULSION WITH SALOL 

contains in each tablespoonful: -- 
SALOL ... ... ... ... ... ... gr. 5 • 

RUSSIAN LIQUID PARAFFIN. 55% 


The Liquid Paraffin in this combination is of the correct viscosity 
and specific gravity for internal use. It answers in letter and spirit 
all the B.P. requirements. Although containing such a large percentage 
of oil, “ SEMPROLIN ” Emulsion with SALOL is made with an 
unusually small quantity of emulsifying agent. 



From all Chemists in 8-oz. and 16-oz. Bottles at 2/6 and 4/6. Samples Free to Medical Men. 


Wm. BROWNING & CO., Manufacturing and Export Chemists, 

4, Lambeth Palace Road, LONDON, 8.E. 

Telephone —Hop 3217. Telegrams —“ Sempholin, Lamb, London.” 
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f zzZzcUd, cecca, 


(Cadbury BoumviUe.) 


3 

£ 



Consisting of nearly pure PEPTONS and 
EXTRACTIVES from the ARTIFICIAL 
DIGESTION of MEAT. 

Five Suppositories contain the Ex¬ 
tractive of 20 ounces of Meat in 
addition to the Peptone. 

R. H. Bouohier Nicholson, Eeq., Hall 
■ Infirmary, In a cane of OastroBtomy, says:— 
g “ The Beef Suppositories (made by Slibskb 
g 4 Son, York) were 0) much benefit, the man 
“ saying he felt great comjort from their use. 
S The man was saved, the pangs of starvation 
® from which he was fast sinking when I 
03 first saw him.” 

Manufactured only by BA1MB8 4 CO. 
(Successors to Slinofb 4 Son), Wholesale 
Druggists, York. Wholesale agents: 
Messrs. Newb ebt 4 Son, 27 4 28, Charter- 
house-square, London, B.C. 

May also be bad of all Wholesale Druggists 
and Chemists'8nndrymen. 


dispensing BOTTLES & PHIALS 

CLEAR BLUE TINTEO, plain or graduated. T 

3 and 4 ounce. 6 and 8 ounce. AiOWeSt 

12 ounce. Market 

WHITE PHIALS, plain or teaspoons. " Prices 

4 ounce. 14 ounce. Charged. 

BLUE "LOTION BOTTLES, all sizes. 

CORKS. Superior quality. No advance in price. 

6 ana 8 ounce ... lOd. per gross, in 6 gross bags. 

Vials . 9d. per gross, in 3 gross bags. 

Delivered free within seven miles, and to ee» tain stations. Particulars 
on application. - 

I. ISAACS & CO., Glass Bottle Manufacturers, 

106, Midland Boad St. Pascras London, N.W.; 

Or ISLINGTON BOTTLE COMPANY, 

7, New Inn Yard, Tottenham Court Road London, W. 

Orders sent to either efitahllRi merit have attention. 

Established 100 years. 

Bankers: London County and Westminster Bank. Bloomsbury Branch 
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Diffusible, 
Antiseptic, and 
Analgesic 


Non-toxic 

Painless 


Special Colloidal Iodine 

For the Treatment of 

GONORRHOEA, Acute and Chronic; URETHRITIS of Old 
Standing; CYSTITIS and the serious complications of Gonorrhoea. 

AMPOULES and PHIALS for Injection—or SOLUBLE BOUGIES. 




IODARGOL 

Bougies. 


Sole Manufacturers: 
THE ANGLO-FRENCH DRUG 
CO.. Ltd. 

(late M. BrksiLLON & Co.), 
Gamage Bu.ldings, 
Holborn, London, ui.O. 


UTERO-TOPIQUE-IOOARGOL (Fig. 4) 
for the Treatment of METRITIS, Ac., by direct Intra-nterine medication. 


IODEOL 


Perfectly 

Tolerated 


Never 
Cause 
Iodism 

(Each Capsule contains 4 grains of Colloidal Iodine). 

In cases of TERTIARY SYPHILIS or wherever Iodides are required IODEOL 
CAPSULES will be found much more effective. 


(OOEOL 

CKVSWOLS 


Perfectly tolerated-Give off free Iodine-Never cause Iodism. Each capsule con 

FORMS Ampoule, I c.c., for Hypodermic Injection. Phial of IS c.c. for External Application, tains 4 grains of 
For INTERNAL Administration Capsules. Colloidal Iodine. 


Literature and Samples on application to the Sole Agents for the British Empire, Colonies, and Dominions— 

THE ANGLO-FRENCH DRUG 00., Ltd. (late M. Brbsillon & Oo.), Gam age Building*. Holborn, London, E.C. 
Telegrams: "Am pdalvas." Telephone : Holborn 1311.’ 
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The School Medical Service . 1 

The annual report o£ the Medical Department of 
the Board of Education for the year 1915, made by 
Sir George Newman, the chief medical officer of 
the Board, to Mr. Arthur Henderson, the President 
of the Board, appeared last week. It is the eighth 
of this series of reports, and furnishes a record of 
the School Medical Service of England and Wales 
during a terribly trying period of time. Owing to 
the circumstances of the war the work carried out 
under the general direction ot the Board of Educa¬ 
tion has of necessity been curtailed, but, although 
Sir George Newman's report is merely a summary 
of what has been done, we can see from it that such 
curtailment as has taken place has produced no 
alteration of standards or relaxation of efforts in 
the important places—which is very satisfactory 
tidings. 3 There has been, on the whole, a growing 
appreciation of the importance of the School Medi¬ 
cal Service to the welfare of the nation, and the 
successful endeavour on the part of the authorities 
and their officers to maintain the service in high 
efficiency has been due in some respect to hearty 
public cooperation. 

The chief medical officer defines the scope of the 
School Mfcdical Service towards the 6,000,000 children 
in the elementary schools of England and Wales as 
threefold, and sums up the triple duty upon the ser¬ 
vice in something like these terms: (a) To select by 
systematic medical inspection the ailing child and 
to remedy the disabilities discovered ; (b) to provide 
the conditions of health, and remove the conditions 
of ill-health, for the normal child; and (c) to lay the 
national foundations of physical education. And if 
the report is read with the clear idea that this is the 
objective aimed at by those whose work is being 
chronicled, we must come to the happy conclusion 
that the administration of the School Medical 
Service has not suffered during the war as much as 
must have been expected by many in a position 
to judge. The need for extraordinary arrange¬ 
ments, owing to the demand for medical officers 
to meet the requirements of the naval and military 
authorities, has grown more urgent as the war 
continues, and as our operations both by 
land and sea increase in magnitude, so that all 
local education authorities have found it difficult 
to maintain the School Medical Service undisturbed. 
Public economy has dictated retrenchment in 
various directions, while the supply of Bchool 
medical officers has been found insufficient to con¬ 
tinue certain activities which had been set on 
foot. However, during 1915, 240 areas, comprising 
most of the smaller ones, out of a possible 317 were 

1 Annual Jleport for 1916 of the Chief Medical Officer of the Board of 
Education. London : Byre and Spottiswoode. 1916. Price 9d. 


able to continue work more or less on the lines laid 
down before the war, and in some of these centres 
all the contemplated arrangements for treatmen 
were carried out. We notice with pleasure that 
London, where the enormous crowds to be dealt 
with have too often led to the relegation of 
the metropolis to a disappointing position in the 
scheme of educational progress, has come with 
flying colours out of the trials of the situation. 
Dr. W. H. Hamer, medical officer for the County of 
London, has been 'able to report that the work of 
the School Medical Service, which he directs, 
was, on the whole, well maintained through¬ 
out the year. Embarrassments were experi¬ 
enced in continuing some of the work com¬ 
menced in easier times, but previous standards 
have not been materially lowered in any direction. 
Twenty school doctors volunteered for war service 
in the metropolitan area, but it was found possible 
to replace them in all instances and to cover effec¬ 
tively the field of necessary work. An even more 
satisfactory condition of affairs is reported by Dr. 
Lewis Graham, temporary school medical officer at 
Birmingham; but all education authorities in great 
centres like London and Birmingham have not 
been so fortunate, and some have found it impos¬ 
sible to carry out their projected schemes of work 
with a sorely depleted staff. 

Sir George Newman states that by June 1st of 
this year (1916) 86 school medical officers, 199 assist¬ 
ant school medical officers, 53 specialist medical 
officers, 185 school nurses, as well as many attend¬ 
ance officers and clerks engaged in the work of 
the School Medical Service, had joined the Forces. 
Satisfactory substitutes have been obtained, it 
appears, for the nurses in most cases, but the net 
loss in medical officers approximates to 12 per cent. 
The Board of Education have met the position 
sensibly, admitting that the increasing demands for 
medical men with the Forces would make it im¬ 
possible to maintain the School Medical Service on 
a peace footing. From the moment that the need for 
many civilian medical men, especially in the Royal 
Army Medical Corps, became obvious no obstacle 
was placed in the way of a school medical officer 
volunteering for service, even though his absence 
rendered a temporary curtailment of the work of 
the service inevitable. In this position it was 
suggested to local authorities that, where curtail¬ 
ment had to be made, medical inspection of ailing 
children of all ages, as well as the maintenance 
of any arrangements for treatment undertaken by 
the authority, should be regarded as the first charge 
on the time of the staff. Thus, and as a result of 
wise official guidance, systematic inspections of the 
ailing child have been carried on not only at the 
clinics, but at the schools, and the value of the 
lesson to be learned from such inquiry has not 
been sacrificed, as it largely would have been if the 
inspections had been interrupted. In many areas 
the cooperation of the teachers in school medical 
work has been splendid; they have relieved the 
medical staff of such work as taking and recording 
heights and weights of the children, and at medical 
inspections have been instrumental in enlisting the 
sympathy and interest of parents who have been 
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inclined to withhold their children from examina¬ 
tion. And, as always, the teachers have been the 
main sources for notifying the ailments of children 
to the medical service and in combating con¬ 
ditions of personal uncleanliness among the 
children. The debt that is due by the public 
to the ill-paid teachers in the State schools 
is thus added to substantially, and when their 
position comes under review—as it must soon 
come—for an improvement of the conditions under 
which they carry out their hard and priceless work, 
they should secure the influence of medical men 
for their cause. 

Prom the data derived by medical inspection 
during the past eight years of the children of the 
State schools it may be concluded, Sir George 
Newman says, that not less than a million children of 
school age in England and Wales are so physically or 
mentally defective as to be unable to derive reason¬ 
able benefit from the education which the State pro¬ 
vides. It is of paramount importance from patriotic, 
no less than from humanitarian, grounds that such a 
wastage of the population and of the national 
potentiality should not occur. The steps that can 
be taken by the School Medical Service to provide 
the conditions of health, and remove the conditions 
of ill-health, for the normal child must be taken at 
all costs. The circumstances in which medical 
treatment can be supplied are dealt with in a 
practical section of his report by Sir George 
Newman. He is firm upon the necessity that the 
School Medical Service Bhould provide a system of 
medical treatment and not content itself with in¬ 
spection, however careful, leaving the question of 
treatment to take its chance. His words are these:— 

“ The fact is that the State cannot afford to leave 
this matter to chance, for the simple reason that the 
result would be, as it has been in the past, that the 
defective child would not, as a rule, receive treat¬ 
ment. Now there are two practical reasons for this. 
First, the child does not obtain treatment in the 
absence of means of treatment; and, secondly, the 
child does not obtain treatment if there are difficul¬ 
ties of approach, even when the means exist. About 
this there is no manner of doubt. Experience has 
proved it. Nor is there any doubt as to the solution 
of the problem. It is the provision of adequate 
and available means of treatment and the removal 
of deterrents to its acceptance." 

There has been a steady increase for some time 
in the amount of provision of medical treat¬ 
ment by local education authorities, and public 
opinion is undoubtedly in favour of a movement 
which has been based upon the revelation by 
medical inspection of the amount of defect and 
disease, mostly curable, existing among our popu¬ 
lation of school age. Education authorities, 
however, have not been enthusiastic in taking 
the view laid down by Sir George Newman, 
for the removal of parental responsibility and 
the addition to the burden of rates have alike 
been causes of apprehension. Lastly, medical 
opinion has been far from unanimous on the 
subject, not a few general practitioners fearing 
that the State was proposing to take over a great 
deal of interesting work from the profession—work 
which might not in any case be particularly 


remunerative, but which would be of enormous 
value from the point of view of experience; work, 
moreover, which appealed to the best kind of 
medical sentiment. This view Sir George Newman 
puts aside, perhaps a little briefly, stating that 
private medical practice has not been shown to 
have suffered by the development of State medical 
treatment for school children, the children dealt 
with having been those who otherwise would not 
have obtained treatment, adding that the treatment 
which has been provided has in a large number of 
cases been given by private medical practitioners 
working under the local authorities. This is the 
direction in which we should like to see the School 
Medical Service actively developed. 

-«- 

Venereal Diseases in Peace and War. 

We notice at length in The Lancet this week a 
Report, 1 which has been recently made to the 
German National Council for Combating Venereal 
Diseases, upon the control of these diseases during 
the war, and their relation to prostitution and to 
the existing catastrophic conditions. We have all 
known that for many years, 30 or 40 perhaps, there 
has been a considerable and steady reduction of 
venereal diseases in the Prussian Army, but the 
important question to-day is whether that reduction 
has been maintained either in the Prussian or in 
the other armies of the Central Powers since 1914. 
The conclusion arrived at by a study of the Report 
to the German National Council is that there has 
been a great increase in venereal diseases in the 
fighting lines of our enemies, as well as in the 
territory which they are occupying, for it is par¬ 
ticularly in those miserable districts that the 
German Boldier has received unbridled licence. 
That the German authorities have become ex¬ 
tremely anxious about this state of affairs is quite 
certain, for military and police orders in connexion 
with prostitution and with provocation to immorality 
have been issued freely, while control of prostitution 
and the enforcement upon the soldier of a ritual of 
prophylaxis have both been tried, as have educa¬ 
tional propaganda. But how the Germans have 
made real headway against the mischief is by the 
organised institution for the comfort and entertain¬ 
ment of the men, where this has been possible, and 
here our own country has already done much for its 
large and new Army. 

Simultaneously with the appearance of the 
German Report we received from Australia the 
Report on Venereal Diseases 2 which has just 
been issued by a Commonwealth Committee. 
This document also is of paramount interest 
to the medical profession and the public in this 
country, where the findings of the Royal Com¬ 
mission on Venereal Diseases are about to be 
confirmed by State action. The Australian Report 
suggests that the incidence of these diseases in 
Australia is not widely different from that in the 

1 Sec page 567. 

2 Commonwealth of Australia. Department of Trade and Customs. 
Committee Concerning Causes of Death and Invalidity in the Common¬ 
wealth. Report on Venereal Diseases. P 7594. Albert J. Mullett, 
Government printer for the State of Victoria. 
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mother-country. To the Tenth Australasian Medical 
Congress, held at Auckland two years ago, a report 
was presented stating that 12 to 15 per cent, of the 
population of London, Paris, and Berlin were 
known to be syphilitic, and adding: “ There is good 
reason for thinking that Australian cities are affected 
to much the same extent.” The figures upon which 
this information is based are not given, and those 
which are given are not very easy to interpret. 
More than ten years ago Professor Sir Harry 
Allen found signs of syphilis in 53 out of 100 
consecutive post-mortem examinations performed 
by him in the Melbourne Hospital, and a further 
100 analysed for the Eighth Australasian Medical 
Congress, held at Melbourne in 1908, gave much 
the same result. Sir Harry Allen rightly pointed 
out that the results proved a high incidence in 
the hospital population, but did not truly represent 
the incidence of syphilis in the general population 
of Victoria. Less difficult of interpretation are the 
figures given by Dr. J. W. Barrett, who applied 
the Wassermann test to 550 patients attending his 
eye clinic, irrespectively of the disease from which 
they were suffering—many of them were refraction 
cases—and found a positive reaction in 47, and a 
partial reaction in 31. We shall, at all events, be 
hardly wrong in assuming that the prevalence of 
syphilitic infection amongst the general population 
of Australia is not under 10 per cent. The report 
goes on to state that gonorrhoeal are far more 
common than syphilitic infections in the Common¬ 
wealth. At a special clinic in Sydney the proportion 
is as 3 to 1, and 500 children are treated every 
year for gonorrhoea at the Children’s Hospital in 
Sydney. 

The recommendations made in the Report for 
dealing with this appalling state of affairs are 
definite and comprehensive. They begin with the 
suggestion of an educational campaign. For boys, 
it is said, the necessary teaching should be given 
at about the age of 15, preferably by father or 
schoolmaster, and not in class. The school medical 
officers and chaplains are also to take part in the 
instruction. To reach adults technical and trade 
schools should include on their programmes 
lectures on chastity and the evil fruits of pro¬ 
miscuity, while soldiers on enlistment should 
receive a warning, to be repeated every year. The 
regimental medical officer, the Report states, is 
the best instructor, and here experience in 
this country bears out the Australian Report, and 
is at variance with the German document. 
The necessity of continued education of the 
medical profession, and of the students as they 
enter it, in all questions relating to venereal 
disease is emphasised. This involves the pro¬ 
vision of proper mean's for diagnosis and treat¬ 
ment, and the Committee considers that dia¬ 
gnostic tests should be available in every case 
without charge, and should be carried out by 
competent persons. The experience of an evening 
clinic at the Royal Prince Albert Hospital in 
Sydney, where patients are treated by a special 
staff with large experience in new methods, is 
held to justify an extension of such facilities to all 
existing hospitals. All State-aided hospitals are 


recommended to provide for the treatment of 
patients with venereal diseases, and when existing 
hospital accommodation is insufficient it shall rest 
with the Government to supplement it as far as 
necessary. Special hospital provision for infected 
seamen is also held to be a matter of immediate 
urgency in Australia. 

To carry out the aims thus set forth the Report 
contains a series of proposals for special legisla¬ 
tion. It shall be made unlawful for any person 
other than a legally qualified medical practitioner 
to treat any case of venereal disease. The person 
suffering shall be required to place himself (herself 
understood) under medical treatment. The medical 
practitioner who treats him shall notify to the 
appointed health authority the sex, age, and com¬ 
plaint of the patient, but not the name. He shall 
also inform another practitioner of any patient 
who has transferred from the other’s care. If the 
patient omits to report himself regularly for treat¬ 
ment until he is cured, and the doctor fails to 
receive a notification that he has come under the 
care of a second practitioner, the patient’s name 
and address shall then be communicated by the 
doctor to the health authority. The responsible 
Minister shall then have- the right to order the 
detention and internment of any such person 
suffering from venereal disease, who is not under 
the care of a medical practitioner. The practi¬ 
tioner shall be required to give to each patient a 
written notice of the infectious character of the 
disease from which he is suffering, and of the legal 
penalty which he will incur for communicating it to 
another. When the patient is cured he will receive 
a certificate to say so. A last proposal is the 
prohibition under penalty of all advertisements 
or public statements concerning any remedy for 
venereal diseases. It will be seen that in some 
directions the proposals, though in the main 
similar to those of the British Royal Commission, 
go further than the latter. In the freer atmosphere 
of the Commonwealth, where custom and tradition 
play a smaller part, the proposals are pressed to 
their logical conclusion. 

Above and beyond their formal recommenda¬ 
tions the Committee go on to suggest legislation 
on wide lines, and in connexion with the 
proposals the Report of the German National 
Council should be read. For in that Report the 
possibility of the end of the war leading to a 
grave increase of venereal diseases among the 
civil population is considered, and bearing this 
possibility in mind thoughtful citizens may 
be ready to acquiesce in measures which other¬ 
wise they would have resented. Under the legis¬ 
lative proposals for Australia the disclosure by a 
medical practitioner to the second party to a 
marriage of the presence of venereal infection 
in the first shall be privileged; the presence 
of venereal disease at the time of marriage, 
unknown to the other party, shall constitute a 
ground for a decree of nullity ; still-births from 
the sixth month onwards shall be registered ; 
prisoners suffering from venereal disease shall be 
detained so long as infection is present; solici¬ 
tation in the streets by men or women shall be 





564 The Lancet,] 


PROVISION FOR THE MEDICAL MAN’S ORPHANS. 


[Sept. 23,1916 


sternly put down. These suggestions are also in 
line with those of our own Royal Commission, though 
they scarcely come within the scope of the schemes 
which local authorities are now framing with the 
assistance of the Local Government Board. But 
they may well be borne in mind by those who have 
to frame these schemes, for there is no doubt that 
legislation will follow the consensus of opinion 
which emerges from the practical working out of 
the schemes. 


Jniurtatiffns. 

“Ne qul<l nlmls.” 


PROVISION FOR THE MEDICAL MAN'S 
ORPHANS. 

The war has profoundly modified the position of 
the medical man, both in regard to his prospect of 
immediate success in his profession and of living 
sufficiently long to make adequate provision for 
those dependent upon him. The regular members 
of the Royal Army Medical Corps will doubtless, on 
entering upon their career, have considered the 
special risks to which such a career exposes them, 
but there are now thousands of medical men 
who have gone or who are liable to go on 
active service as officers of the Special Reserve, 
the Territorial Force, or of the New Armies, 
to whom the risks of army service have 
unexpectedly been imposed on those of civilian 
life. To some extent this risk may be gleaned 
from the figures which appear in another column. 
(See p. 579.) The numbers of past and present 
students of the various large metropolitan medical 
schools who have joined the Navy and Army are 
there compiled, with a statement of the honours 
awarded to them and of the numbers who have 
died on service. The figures are not yet complete. 
During the first two years of warfare at least 
150 medical men attached to these schools alone 
have died as a result of their service, and a 
reference to our war obituary columns from 
week to week will show that many of these 
men, although married, have obviously not had 
sufficient time in case of early death to make pro¬ 
vision for their children out of professional earnings. 
In the Regular Royal Army Medical Corps a fund has 
existed for nearly 100 years for affording relief to 
orphans of officers, and the scheme for extending this 
help to the auxiliary branches has now been success¬ 
fully inaugurated. The Director-General of the Army 
Medical Service presided at a general meeting of 
officers of the auxiliary branches of the Service 
early in June, and the scheme formulated by a 
provisional committee appointed at this meeting 
has been carefully considered by the officers con¬ 
cerned in all parts of the country, and has received 
the approval of 92 per cent, of them. At the meetings 
of the Auxiliary Royal Army Medical Corps Funds 
held on August 7th a committee was appointed with 
power to co-opt other officers up to a total of 20, 
and full power was granted to them to put the 
scheme into execution and to administer the 
funds. An appeal has now been issued by this 
committee and has been sent personally to all 
Auxiliary Royal Army Medical Corps officers, in¬ 
viting them to become subscribers to the officers’ 
benevolent branch. The committee hopes that all 


these officers will feel it their duty to support this 
branch with a view to assisting the orphans of 
their brother officers in the Corps. They appeal 
especially, and with justice, to those officers whose 
military duties do not prevent them from continu¬ 
ing to carry on their practices. The appeal should 
command universal assent and a particularly 
favourable token of success lies in the fact that 
among the 8 per cent, of officers who were opposed 
to the scheme in principle a considerable propor¬ 
tion stated that they would be willing to subscribe 
to the fund. _ 


“TEAR” SHELLS. 

A NEW and frightful weapon of warfare intro¬ 
duced by the Germans is the lacrymal shell, and 
considerable speculation has turned upon the 
nature of the tear-exciting substance employed. 
There are, of course, many well-known substances 
which in contact with the moist tissue of the 
eyes cause extreme irritation, and the copious flow 
of tears that results is the natural attempt to 
remove the irritant. Perhaps the most homely 
example of a tear excitant is the freshly cut 
onion which gives off only a very small quantity of 
acrid sulphur oil, but sufficient to cause some 
pain and a flow of tears. One of the most powerful 
of tear excitants is acrolein obtained in the burning 
of fats or glycerine, but it is certain that the 
enemy would destroy no fatty substances. Another 
acrid gas is formaldehyde, which possibly has been 
brought into service, but it is more likely that 
pepper has been used, judging from the reports of 
those who have been exposed to this baptism. 
Pepper has, indeed, been used in civil affairs to 
bring about the surrender of persons who have 
shut themselves up and defied capture by ordinary 
means. The plan has usually been to burn the 
pepper on a shovel and to direct the stream of 
irritating acrid fumes produced into the apartment. 
The tear-exciting constituent is probably capsicine, 
driven out of the pepper by heat. Common pepper 
appears to answer the purpose quite well, but 
cayenne pepper or the dried chilli gives off an 
extremely pungent vapour which is absolutely 
irrespirable and exceedingly irritating. It is 
reported that the enemy is paying a very high 
price for pepper, and it lias been assumed that the 
condiment was wanted for use in this way as an 
offensive weapon, but it is quite conceivable that 
paprika, or red Hungarian pepper, suits their 
purpose better. Large quantities of this pepper 
are grown in Hungary, where it is a very favourite 
condiment, having the qualities of a mild cayenne. 
Tear shells are a modern horror added to war, but 
protective measures are comparatively simple to 
adopt. _ 

AFTER-WAR EMPLOYMENT OF EX-SERVICE MEN. 

Sir Rider Haggard 1 in his report to the Royal 
Colonial Institute upon his personal inquiries as 
to the prospects of ex-soldiers and sailors settling 
on the land in the oversea dominions, is able to 
give a general outline of the result of his investiga¬ 
tions. He is able, that is to say, to supply upon 
the direct authority of ministers and high officials 
a summary of the situation so far as it concerns 
prospective settlers of the class indicated in South 
Africa, Australia, New Zealand, and Canada. This 
includes the extent to which the Government 

1 The After-War Settlement, and Employment of Ex-service Men in 
the Oversea Dominions. The St. Catherine Press. Price 3<i. not. 
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departments of the respective territories are 
willing to provide land, and sufficient is said 
to indicate to those who read between the 
lines as to the class of man or family who 
would be likely to benefit by the emigration 
suggested. The knowledge acquired from Sir Rider 
Haggard’s report will, however, have to be supple¬ 
mented by closer inquiry before any prudent 
decision can be arrived at by individuals. An 
interesting discussion conducted by correspondence 
between Sir Rider Haggard, Mr. Jesse Collings, 
and Mr. Wilmot Corfield upon the comparative 
claims of settlement upon the land in Great 
Britain and oversea will be found included. We 
are inclined to think that Sir Rider Haggard has 
the best of the argument so far as it carries us, and 
that his reasons in favour of emigration, as well as 
the facts that underlie them, are likely to weigh 
with many of those who some day may consult 
his report when making their plans. It is easy to 
prophesy, as Mr. Collings does, that for these men 
“ there will be no sufficient employment in the 
industrial world in England," but we would rather 
wait till war has ceased for six months or even 
for a year or two before settling in our minds 
what the demands of industry will be. It is 
easy, again, to write of “ nine-tenths of England 
that might be cultivated.” We have seen similar 
statements elsewhere of a huge acreage which 
might be cultivated in Cornwall, a county which 
in many districts is extremely fertile. It is, how¬ 
ever, a different task to enable men to whom agri¬ 
culture may be a new pursuit to earn a living where 
their ancestors, when farming prosperously, failed to 
“ see money ” in further reclamation of land. The 
definite prospect of making a livelihood will be the 
condition which the prudent will ask for. A 
healthier life in freer surroundings for themselves 
and their families will be the attraction that will 
weigh in the balance when the relative merits of 
urban and rural industries come to be estimated. 


THE ACTION OF TOXINS ON THE CENTRAL 
NERVOUS SYSTEM. 

AN account of some interesting and important 
observations on the conveyance of toxins to the 
central nervous system and of their action there is 
given in a paper which is published in the August 
number of the Edinburt/h Medical Journal by Dr. 
David Orr and Major R. G. Rows, R.A.M.C. As the 
result of a study of many cases of suppurative and 
other septic conditions, they found that there takes 
place a spread of the toxin by means of the lym¬ 
phatics of the nerve trunks, and that the poison 
enters the spinal cord at the site of “origin” of the 
nerve and attacks the nerve-fibres at the point 
where they lose their covering of neurilemma. 
The degeneration can sometimes be traced from the 
anterior roots into the grey matter, where it termi¬ 
nates among the cells. To confirm these observa¬ 
tions experiments were made on animals by placing 
celloidin capsules containing pathogenic organisms 
in contact with selected nerves, and examining the 
nerves and central nervous system subsequently. 
The results corresponded with those seen in human 
disease. Thus when the sciatic nerve w'as involved, 
a degeneration of the exogenous system of fibres in 
the posterior columns of the cord was induced, 
beginning, as in the human cases, where the fibres 
lose their sheaths, and involving the root-entry zone 
and the collaterals passing into the posterior 
cornua. If nerves in the cheek were selected, the 


degeneration passed into the pons and medulla. 
Hence it seems proved that poisons pass along 
the lymph-channels of the nerves and exert 
a direct local action on the cord and medulla, 
passing round the cord to some extent and 
entering along with the prolongation of the pia- 
arachnoid. Other experiments were made to 
simulate a lnematogenous intoxication by placing 
the infective capsules in the peritoneal cavity, in 
which case no direct neuritis of peripheral nerves 
resulted, the condition resembling an alimentary 
toxsemia. In these cases there were found a 
primary degeneration of the myelin sheaths of 
fibres round the periphery of the cord, oedema of 
the cord, proliferation of the peri-vascular neuroglia, 
and dilatation of the vessels with hyaline throm¬ 
bosis. In this last the hyaline material first lay 
along the sides of the vessels, giving rise to a net¬ 
work extending from side to side, and finally 
obliterating the lumen completely. Although in 
these cases there is apparently a hsematogenous 
infection, the observers suggest that the poison also 
affects the sympathetic nerves, thus exciting the 
vascular reaction observed. Applying the results 
to human neurology, it would appear that acute 
and chronic myelitis are due to infection ascending 
along the nerve trunks. Dementia paralytica is 
also to be regarded as a chronic inflammatory 
disease of lymphogenous origin, and tabes dorsalis 
is similarly produced. Infantile paralysis falls into 
the same group, the most striking member of which 
is seen in Landry’s paralysis. On the other hand, 
the affections of the cord which are met with in 
anaemia, Addison’s disease, and so forth, are to be 
classed as htematogenous, showing no inflammatory 
lesions. 

RED CROSS AND KINDRED WORK IN 
SWITZERLAND. 

The recent statement in the press that 50 French 
nurses are being entertained at Montreux for three 
weeks as guests of the Swiss Government suggests 
a review of the various forms of beneficent action 
in which Switzerland has engaged during the past 
two years. It will be known to all that Geneva was 
the home of the Red Cross movement and the 
birthplace of Henri Dunant, who devoted his life 
to it. Far from obtaining due personal recogni¬ 
tion for his work or material reward, he was for 
much of the latter part of his life unknown and 
in want, and only when he was quite a broken- 
down old man, just maintaining his existence at 
a nursing home above the Lake of Constance, did 
any public recognition of his life work come to 
him in the form of an annuity from the Empress 
Mother of Russia and of one of the Nobel prizes. 
The Bernese Comite de Secours aux Prisonniers de 
Guerre arose in December, 1914, as a branch of the 
Swiss Red Cross. For almost two years it has sent 
a constant stream of food and clothing to necessi¬ 
tous prisoners in all countries, with special atten¬ 
tion to the invaded regions with their dispossessed 
inhabitants. Up to the beginning of August 
150,000 packets have been sent, and the Italian 
internes in Austria have been the concern of the 
most recent branch of the work at Lugano. From 
the beginning of the war Geneva has been the 
bureau of exchange for information concerning 
prisoners of war and 2000 or more voluntary 
workers have been constantly engaged in putting 
relatives in touch with “missing” soldiers. This 
means of inter-communication was available long 
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before the War Office officially undertook the work. 
The action of the British minister at Berne, E. M. 
Grant-Duff, and of his devoted wife, in super¬ 
intending the despatch of parcels of bread and other 
necessaries to the interned men at Ruhleben, was 
rendered possible by Switzerland's central position 
and the facilities afforded by the Swiss authorities. 
On the outbreak of the war in August, 1914, when 
all European through traffic was abruptly stopped, 
and nothing except ready money was accepted for 
goods, numberless visitors from all parts of the 
world were held up in Switzerland, and many who 
were quite unable to pay for board and lodging 
received hospitality for weeks. The Swiss medical 
man, having no wounded of his own to tend, has in 
many cases undertaken service abroad, and some 
of their most eminent surgeons will be found 
across the frontier at such places as Lyons and 
Strassburg, rendering expert assistance to the 
wounded there. Switzerland is, of course, the 
haven for the interned prisoners of both sides who 
have been partially disabled but not rendered so 
incapable of service as to permit of exchange and 
return to their homes. The train-loads of the totally 
disabled and exchanged prisoners passing in the 
night from Geneva to Schaffhausen and vice versa 
have been literally besieged by sympathisers offering 
food and presents of all kinds. When the time comes 
for an assessment of the share which neutral 
countries have taken in the present war Switzer¬ 
land will not be found to have been wanting. 


THE DANGER OF NITROUS- OXIDE AND OXYGEN 
AN/ESTHESIA. 

In the Medical Record of July 29th Dr. J. F. 
Baldwin has published an article to show that the 
combination of nitrous oxide and oxygen is “ the 
most dangerous anaesthetic.” He describes 12 
fatal cases which have occurred in Columbus, 
Ohio, when this anaesthetic was given for major 
operations in a series of about 1200 administra¬ 
tions, thus furnishing a death-rate of about 1 per 
cent. The deaths occurred in the practice of 
various operators. Some of the deaths occurred in 
the hands of three administrators who are con¬ 
sidered thoroughly competent specialists, and the 
one who has had the greatest number of deaths is 
regarded as the most skilful administrator of 
nitrous oxide and oxygen in the State. Three 
occurred in Dr. Baldwin’s practice. The following 
may be taken as typical. A woman, aged 37 years, 
had a simple abdominal hysterectomy performed. 
In spite of Dr. Baldwin’s protests and those of her 
medical attendant, she insisted on taking nitrous 
oxide and oxygen. She took the anicsthetic well, 
but just at the completion of the operation, without 
the slightest warning, the heart suddenly stopped. 
Cardiac massage was performed through the open 
abdomen and other methods of resuscitation were 
tried without effect. Dr. Baldwin also refers to 
a number of deaths known to other writers : 26 
to Toter, of Cleveland ; 18 to Miller, of Providence, 
R.I.; and 13 to Rovsing—many of which have not 
been reported. Writers on nitrous oxide and 
oxygen amesthesia say that death is due to 
asphyxia, but in not one of the cases detailed by 
Dr. Baldwin was this so. In all death occurred 
without warning in the midst of an apparently 
smooth anaesthesia with the startling suddenness 
of an overdose of chloroform. Connell, in his article 
on Anaesthesia in Johnson’s new work on “ Opera¬ 
tive Therapeusis,” says that “ since the extensive 


introduction of nitrous oxide and oxygen arues- 
thesia into general surgery, the reported and 
unreported deaths have probably far exceeded those 
from ether.” Dr. Baldwin concludes that nitrous 
oxide and oxygen amesthesia has a field of useful¬ 
ness to which it should be strictly limited. It can 
be used for very brief operations, such as tooth 
extraction. It is also probably the safest anajs- 
thetic, as suggested by Ochsner, in cases of acute 
pulmonary congestion or acute nephritis. With 
these exceptions, the anaesthetic should be regarded, 
he holds, as the most dangerous one that can be 
used, even in the hands of the most experienced. 


PETROL SUBSTITUTES. 

Whilst the Lambeth board of guardians are 
complaining of their inability to make full use of 
their motor ambulance in consequence of the petrol 
restrictions, and, like practical men, are casting 
about for a substitute for the spirit, the Bourne¬ 
mouth magistrates have thought fit to fine a local 
char-a-banc proprietor the sum of £5 for using 
what is known as ’’ white rose paraffin oil ” to help 
to eke out his allotted supply of petrol. We are 
not surprised that notice of appeal has been given 
against this decision, and it is certainly not in the 
interests of this country that attempts to find a 
substitute for petrol should be stifled by quibbling 
as to the exact definition of the term “ motor 
spirit.” The embargo was placed on petrol by the 
Government—and quite rightly so, if it were a 
fact—because of our alleged insufficient quantity 
for the needs of our Army; but if all substitutes 
are now to be placed under a like restriction, then 
we must part company with the scientific worker 
who is giving his time and his brains to create an 
industry which will make us independent of the 
foreigner. Many medical men, whose supply of the 
legitimate spirit is inadequate to their needs, are 
forced back.upon substitutes—not because they like 
them, for all of our present substitutes are giving 
more or less trouble, but because they cannot help 
themselves. Therefore the necessary research 
work to find a suitable substitute for petrol should 
not be obstructed by hair splitting definitions. 


The Poona Wateb-scpply and Dysentery.— 

The bacteriological inquiry regarding the water-supply of 
Poona, which has been in progress during the past two years, 
has come to an end. For some years past it had been noticed 
that regular epidemics of dysentery started in Poona with 
the Betting in of the monsoon.' Captain R. V. Morrison, I.M.S., 
was put on special duty to inquire into these outbreaks, and 
he traced the epidemic to the contamination of the water- 
supply which runs into Poona in an open canal from Lake 
Fife, ll miles away. The Government of India accordingly 
undertook the expense of a special bacteriological inquiry. 
Captain Morrison was placed in charge, and he was given the 
assistance of Dr. E. Fox, from the Kasauli Institute. A special 
laboratory was built in the compound of the Poona water¬ 
works, where elaborate tests of water, both from Lake Fife 
and the canal, were made and careful statistics kept. Dr. Fox 
spent 18 months at Lake Fife, which has a catchment area 
of over 30 miles, and the water from which was carefully 
analysed. It is held to have been established conclusively 
that the epidemics of dysentery in Poona were directly trace¬ 
able to the inflow into the lake of fiocal matter from surround¬ 
ing districts during the monsoon. The statistics of water 
analysis and results shown by the bacteria cultures and their 
treatment have led to the adoption of a simple arrangement 
for purifying the water. Bleaching powder is now used as a 
disinfectant, and by regulating the flow of the disinfectant 
tile taste of chlorine gas generated is not pronounced so long 
as due care is exercised in mixing. The inquiry was to be 
extended to Ahmedabad this year as being the next important 
centre, but the war has led to the suspension of work. The 
Bombay Government is taking over the laboratory and plant 
with a view to continuing the present investigations. 
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WAR, PROSTITUTION, AND VENEREAL 
DISEASE: THE POSITION IN 
GERMANY . 1 


The present war has revived the problems of prostitution 
and venereal disease in an acute form, and, thanks to recent 
advances in the diagnosis and treatment of venereal disease, 
the energetio measures adopred in certain of the belligerent 
countries have given far better results than could have been 
obtained a few decades ago. But venereal disease remains 
a greater drain on the fighting forces than any other infectious 
disease, and the problems associated with it are still far from 
being solved. Since the outbreak of the war numerous inde¬ 
pendent papers on this subject have appeared in the medical 
press of the Allies and the Central Powers, in addition to the 
findings of the Royal Commission on Venereal Disease, and 
the Transactions of the Deutsche Gesellschaf t fiir Bekiimpf ung 
der Geschlechtskrankheiten (D.G.B.G.). 

Casualties from Venereal Disease Greater than from Wounds. 

The Germans naturally hark back to the war of 1870 to 
compare the incidence of venereal disease then and now. 
Then, as many as 33 538 men, or nearly the equivalent of an 
army corps, were admitted to military hospitals suffering from 
venereal disease. This represented 9 per cent, of the total 
morbidity of the German Army. According to v. Topley,' this 
was a surprisingly low proportion, venereal disease in most 
wars constituting from 17 to 31 per cent, of all the medical 
casualties. This author, an Austrian army surgeon, has 
shown that in most armies in war time from 50 to 300 soldiers 
per 1000 contract venereal disease every year. It has also 
been estimated that the dead and wounded in 129 modern 
battles constituted 79 4 per 1000 of the total strength of the 
armies concerned. From these figures v. Tdply argues that 
were an army to fight one battle every year its casualties from 
dead and wounded would barely be as heavy as from infection 
with venereal disease. 


Has Venereal Disease among German Soldiers Increased 
i since 18701 

Though complete figures are not yet available, there is 
already a mass of evidence to prove that venereal disease is 
still a veritable scourge in the armies of to-day in spite of 
earlier diagnosis, more effective treatment, stricter discipline, 
and the regulation of prostitution. In the Prussian Army 
venereal disease has shown a fairly steady decline for several 
decades, as shown by Schwiening’s table, quoted by 
J. Strandberg. 1 The figures in the second column represent 
the morbidity from venereal disease per 1000 soldiers. 


Year. Number of cases. 


1867 

1872 

1873-74 

1880-81 


. 53 : 9 

. 45 T 

. 38-4 

. 39-2 


Year. Number of cases. 

1890-91 . 27 2 

1900-01 . 17-8 

1909- 10 . 208 

1910- 11 . 19-9 


In 1903-04 the incidence of the three venereal diseases per 
1000 in the Prussian Army was 124 for gonorrhcea, 4 5 
for syphilis, and 2-3 for nlcus molle. Before the war the 
control of venereal disease in the German Army was so 
effective that it was less frequent among soldiers than male 
civilians of the same age. Also the incidence of venereal 
disease was higher among recruits than among soldiers already 
in the ranks. On April 30th, 1900, there were 30,383 men 
out of 10,000,000 Prussian men under treatment for venereal 
disease; and according to Professor Touton 3 this was 
roughly the number of Germans treated, towards the end of 
March, 1915, for venereal disease in the military hospitals on 
the Western Front. 

So far it has been shown that for several decades a con¬ 
siderable reduction of venereal disease has been effected in 
the Prussian Army. Has this reduction been maintained 
in the Prussian and other German armies since August, 
1914 7 Undoubtedly it has not; on the contrary, there is 
every reason to believe that there has been an alarming 
increase, not so much in the actual fighting-lines as in the 
occupied hostile territory behind them. Blaschko 1 has 
estimated that the incidence of venereal disease is bound to 
rise to about 40 per 1000 in the German Army, and that in an 
army numbering 7 000,000 men 280 000 would annually con¬ 
tract venereal disease, which in 60,000 cases would be syphilis. 

1 Abstract of a Report to the National Council for Combating Venereal 
disease on the Control of Venereal Disease in Germany during the War. 


Neisser' also admits an alarming increase of venereal 
disease during the war, and he further draws attention 
to the sad fact that the proportion of married men among 
the infected has shown a most disquieting rise. Thus, among 
653 cases of gonorrhcea and syphilis treated at his hospital 
in Breslau since the outbreak of the war there were 339 
unmarried and 141 married men suffering from gonorrhoea, 
and 88 unmarried and 85 married men suffering from 
syphilis. Wolff has estimated the proportion of married 
to unmarried patients in the German military hospitals at 
1 to 3. Another, at first sight, curious fact is the relative 
frequency of venereal disease among German volunteers and 
“Landsturm,” as compared with the regular troops. This 
difference is accounted for by the foimer being largely kept 
in reserve in garrison towns, while the latter are more 
frequently employed in the fighting line, where the 
opportunities for contracting venereal disease are much 
restricted. 

The Causes of the Qrornth of Venereal Disease in War lime. 

The axiom enunciated many years ago by v. Toply that 
the incidence of venereal disease rises steadily during a 
war, and is therefore directly proportional to its duration, 
is founded on many different factors. Recruits drawn 
from country districts, where neither prostitution nor 
venereal disease is known, find the temptations of a garrison 
town irresistible; the women, the money, and the time 
unoccupied by military duties all help to lower the rustic's 
moral sense. Destitution is another common cause, many 
a previously virtuous woman being driven by dire poverty to 
maintain life by prostitution. And in the case of both men 
and women separation from wife or husband, and the 
resulting loneliness and deprivation of an intercourse which 
has become second nature, lead to the establishment of 
extra-marital, promiscuous relations. War brings in its 
wake a code of morals so utterly at variance with the 
accepted standard of peace that many men successfully 
posing as models of probity at home rnn amuck when con¬ 
strained only by a so-called military law. It is particularly 
in hostile, occupied territory that the licentiousness of the 
German soldier has been giver) free rein, to judge only 
by German sources of information ; and Blaschko has 
collected reports from Belgium, Northern France, and 
Poland of disgusting orgies. In Polana the distress is so great 
that the bulk of the women still living there have been driven 
to prostitution as the only means of existence. 2 In the 
Balkans the conditions in this respect are little better. 
Terrible as the fate of these women is, it is safe to say that 
their sufferings would not have attracted the attention devoted 
to them by the German military authorities were it not for the 
ill-effects of this state of affairs on the health of the German 
Army. As an example of the mass infection occurring in 
Poland, the example given by Blaschko may be quoted. In 
a small village about 135 men of the “ Landsturm ” con¬ 
tracted gonorrhcea which was traced in every case to the 
same source, a girl aged 13. 

The German Campaign against Venereal Disease. 

Germany has found it necessary to take the gloves off in 
the fight against venereal disease and to disregard many of 
the niceties and qualms respected before the war. Well 
disciplined as the German nation undoubtedly is, the restric¬ 
tive measures put into force by the higher command would 
have roused serious opposition were it not for the plea of 
urgent necessity. As it is. a discussion has already been 
started in the German medical press on the feasibility of 
continuing after the war measures which have been found so 
effective at present; and the opinion is held in many quarters 
that after the war Germany will not tolerate the moral 
dragooning submitted to now. 

In June, 1915, v. Hindenburg issued his now notorious 
order which aimed at a drastic suppression of venereal disease. 
Briefly, this order threatened with imprisonment for from 
two months to one year any woman who cohabited with 
soldiers or civilians in spite of the knowledge that she was 
suffering from venereal disease. Prostitutes who failed to 
register as such with the police were also liable to a year’s 
imprisonment, followed by banishment from the occupied 
district. 

Preventive Measures in Berlin. 

The war had not lasted long before the authorities in 
Berlin realised that energetio measures would be necessary 
for the restriction of prostitution in an aggravated form. 
The Chief of Police issued three orders in succession, 
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beginning with the warning that the already existing 
regulations in connexion with prostitution would be strictly 
enforced, and that all provocation to immorality would be 
suppressed. In his second order he forbade all registered 
prostitutes to attend public places of entertainment, and in 
his third order he gave 24 hours’ notice to barmaids and the 
like to quit. Thus, in one day about 700 women lost their 
employment and had to seek work in other and less exposed 
occupations. Much was done to find employment for 
these and other women left dependent on themselves by 
mobilisation. 

Much has also been done for the German soldier". In 
Brussels, for example, a special institution has been 
organised for the comfort and entertainment of the 4000 
Germans of the railway service in which, as might be 
expected, the incidence of venereal disease is extraordinarily 
high. On the lines of communication and in many towns 
reading-rooms and entertainments have been provided as 
counter-attractions; and .whenever it has been feasible 
billeting on private houses has been avoided. When on 
the march soldiers are not put up in towns or densely 
populated districts, and when it is impossible to avoid 
quarters in a town the soldiers’ leave is restricted. An 
educational campaign among soldiers has been conducted 
with great thoroughness, but it has been found that a whole 
sheaf of printed warnings is incomparably less impressive 
than the demonstraiion, in corpore vili, of a severe case of 
venereal disease. The treatment of venereal disease by 
quacks has been practically stamped out by certain army 
commanders, and penalties attached to the concealment of 
venereal disease have been most conducive to early detection 
and treatment. 

Control of Prostitution. 

Judging by the recent utterances of such authorities as 
Neisscr and Blaschko, the belief is prevalent in Germany 
that extensive extra-marital sexual intercourse is an inevit¬ 
able evil; the moral regeneration of the nation is not prac¬ 
tical politics, and every effort should be concentrated on 
rendering irregular relations as harmless to their patrons as 
possible. In other words, the dangers of venereal disease 
from prostitution must be reduced to a minimum, and this 
aim naturally raises the old arguments for and against 
brothels under medical supervision. Blaschko considers the 
benefits of medical supervision illusory, even when daily 
examinations are made, for when as many as 40 different 
men are received by the same woman in one day, medical 
guarantees of the woman's freedom from infection must 
inevitably often be misleading. Blaschko is, accordingly, in 
favour of the closing of brothels, at any rate during the war, 
as they are a powerful stimulus to immorality. Neisser, on 
the other hand, speaking at the annual meeting of the 
D.G.B.G. in October, 1915 argued from his experience during 
the war that a well-controlled brothel system was less 
dangerous than uncontrolled prostitution. Both he and 
Blaschko are in favour of placing infected women, at any 
rate infected women in hos'ile. occupied territory, in concen¬ 
tration camps till the end of the war. Blaschko would even 
go so far as to mete out this treatment to every woman against 
whom there was a second conviction for prostitution 
Neisser, again, would have treatment with salvarsan and 
mercury enforced on every prostitute, whether she were 
suffering from syphilis or not. 

Prophylaxis of Venereal Disease. 

The decline of venereal disease in the German Navy during 
the last decades has been largely attributed to compulsory 
prophylactic measures. These were not compulsory in the 
army before the war, but in some commands they have sub¬ 
sequently been enforced, and the soldier who contracts 
venereal disease and is found to have omitted the ritual of 
prophylaxis is punished. 

The msthetic aspect of this system of prophylaxis seems 
to have been lost sight of under the stress of war, the 
suppression of venereal disease at whatever cost being the 
first thought of the military authorities. Even Germans who 
before the war were vehemently opposed to the system of 
prophylaxis and the moral degradation entailed, seem to 
have come round to the view that nothing short of this 
unsavoury measure can be expected to check the spread of 
venereal disease. Many of them now admit that individual 
prophylaxis is the most powerful weapon against venereal 
disease yet known; and, speaking at the annual meeting of 


the D.G.B.G. in 1915, Neisser frankly s ated that were this 
society to dissociate itself from the teachings of individual 
prophylaxis, its bankruptcy would be inevitable. Though 
the law still penalises the sale of anticonceptional remedies 
in Germany, her leading military authorities not only 
countenance but recommend their employment as pre¬ 
ventives of venereal disease. It has been calculated that 
the decline in the birth-rate due to anticonceptional remedies 
is to a certain extent compensated for by the relative 
immunity to venereal disease secured by these remedies. 
And the decline of the birth-rate traceable to venereal 
disease itself is far from negligible, for it has been esti¬ 
mated that gonorrhoea has reduced the annual number of 
hirths in Germany by 200,000 and syphilis by 70.000. 
Before the war some squeamishness was felt by the medical 
profession with regard to recommending condoms ; as pre¬ 
ventives of conception they were viewed with disfavour by 
the authorities. But. this property of the condom has almost 
been lost sight of during the war, and Bla-chko. Neisser, 
Hoffmann, Lesser, Finger, and others have joined in 
recommending it as the most reliable protection against 
venereal disease. Every facility is given the German 
soldier to provide himself with this and other devices, and 
printed leaflets describing their mode of application are 
distributed broadcast by the militsry authorities to the 
soldier. In some commands the soldiers are equipped with 
small outfits containing calomel or sublimate ointment and 
solutions of silver nitrate, and it is even repon ed J that 
these packets have become so popular as to be sent to 
soldiers as “ Liebesgaben an den tapferen Feldgrauen.” 
The preparation found by Hoffmann to be most suitable for 
military purposes against ulcus molle, syphilis, and balan¬ 
itis, &c., is a 33 per cent, calomel ointment made up in the 
proportions, calomel 10, lanolin 8, and vaseline 12 

Treatment of Venereal Disease at the Front and at Home. 

The respective merits of treatment at the front or at home 
have been hotly debated by the advocates of each course. 
Buschke and others have been in favour of sending every 
case of venereal disease to military hospitals at home and 
keeping them there till cured. One great merit of this 
procedure are the gre «ter facilities for diagnosis and skilled 
treatment by specialists with nothing else to do. At and near 
the front the rush of work and the lack of specialists ofte.n 
lead to neglect of venereal disease, all the more as the medical 
officers are not trained in this specialty and are already over¬ 
worked by other and more pressing casualties. Neisser, on the 
other hand, has insisted that in most cases venereal disease 
may well be treated on ambulatory lines, and that even 
in the case of gonorrhoea the patient may continue his 
duties. A compromise between these two schools has been 
reached, but it would appear that the majority of the 
patients are not sent home. Doing so often meant a long 
and exhausting journey, during which they often developed 
serious complications and exacerbations. Had it become 
the rule for every patient to be sent home, the prospect 
of a long holiday far from the fighting line would even have 
been a powerful inducement for soldiers to contract venereal 
disease. The very number of cases also made this course 
practically impossible; and during the first months of the 
occupation of Brussels it was found, according to Lenzmann, 
that this wholesale dismissal of patients to Germany was 
seriously depleting the garrison. Another argument against 
sending these patients home from afar is the high percentage 
of slight cases requiring little or no treatment. It was often 
found that patients had been sent home suffering from 
condylomata, molluscum contagiosum, non-gonorrhoea! 
urethritis, pityriasis rosei, herpes genitalis, &c.—conditions 
that might well have been treated at the front, without the 
loss of time entailed by the long journey home. When 
these patients reached the military hospitals at home they 
were bundled back forthwith to the front without ceremony. 
It is very evident from the German reports that the subjects 
of venereal disease at the front are not coddled and pam¬ 
pered. Working at high pressure and in danger of his life, 
the military surgeon has no time, inclination, or instruments 
for irrigating the urethra or giving injections of mercury and 
salvarsan. Added to this, the strenuous life of the front not 
infrequently provokes such complications as epididymitis, 
prostatitis, arthritis, &c., so however beneficial it may be for 
the discipline of the army that these patients are not sent 
home, the welfare of the individual is frequently neglected. 
The Germans admit that the war has revealed widespread 
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ignorance of veuereal disease in the medical profession, and 
they realise the necessity for providing more educational 
facilities for this specialty in the future. 

Treatment of Venereal Ditease in War Time. 

In the case of gonorrhoea, the Germans appear to have 
carried out the treatment usually prescribed in times 
of peace, but in the case of ulcus molle many 
patients have been vigorously treated with mercury and 
salvarsan as well as with other drugs. This course has been 
taken on Neisser’s advice. It is, in his opinion, easy even 
for the specialist in venereal diseases to overlook early 
syphilis when it is combined with ulcus molle; and, 
masquerading as a soft sore, a chancre may not be 
diagnosed till four to six weeks after infection. Hence 
the wisdom of an energetic abortive course of mercury and 
salvarsan, particularly in war time, when it is more 
important than ever to start treatment early. This pro¬ 
cedure has not, however, been endorsed by all Neisser’s 
colleagues, who regard this wholesale “drawing a bow at 
a venture ” as too promiscuous and unscientific. The soldier 
who has thus been treated is left in doubt as to whether 
he has contracted syphilis or not, and he is not in a 
position to clear himself of the stigma of syphilis when 
marriage or life insurance is subsequently contemplated. 
But when primary or secondary syphilis has been definitely 
diagnosed, it is the practically universal opinion of German 
military syphilologiBts that mercury and salvarsan should be 
pushed, and that a combined course, lasting from four to six 
weeks, should be given. After such a course the chances of the 
disease being still contagious are for a long time exceedingly 
small, and the patient, being symptom-free, can be retained 
at the front. In the tertiary stage the most effective 
treatment has been found to be a combination of mercury, 
salvarsan, and potassium iodide. 

Dangers of Discharging Soldiers with Venereal Disease. 

A problem which has already been freely ventilated in 
Germany is that of the soldier who, at the end of the war, 
is suffering from venereal disease, but has qualified for 
his discharge. Is he to be a perfectly free agent, and to be 
allowed to return home and infect his wife ? And if venereal 
disease is to be made a disqualification for immediate dis¬ 
charge. what steps are to be taken to sift the healthy from 
the infected soldiers? Neisser, Kraepelin. and many other 
authorities have urged that however great the cost and the 
technical difficulties may be, every officer, non commissioned 
officer, and private should be subjected to the Wassermann 
test at the end of the war. A systematic hunt for the 
gonococcus in the urethra of every German soldier has also 
been advocated. Blaschko's proposals are less sweeping, 
and he suggests that Wassermann’s reaction should for this 
purpose be confined at the end of the war to those soldiers 
who had shown signs of syphilis during the war. His 
programme includes the following measures : (1) Examina¬ 
tion of every man who has suffered from venereal disease 
during the war, and a serological examination in every case of 
syphilis; (2) retention under military control of every case 
of active and infectious venereal disease until a cure has 
been effected ; (3) transfer of all the other cases of venereal 
disease to the insurance societies (" Landesversicherungs- 
anstalten ”) for observation and. if necessary, for treatment; 
and (4) drastic reforms in the control of prostitution. Other 
authorities have pleaded for the retention after the war of 
the restrictive measures and penal clauses, put into force by 
the military authorities and successfully carried through 
during the war. Among these measures are severe punish¬ 
ment for the transmission of venereal disease by persons 
conscious of their infectious condition, and severe penalties 
for quackery. With regard to Blaschko’s third proposal, it 
should be added that steps have already been taken in 
Germany to enable the insnranee societies to provide for 
those of their members who have contracted venereal 
disease. Though this movement is still in its infancy, and 
the dispensaries planned for the providing of advice and 
treatment required by the subjects of venereal disease have 
not yet been sa'isfactorily established, there is every prospect 
of a venereal disease service being organised on as systematic 
and national a basis as the German tuberculosis service. 

A neutral who visited Berlin early in 1916 has described 
the activities of the “ Reichsversicherungsamt ” in this 
direction. The aim of the venereal disease department of 
this institution is to control every case of syphilis in the 


army. In most cases the patients are insured, but the 
official net is cast widely enough also to include the 
uninsured, so that all cases of syphilis may be notified to 
the central authorities. At the end of the war the dis¬ 
pensaries, insurance societies, and the central “ Reichs- 
versichernngsamt ” will combine to supervise the syphilitic 
soldier, to secure the continuance of adequate treatment— 
preferably on the three-year, Fournier-NcUser system—and 
to keep him under observation with clinical examinations 
and serological tests for the rest of his life. A scheme has 
also been formulated for the supervision of the subjects of 
gonorrhoea, enabling them to be treated at little personal 
cost for a considerable time, and providing certain restric¬ 
tions on the soldier’s liberty and opportunities to convey the 
disease to the civilian population. These plans have been 
worked out in such detail that forms have already been 
printed for the use of patients wishing to transfer from one 
district to another. 

All these vast schemes for the diagnosis, prevention, and 
treatment of venereal disease in Germany presuppose the 
existence of enormous sums available for social reforms after 
the war. They also presuppose a docility and a willingness 
on the part of the Germans to submit to far-reaching 
restrictions of personal liberty. These characteristics have 
undoubtedly been shown by the German nation before and 
during the war ; but will they continue to the same extent 
afterwards? 
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CANADA. 

(From our own Correspondent.) 

Saskatchewan Medical Association. 

At the recent annual meeting of the Saskatchewan 
Medical Association the discontinuance of these meetings 
during the war was held to have been a mistake, a view also 
taken by the Canadian Medical Association. It was due, as 
was pointed out by the President, Dr. G. P. Bawden 
(Moose Jaw), to the initiation of the Regina Medical Society 
that the meetings had been renewed. He also thought it 
had been a great mistake to do away with the office of 
general secretary, as the books of the association had got 
into a deplorable condition and there was no one to continue 
the work of the association and keep in touch with the 
various committees. Considerable criticism had been 
levelled at the provincial laboratory, as it seemed to be 
continued more in the interests of the farmer and 
his battle against disease in cattle than for the good 
of the health of the people of the province. Dr. 
Myers brought up the question of the attention to be 
paid to the returned disabled soldier. He considered 
Saskatchewan should not wait until the war was over 
before beginning to plaD for these men. Up to July 13th, 
1916, 236 disabled soldiers had returned to the province of 
Saskatchewan. The discussion on this paper showed that the 
medical profession of Saskatchewan were of one accord in 
their desire to assist the Government and the Canadian 
Hospitals Commission in the'r efforts to help these men. 
Another serious question introduced for discussion was that 
of adequate medical attendance and nursing care for the 
inhabitants of the outlying districts of the province. It was 
decided that a special committee should be appointed to 
go into this matter very carefully, to meet with representa¬ 
tives of lay bodies, and to report at the next meeting of 
the association. 

Toronto Dental Clinio. 

That a close connexion exists between general health and 
the condition of the mouth and teeth seems now to be 
generally better understood. Some kind of dental inspec¬ 
tion is made in the schools of the larger cities in Canada, 
but Toronto seems to have been the first place in Canada to 
establish a dental clinic. This was brought about through 
the combined efforts of the Oral Hygienic Committee of 
Toronto Dentists and the Ontario Dental Society. It 
resulted in the appointment of one dental surgeon for the 
Toronto schools four years ago. To-day there are 15 centres 
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with a dentist in charge of each. As a result of their work 
the number of dental defectives found amongst 49 081 school 
children examined has fallen from 95 to 65 per cent. The 
school children are taught the importance of keeping their 
mouths clean, marks are given for clean mouths, and the 
interest of the children is awakened by the exhibition of 
slides and plas'er-cas's to show the malformation of teeth 
and jaws caused by neglect. 

Military Hospitals Commission of Canada. 

Convalescent hospitals under the Military Hospitals Com* 
mission have been established in various districts of Canada, 
and Pr ivincial Commissions have als i been organised to 
cooperate with the Dominion Commission. A special ortho¬ 
paedic centre has been established in Toronto, and all 
requiring artificial limbs are sent there direct from the port 
of disembarkation. It is proposed to establish a workshop 
for the manufacture of artificial limbs shortly, and as far 
as possible the services of returned men will be used in 
the manufacture of these limbs So far, fortunately, very 
few Canadian soldiers have become blind, only four such 
having returned to Canada up to June 16th last. Dr. A. 
Thompson, Member of Parliament for the Yukon, has been 


aopointed medical superintendent of the Commission, and 
Dr. F. J. Shepherd (Montreal) has been added to the 
personnel of the Commission. Arrangements have been 
completed to give instruction in business courses, penman¬ 
ship, bookkeeping, &c., at the various convalescent homes, 
and vocational officers have been appointed in each province. 

Ontario Medical Council. 

At its annual session this year the Ontario Medical 
Council passed a resolution approving the appointment of 
graduates of recognised American (US) colleges of 
medicine to medical commissions in the American legion 
or other units on the same footing as Canadian graduates. 
This matter was also brought to the attention of the Canadian 
Minister of Militia, and it has been announced from that 
department that equal facilities would be granted by the 
Department of Militia to United States graduates for service 
with the American legion or similar units, providing such 
graduates were fully qualified and of good standing. Dr. 
E Imund E. King (Toronto) was elected President of the 
Council. 

Toronto, AuguBt 30th. 
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The returns in some instances have not been forthcoming, a number of stations having discontinued making 
observations owing to the reduction of staff It is hoped that the omissions due to this cause will be made good 
when normal times return. Tne personnel of public health authorities concerned in the supervision of these examinations 
and of the analytical work involved remains the same as published in previous tables. 


Committee for the Investigation of Atmospheric Pollution: 
Summary of Reports for the Months ending April and May , 1910. 
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32 

0-04 

2T7 

; 336 

103 1 

244 

9-03 

1-39 

0-41 

013 

Malvern. 

Manchester— 

28 

001 

009 

0-24 

031 ! 

0-90 

1-54 

0-42 

009 

0-02 

Queen’s Park . 

72 

— 

_ 

_ 

_ 

_ 

1410 

_ 

_ 

_ 

School of Technology . 

67 

— 

_ 

_ 

_ 

_ 

2210 

_ 

_ 

_ 

Nowcastle-on-Tyne. 

32 

021 

1-81 

7-28 

1-28 

3-64 

14-22 

1-56 

0-21 

0-06 

York. 

23 

0-05 

0 98 

| 2-92 

1-59 

215 

7-69 

0-96 

0-48 

0-04 

Scotland— 











Coatbridge . 

87 

0-15 

1-46 

2-69 

151 ' 

4.84 

1 10-65 

2-19 

0-92 

016 

Greenock . 

110 

0-20 

248 

4-68 

2-41 

4-42 

14-18 

2-26 

0-55 

0-20 

Leith . 1 

49 

0-06 

112 

2-71 

1-57 

2-95 

8-41 

1-33 1 

012 

0 10 



Month ending May 31st, 1916. 






England— 











Exeter ... .. 1 

41 

0 01 

1-49 

299 

078 

2-79 

8-06 

106 

0-30 

004 

Leicester.. . j 

London- 

48 

0-13 

352 

4-80 

2-59 

3-22 

14-26 

1 66 

0-40 

0-16 

Meteorological Office . 

40 

0-05 

165 

4'96 

0-80 

4-80 

12-26 

1 1*48 

! 0-70 

0-04 

Embankment Gardens.. 

31 

1 0-35 

4'44 

| 5-76 

1-65 

4-08 

16-28 

| 182 

0-49 

0-08 

Finsbury Park. 

60 

036 

323 

16-13 

1*17 

4-67 

25-56 

i 1-82 

0*44 

005 

Ravenscourt Park. 

47 

013 

1'30 

j 3 40 

1-26 

4 59 

10-68 

1*83 

0-42 

0-09 

Southwark Park . 

39 

005 

336 

844 

1-06 

358 

16-49 

1-61 

0-42 

0-07 

Wandsworth Common. 

39 

— 

076 

1 2-45 

1-24 

2-54 

6-99 

1-02 

0-36 

004 

VI toria Park . 

39 

004 

122 

4-87 

2-10 

4-77 

13-00 

2-40 

| 0-45 

o-u 

Golden Lane . 

47 

0-07 

226 

3-27 

1-88 

3-75 

11-25 

214 

0-57 

0-22 

Malvern . 

Manchester— 

41 

001 

021 

030 

0-32 

103 

1-87 

047 

1 011 

0-02 

Qnoeh'a Park . .. 

66 

— 

— 

_ 

— 

_ 

12-30 

_ 


_ 

School of Technology. 

| SO 

— 

— 

— 

_ 

— 

16-10 

_ 



Ne « castle on-Tyne . 

75 

016 

5-34 

10-09 

2-68 

4-91 

23-20 

3-00 

1 0-50 

o-n 

York. 

57 

0-14 

117 

2-93 

1-26 

365 

915 

1-41 

1 0-44 

0-06 

Scotland— 











Coatbridge . 

107 

0-07 

1-42 

2-50 1 

1*41 

5-59 

10-99 

1-99 

0-30 

0-16 

Greenock . 

118 

0 25 

288 

1 6-73 

262 

5-65 

18-12 

2-90 

I 0-26 

0-25 

Leith . 

79 

0 05 

094 

1-21 | 

3-15 

636 

1071 

2-43 

1 046 

003 


• Tar" includes all matter Insoluble in water but soluble in CSj. “ Carbonaceous ” Includes all combustible matter Insoluble in water aud 
In CSj. “I’.f-oluMe ash " includes all earthy matter, fuel, ash, Ac. One metric ton per Bq. kilometre Is equivalent to: (a) Approx. 9lb. per 
acre; (6) 2 56 English tons per sq. mile; (c) one gramme per aq. metre; (rf) 1/1000 millimetre of rainfall. 
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VITAL STATISTICS. 


HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,000 persons at the last Census, 7345 births and 
3976 deaths were registeredduring the week ended Saturday, 
Sept. 16th. The annual rate of mortality in these towns, which 
had increased from 10’5 to 11*9 per 1000 in the four preceding 
weeks, further rose in the week under notice to 12 0 per 1000 
of their aggregate civil population, estimated at 17,312,295 
persons for the year 1915. During the first 11 weeks of 
the current quarter the mean annual death-rate averaged 
11 1, against a corresponding rate of 10 8 per 1000 in London. 
Among the several towns the death rate last week ranged 
from 3-6 in Stockton-on-Tees, 41 in Dudley, 4-6 in Gilling¬ 
ham, 4-8 in Merthyr Tydfil, and 54 in Edmonton, to 18 0 
in Liverpool, 18 2 in Preston, 18 9 in Birkenhead, 19 8 in West 
Bromwich, and 22'4 in Aberdare. 

The 3976 deaths from all causes were 40 in excess of the 
number in the previous week, and included 594 which were 
referred to the principal epidemic diseases, againBt numbers 
steadily increasing from 212 to 580 in the eight pre¬ 
ceding weeks. Of these 594 deaths, 477 resulted from 
infantile diarrhceal diseases, 35 from diphtheria, 33 from 
whooping-cough, 29 from measles, 11 from scarlet fever, 
and 9 from enteric fever, but not one from small pox. The 
annual death-rate from these diseases was equal to T8, 
against P7 per 1000 in the previous week. The deaths 
of infants (under 2 years) from diarrhoea and enteritis, 
which had increased from 46 to 457 in the eight preced¬ 
ing weeks, further rose to 477, and included 97 in 
London, 70 in Liverpool, 29 in Birmingham, 27 in 
Manchester, 19 in Hull, 18 each in Birkenhead and Leeds, 
and 16 in Sheffield. The deaths referred to diphtheria, 
which had been 21, 27, and 47 in the three preceding weeks, 
fell to 35, of which 4 occurred in London ami 3 each in Ports¬ 
mouth and St. Helens. The fatal cases of whooping-cough, 
which had been 28, 24, and 28 in the three preceding weeks, 
rose to 33, and included 8 in London and 5 in Liverpool. The 
deaths attributed to measles, which had been 44, 50, and 37 
in the three preceding weeks, further declined to 29; 11 
deaths were registered in London, 4 in Manchester, and 3 in 
West Ham. The deaths referred to scarlet fever, which had 
been 12,15, and 4 in the three preceding weeks, rose to 11, 
and included 2 in Liverpool. The fatal cases of euterio fever, 
which had been 5,7, and 7 in the three preceding weeks, rose 
to 9, of which 3 belonged to London. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily'declined from 1221 to 990 in the 
Beven preceding weeks, further fell to 980 on fciaturday 
last; 130 new cases were admitted during the week, 
against 111, 145, and 142 in the three preceding weeks. 
These hospitals also contained on Saturday last 1262 
cases of diphtheria, 116 of measles, 81 of whooping-cough, 
and 42 of enterio fever, but not one of small-pox. The 984 
deaths from all causes in London were 71 in excess of the 
number in the previous week, and corresponded to an 
annual rate of 11*9 per 1000. The deaths referred to 
diseases of the respiratory' Bystem, which had been 75, 
66, and 78 in the three preceding weeks, further rose to 
90 in the week under notice. 

Of the 3976 deaths from all causes in the 96 towns, 151 
resulted from violence, 300 were the subject of coroners’ 
inquests, and 1140 occurred in public institutions. The 
causes of 35, or 0-9 per cent., of the total deaths were not 
certified either by a registered medical practitioner or by a 
coroner after inquest. All the causes of death were duly 
certified in Leeds, Bristol, West Ham, Bradford, Hull, 
Newcastle-on-Tyne, and in 73 other smaller towns. Of the 
35 uncertified causes, 11 were registered in Birmingham, 
5 in Liverpool, and 2 each in Stoke-on-Trent, Bury’, 
Manchester, and Preston. _ 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 178 births and 132 
deaths were registered during the week ended Saturday, 
Sept. 16th. The annual rate of mortality, which had been 
14-4, 19 3, and 14*8 per 1000 in the three preceding weeks, 
rose to 17-3 in the week under notice, against 119 and 13 8 
per 1000 in London and Glasgow respectively. 

The 132 deaths from all causes included 45 of infants under 
1 year, and 32 of persons aged 65 years and upwards. 
Thirty-one deaths (of infants under 2 years) were referred 
to diarrhoea and enteritis, and 1 to measles. The causes of 
6 deaths were uncertified, and those of 5 others were tbe 
subject of coroners’ inquests, while 59, or 46 per cent., of 
the total deaths occurred in public institutions. 

During the same period 182 births and 95 deaths were 
registered in the city of Belfast. The deaths corresponded 


to an annual rate of 12-7, or 0 7 per 1000 less than in the 
previous week, and included 26 of infants under 1 year 
and 17 of persons aged 65 years and upwards. Twenty-one 
deaths (of infants under 2 years) were referred to diarrhoea 
and enteritis, and 1 each to measles and whooping-cough. 
The cause of 2 deaths was uncertified, and those of 3 others 
were the subject of coroners’ inquests, while 24 deaths 
occurred in public institutions. 


THE SERVICES. 


Royal Naval Medical Service. 
Surgeon-General Alexander J. J. Johnston,’ Surgeon- 
General William Eames, and Fleet-Surgeon G. E. Macleod 
are placed on the Retired List. 

Royal Army Medical Corps. 

Temporary Major B. W. Housman, having ceased'to be 
employed with the 2nd Birmingham War Hospital, relin¬ 
quishes his commission. 

R. C. Tweedy to be temporary Major whilst employed at 
the 2nd Birmingham War Hospital. 

Captain H. V. Leigh, from Welsh Regiment, T.F., to be 
temporary Captain. 

Temporary Captains relinquishing their commissions: 
H. A. Watermeyer, E. L. Reid, J. B. Young, T. M. Low, 
R. E. Walker, A. B. Bradford, E. D. Pullon, E. T. C. 
Milligan, W. E. Reid, A. L. Christie, and F. A. Anderson. 

Temporary Captain V. van Langenberg relinquishes his 
commission on account of ill-health. 

Temporary Lieutenants to be temporary Captains: 
A. H. Laird, H. G. Coulthard, F. A. J. R. Brooke, A. W. 
McArthur, T. M. J. Stewart, M. McK. McRae, G. M. Jack- 
son, E. L. Taylor, C. Samut, A. C. Troup, J. F. Young, 
F. O. Stohr, L. E. Sutcliffe, M. J. T. Wallis, H. Wales, 
W. Forsyth, F. S. Eschwege, J. B. McFarland, C. R. Hoskvn, 
W. G. f. Storey, R. A. P. Hill, R. H. Wilson, G. F. P. 
Heathcote, J. A. Conway, W. Cullen, T. S. Brodie, P. J. Lane, 
J. R. A. D. Todhunter, J. Lindsay, J. Reid, W. V. Johnstone, 
T. A. Hawkesworth, J. C. Fergusson, J. W. W. Hewitt, 
W. Mason, D. C. Maclachlan, W. R. Nasmyth, W. J. D. 
Robertson, G. Wight, J. Y’oung, R. W. Telford, M. G. 
Hannay, A. MoC. Davidson, D. S. Cassidy, H. Harvev, G. P. 
Armstrong, D. St. C. Creighton, J. A. Wellwood, J. F. Sadleir, 
F. L. McKinnon, C. E. Tucker, F. S. Noble, R. D. Smedley, 
J. A. G. Sparrow, J. C. Davies, D. Malloch, G. D. MacKintosh, 
A. C. Laiug, H. P. Cuthbert, D. H. Jones, W. F. Shanks, 

A. Ashmore, W. D. Bathgate, H. G. Jamison, G. A. Hodges. 
R. P. Graham, J. T. Kyle, E. U. MacWilliam, T. F. 
Weakliam, E. Huntley, G. Johnston, J. Porter, D. M. Gill, 
•J. Dickie, H. V. FitzGerald, W. Gilmour, E. H. G. Duncan, 
D. McKail, R. A. Parsons, H. F. Wickens, A. Rennie, E. J. 
McSwiney, S. J. L. Lindeman, G. Munro, H. W. Gabe, J. P. 
Dee, J. Lyons, G. R. Spence, D. Ferguson, J. C. D. Simpson, 
W. Barkes, R. P. Weldon, R. Puttock, W. T. Wearing, J. 
MacArthur, H. St. J. Randell, G. A. Barss, T. Milling, E. S. 
Sow’erby, W. E. H. Beard, M. T. Cassidy, G. T. Gifford, 

M. F. Bliss, T. H. James, A. H. Aldridge, and J. Kirk. 
Temporary Lieutenants relinquishing their commissions: 

J. Rosenthal, J. Cook, W. C. Swenerton, G. W. Gower, M.H. 
Cane, C. W. Webb, W. P. Wippell, T. P. McQuaid, A. Gibson, 
J. J. Tate, J. C. P. Beatty, J. Davidson, A. M. Fisher, and 

B. C. W. Pasco (on account of ill-health). 

Lieutenant R. L. Williams, from Welsh Regiment (T.F.), 
to be temporary Lieutenant. 

To be Lieutenants : J. E. Kitchen and E. Lipman. 
Lieutenant on probation : R. 8. Woods is confirmed in his 
rank. 

Canadian Army Medical Corps : To be temporary Captains : 

N. B. Taylor (late temporary Lieutenant, R.A.M.C.), D. W. 
Davis (late temporary Lieutenant, R.A.M.C.), H. E. H. 
Chipman, and M. S. Inglis. Lieutenants to be temporary 
Captains: A. Pare, J. H. A. Paquette, J. A. A. Watters, 
J. G. R. Stone, S. R. Johnston, and E. E. Cleaver. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Captain W. M. Browne relinquishes his commission on 
account of ill-health. 

To be Lieutenants: J. A. Murray (Glasgow University 
Contingent, Officers Training Corps), W. E. Wilson (from 
University of London Officers Training Corps), and J. J. 
Landers. 

Territorial Force. 

Royal Army Medical Corps. 

Home Counties Field Ambulance: Major (temporary 
Lieutenant-Colonel) J. Ward relinquishes his temporary rank 
on ceasing to command a Field Ambulance. 
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London Field Ambulance: Major A. W. French to be 
temporary Lieutenaut-Colonel whilst commanding a Field 
Ambulance. 

North Midland Field Ambulance: Captain W. Duncan, 
from Attached to Units other than Medical Units, to be 
Captain. 

West Riding Field Ambulance: Major (temporary Lieu¬ 
tenant-Colonel) F. Whalley relinquishes his temporary rank 
on ceasing to command a Field Ambulance. Captain H. N. 
Goole to be temporary Major whilst commanding a Field 
Ambulance. 

Wessex Field Ambulance: Major E. B. Bird to be 
temporary Lieutenant-Colonel whilst commanding a Field 
Ambulance. 

Eastern General Hospital : The undermentioned to be 
seconded for duty with a General Hospital: Major F. E. A. 
Webb, Captain W. L. Murphy, Captain D. Mallam, Captain 
C. H. Budd, Captain E. J. Y. Brash, Captain R. V. Slattery, 
Captain J. F. Gaskell, and Captain F. Roberts. Captain 
H. S. C. Starkey is seconded for duty with a Field Ambu¬ 
lance. 

Northern General Hospital: Captain A. E. Barnes is 
seconded for duty with a General Hospital. Lieutenant E. R. 
Flint to be Captain. 

Southern General Hospital: Captain G. P. Mills is seconded 
for duty with a General Hospital. Captain H. G. Pinker 
resigns his commission. 

Scottish General Hospitals: Captain R. A. Fleming is 
seconded whilst holding a temporary commission in the Royal 
Army Medical Corps. The undermentioned officers to be 
seconded for duty with a General Hospital: Lieutenant- 
Colonel P. Mitchell, Lieutenant-Colonel A. G. Hay, Major H. 
Rutherfurd, Major C. H. Usher, Major H. Walker, Captain 
A. W. Harrington, Captain D. Watson, Captain J. Patrick, 
Captain J. D. Holmes, Captain ,T. Henderson, Captain A. 
Fraser, Captain J. R. Riddell, Captain W. J. Stuart, Captain 
W. Whitelaw, Captain H. E. Smith, Captain R. Richards, 
Captain C. M. Nicol, Captain H..J. A. Longmore, and Captain 
T. H. W. Alexander. 

Highland Casualty Clearing Station: Lieutenant A. E. 
Campbell to be Captain. 

South Midland Mounted Brigade Field Ambulance : Lieu¬ 
tenant C. P. C. Sargent to be Captain. 

East Auglian Field Ambulance: Captain J. H. Owens, 
from a General Hospital, to be Captain. Lieutenant J. 
Anderson to be Captain. Lieutenant V. T. Ellwood and 
Lieutonant E. N. Hoffmeister, from a General Hospital, to 
be Lieutenants. 

Lowland Field Ambulance: Captains, from a General 
Hospital, to be Captains : P. T. Catto, F. W. C.Brown, J. W. 
Simpson, I. G. Bisset, and D. W. Berry. 

Welsh Field Ambulance: Captains, from a General 
Hospital, to be Captains: J. G. McKinlav, F. Chadwick, and 
R. T. Jones. 

Wessex Casualty Clearing Station: Lieutenant W. S. 
Richar Ison to be Captain. 

London General Hospital : Captain W. C. Bosanquet is 
seoonded whilst holding a temporary commission in the 
R.A.M.C. 

Western General Hospital: Captain J. P. Buckley is 
seconded for duty with a Field Ambulance. 

South-Eastern Mounted Brigade Field Ambulance: Captain 
(temporary Major) Frank Loud, Sussex R.G.A., to be Major 
(temporary). 

South-Western Mounted Brigade Field Ambulance: 
Captain H. A. B. Whitelocke, from a General Hospital, to be 
Captain. 

Northumbrian Field Ambulance: Captain C. D. Rogers is 
seconded for duty with a General Hospital. 

Supernumerary'for service with the Officers Training Corps.— 
Temporary Lieutenant V. G. L. Fielden to be temporary 
Captain whilst serving with the Medical Unit of Belfast 
University Contingent, Senior Division, Officers Training 
Corps. 

Attached to Units other than Medical Units: Lieutenant 
F. J. P. Saunders to be Captain. 

Territorial Force Reserve. 

Royal Army Medical Corps. 

Lieutenant-Colonel W. J. Fleetwood, from West Lancashire 
Field Ambulance, to be Lieutenant-Colonel. 

Deaths in the Services. 

Lieutenant-Colonel William Selby, D.S.O., I.M.S., principal 
of King George’s Medical College, Lucknow, honorary 
surgeon to the Viceroy of India, on Sept. 8th, at Lucknow, in 
his forty-eighth year. He received his first commission in 1894, 
and was promoted to the rank of Major in 190S, and reached 
the rank of Lieutenant-Colonel in 1914. He served with the 
Chitrai Relief Force in 1895 (medal and clasp). In 1897-98 he 
served in the operations on the Samana and the relief of 
Gulistan (two clasps), and in the Tirah Campaign (one clasp). 
He was mentioned in despatches and was awarded the D.S.O. 



SIR T. LAUDER BRUNTON, Bart., M.D.,C.M., D.Sc.Edin., 
M.D.R.U.I.(Hon.), LL.D.Edin. and Abbrd. (Hon.), 
F.R.C.P.Lond., F.R.S., 

CONSULTING PHYSICIAN TO ST. IUimiOLOMEW S HOSPITAL. 

Wb deeply regret to announce the death of Sir Lauder 
Brunton, which occurred at De Walden Court, London, 
on Saturday last, Sept. 16th. He was for many years 
perhaps the London consulting physician who was most 
widely known to the public, while his scientific attainments 
placed him in the position of a leader among his medical 
colleagues for over a quarter of a century. 

Thomas Lauder Brunton was born in 1844 at Hiltons Hill, 
Roxburgh, and received his medical training at the Univer¬ 
sity of Edinburgh, working also for a long time under 
various professors in Vienna, Berlin, Leipsic, and Amsterdam. 
At the University of Edinburgh he had a successful 
academic career, graduating in 1866 as M.B., C.M., with 
honours, receiving also the gold medal for his thesis. 
In the following year he became B.Sc., in 1868 he obtained 
the E iinburgh M.D., and two years later the D.Sc. After 
holding various junior appointments, as well as largely 
extending the range of his scientific equipment by varied 
work in continental clinics, he established himself in London, 
having become a Member of the Royal College of Physicians 
of L indon, and was appointed assistant physician to St. Bar¬ 
tholomew’s Hospital in 1875. One year later he was made 
a Fellow of the College, while he had alreaiy, and at the 
early age of 30, been elected F.R.S. in recognition of 
admirable work, both theoretical and practical, on the physio¬ 
logy of digestion and secretion, on the chemical composition 
of the blood, and on the action of digitalis and mercury. 

The range of his scientific and clinical work rapidly 
became very large, but it is interesting to note that in 
all his original investigations in physics, chemistry, and 
pharmacy alike the impetus of his work could be traced 
to his first studies—his interest in the problems of digestion, 
secretion, and cardiac action remained the starting point of 
all the valuable addition to our knowledge which he has 
given ns. His first post at St. Bartholomew's Hospital 
carried with it, as was the case in those days in all medical 
schools, the lectureship on materia medica and therapeutics, 
but Brunton did not treat this post in the usual perfunctory 
manner. He immediately instituted many experimental 
investigations on the action of medicines on him-elf and on 
animals, as well as in the chemical laboratory, and embodied 
in published works his views on therapeutics approached 
from the pharmacological standpoint, writing both some 
valuable tables on materia medica and a text-book on 
physical chemistry. In 1885 he wrote his well-known hand¬ 
book of *• Pharnucology, Materia Medica. and Therapeutics,” 
of which many editions have appeared both in London and 
America, while a French edition was published in Brussels 
immediately, and translations also appeared in Italian, 
Spanish, and German. The work established his position at 
once as a leader of scientific thought, for it appeared 
at exactly the right moment, when it was felt that phar¬ 
macology should no longer be considered a synonym of 
materia medica, but rather as a science dealing with the 
modifications produced in healthy conditions by the opera¬ 
tion of substances capable of producing those modifications - 
i.e., as a branch of physiology. Lauder Brunton’s com¬ 
prehensive book was the first to consider pharmacology as a 
scientific study of the physiological action of drugs. The 
teaching was clear, commencing with the simpler 
facts and leading step by step to the latest chemical 
developments, generalities were as far as possible 
eschewed in favour of clear and precise directions for 
prescribing, and the references to the literature of the 
subject were exhaustive. The work was seen at once to 
promise an important influence in improving the study of 
pharmacology, and so in the event it proved. In 1877 
Brunton delivered the Goulstonian lectures before the Royal 
College of Physicians of London, taking as his subject 
Pharmacology and its Relation to Therapeutics, and showed 
the reasons why therapeutics had made slow progress in the 
past, while indicating the methods along which their study 
had begun to advance, the results so far obtained, and their 
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prospects in the future. The lectures, which appeared in 
The Lancet in abstract, 1 2 were a more detailed discussion of 
questions which he had set himself to answer in his book, 
la 1839 he delivered the Croonian lectures of the Royal 
College of Pnysicians of London, choosing as his subject 
the Relationship between Chemical Structure and Physio¬ 
logical Action. 3 These lectures were later expanded and 
published as an “ Introduction to Modern Therapeutics,” 
illustrating the connexion between chemical structure 
and physiological action in the prevention, control, and 
cure of disease, and all this literary work was supplemented 
later by his lectures on the “Action of Medicines,” which 
were published in 1897, and by further books on “ Disorders 
of Assimilation ” and on the “Therapeutics of the Circula¬ 
tion.” The lectures on the “ Action of Meiicines ” made a 
thoroughly fascinating book, and in particular the section on 
the treatment of cardiac disease possessed, and possesses, 
great practical value. The author here did not keep within 
the scope of his title, for he reviewed our knowledge of the 
effects of athletics and of training for athletics upon the 
heart, and discussed the mechanical treatment of chronic 
heart disease at a time when this treatment was in its 
infancy. Throughout the book numerous useful hints for 
treatment were interspersed with'physiological and pharma¬ 
cological lessons, so that practitioners of medicine and 
students alike received the instruction that they required. 

At about the same time as this book was published Brunton 
delivered an address on the Relationship of Physiology, 
Pharmacology. Pathology, and Practical Medicine at the 
International Medical C .ingress at Moscow, in which he went 
over a good deal of the same ground to the delight of a 
distinguished international audience. And the book on the 
“Therapeutics of the Circula ion ” was in continuation of 
similar teaching. It dealt with the fundamental problems of 
the circulation in health and disease, and was an expansion of 
his writings on the action of medicines, as far as these dealt 
with the conditions of circulation. The principal part of 
the work was delivered as a course of lectures in the Physio¬ 
logical Laboratory in the University of London, and the 
descriptions which he gave of the actions and uses of digitalis 
and its congeners, of strychnine, caffeine, aconite, and the 
nitrites upon the heart and vascular system were as valuable as 
they were interesting. In 1894 he delivered the llarveian 
oration before the Royal College of Physicians of London, 
taking for his subject the Modern Development of Harvey’s 
Work, and showing once again his deep interest in the 
problems of the circulation. 

We do not attempt to set out an exact bibliography of 
Brunton’s numerous writings ; there are collections of papers 
on the problems of the circulation and on physical and 
military training in which he further developed numerous 
lines of teaching laid down in his text-books, and in many 
prefaces to the books of others, designed for the improve¬ 
ment of morals, of health, or of physique, he was always 
able to support the religious tone implied by sound 
physiology. 

In 1889 the Nizam of Hyderabad wrote to The Lancet 
through the surgeon at the Residency, the late Colonel 
Edward Lawrie, I.M.S., to ask the Editors to send out a 
representative to repeat the experiments upon the adminis¬ 
tration of chloroform which had been performed by a com¬ 
mittee appointed by His Highness’s Government. The 
Nizam's Government placed the choice of a scientific man to 
repeat the experiments and make any others that might 
suggest themselves in the hands of the Editors of The Lancet, 
and enclosed a fee of £1000. together with an invitation from 
the Government to be their guest in Hyderabad. The 
Editors nominated Lauder Brunton, who accepted the com¬ 
mission in the rather delicate circnmstances that the work 
of the Hyderabad Committee had already come to certain 
conclusions with regard to the action of chloroform 
which were at variance with the views expressed by 
Brunton in his pharmacological writings. The elaborate 
work done by the Hyderabad Chloroform Commissions, 
and by Brunton, led to no very definite conclusions, and 
indeed discovered difficulties where none were supposed 
previously to exist. The work appeared in the columns of 
The Lancet in 1890, and was afterwards reproduced in 
volume form through the help of Dr. Dudley Buxton. 

i Tub Lb sort, March 17th, 1877, p. 377. 

2 Tuh Lancet. .Tune 15th (p. 1181). 29th (p. 1289), July 13th (p. 57), 

and August 3rd, 1789 (p. 203). 


Brunton had now become one of the best known consult¬ 
ing physicians in the country. In 1897, after having been 
no less than 22 years assistant physician to St. Bartholo¬ 
mew's Hospital, he became full physician, but seven years 
later he retired from the active staff, being elected con¬ 
sulting physician in 1904. He was a most faithful and 
energetic servant of the charity, and gave time without 
stint to the care of the patients and the instruction of the 
students, but neither as diagnostician nor clinician did his 
work at the hospital reach the high level of success indi¬ 
cated by his private practice. He was not really quite 
at home with hospital patients, and a certain very 
kindly ignorance of the practical side of life would 
sometimes lead him to miss indications which medical 
men with not a tithe of his scientific equipment would 
have recognised as of practical importance. He was apt to be 
led away in hospital practice by some one symptom or sign, 
and although his range of learning enabled him to make 
brilliant diagnoses, it also exposed him to the risk of 
attempting too much in this way. This same ingenuity was 
often of high value in the realm of therapeutics, especially 
where different troublesome symptoms required individual 
treatment. Here he was indeed resourceful. As a lecturer 
he met with complete and well-deserved success, both at his 
medical school and on more public or official occasions. It 
will be observed that his best books were the outcome of 
collected lectures, and those that are not so, where they are 
not merely popular disquisitions, conformed to the lecture 
style. He was always able to make his subject interesting and 
easy to follow, and yet he was very thorough, while he would 
illustrate his points whether simple or complex by example, 
experiment, or anecdote. Punctuality with him was a 
watchword, and simultaneously with the hand of the clock 
pointing to the lecture hour the figure of Brunton appeared 
at the door of the theatre, and almost before he had arrived 
at the demonstration table he had completed a rapid summary 
of the previous lecture, so that his audience might be able 
to follow his thread. 

In 1900 he was knighted, and nine years later was given a 
baronetcy, while the Universities of Edinburgh and Aberdeen 
and the Royal University of Ireland bestowed honorary degrees 
upon him. Outside his purely professional work the out¬ 
standing features of Brunton’s life were his great generosity 
and his practical sympathy with pain. The congenial kindly 
manner which endeared him greatly to his patients was a 
true indication of his almost emotional feeling for the 
sufferings of others. No one more bounteous with his time, 
thought, or money, whether to individual friends or for 
the public good, ever adorned the medioal profession. All 
schemes in favour of national health, of school hygiene, or 
of military training had in him a stalwart advocate, and 
in this last connexion his close familiarity with the 
continent and the German professional world long ago led 
him to believe, and to say, that war between England and 
Germany was inevitable, and that military training was a 
national need with us. It is interesting to note that in 
August, 1915, Sir Douglas Haig, in a letter to Brunton, used 
the phrase, “ You and l have often talked about the certainty 
of this war, and have done (each of us) our best to prepare 
in our own spheres for it.” 

We have received from two old and intimate friends of 
Lauder Brunton the following appreciations of his character 
and descriptions of his aims. It is not often that a great 
man’s personality, as revealed to those who know him, is so 
exactly borne out by his public performance. 

Dr. Mitchell Bruce writes :— 

Personally, Lauder Brunton was the most gentle, affec¬ 
tionate, and unselfish of men, ail entirely lovable and 
faithful friend, kindly and generous almost to a fault. He 
was keen, bright, and full of humour, but in the depths of 
his spirit intensely earnestand serious. He was born of an aged 
father on the Scots side of the Border, and his childhood was 
nourished by the old man on the Bible and the tales of that 
romantic country. The scriptures he knew and could quote 
on occasion from Genesis to the Revelation. His efforts to 
harmonise the Bible and science will be remembered—in 
particular, his explanations of certain miracles on physical 
and physiological grounds. This was but one evidence of 
his peculiarly personal aud original way and habit of 
regarding Nature. He accepted nothing as common-place. 
The smallest event, the simplest-looking everyday condition 
appeared to attract his attention, and he would interpret iti n 
terms of physiology or other science and give a new interest 
to it. This circumstance accounts for the impression 



Thb Lancet,] 


OBITUARY. 


[Sept. 23, 1916 575 


which he occasionally left on colleagues in consulta¬ 
tions when he had propounded a novel view of the case— 
that hia diagnosis was based more on interpretation of 
symptoms as evidences of disordered physiology than on 
determination of structural change. This only by the way: for 
beneath the character of his clinical method there were the 
solid wisdom, clear judgment, and resource of the practised 
physiciaD—confident, ready, hopeful, and cheerful. To the 
details of his physiological diagnosis he was in every instance 
prepared to adapt his equally exact_and intimate knowledge 
of therapeutics. 

It was the aim of Lauder Brunton’s life to leave thera¬ 
peutics, if possible, as a science instead of merely an art,as lie 
found it. In his Goulstonian lectures at the Royal College 
of Physicians of London in 1877 he said : “ Hitherto we have 
been obliged to trust to the substances we procure from plants 
for our most powerful agents: and, even if we were to know 
the constitution of the particular remedy we required, it 
might be impossible to procure it. But now one alkaloid 
has been made, another and another have rapidly followed 
it. We can change the constitution and action of 
these in the same way as we alter those derived from 
the vegetable kingdom. It is therefore highly probable that 
we shall be able to produce artificially the substances which 
will act on the body in any way we desire.” In the same 
lecture he emphasised the action of enzymes in building up 
and breaking down tissues and the actions of drugs upon 
them. And in his Croonian lectures, delivered before the 
Royal College of Physicians in June, 1889, he gave examples 
of the way in which his prediction was being fulfilled, and 
indicated ’ the lines on which the work was to be con¬ 
tinued. His “ Experimental Investigation of the Actions 
of Medicines,” 1875, was the first systematic text-book on 
experimental pharmacology; and his “Pharmacology,” 
Ac., 1885, was the first complete treatise on the subject 
from the standpoint of physiology, not from that of drugs. 
He formulated completely for the first time, in his thesis on 
digitalis, in 1866, the action of this drug on the heart and 
vessels. He introduced in 1867 a new class of remedies— 
vaso-dilators—into medicine. In using nitrite of amyl as a 
remedy for angina pectoris he was the first to employ a 
remedy in disease because its physiological action was to act 
in an "opposite manner to the pathological condition which 
he had discovered in the disease—angina pectoris—viz., rise 
in arterial pressure. Magendie did the same in regard to 
strychnine in paralysis, only he recommended it to combat a 
symptom; Bruntoh recommended it to combat a pathological 
condition. He was the first to use scientific opotherapy 
by administering raw meat in diabetes in order to supply a 
glycolytic ferment. In his work with A. Macfadyen he found 
that bacilli excreted an enzyme by which they attack and 
digest the soil in which they grow. In this observation he 
believed that they were anticipated by Salmon. They were, 
moreover, the first to discover that bacilli have the power of 
adapting the enzyme they secrete to the soil on which they 
grow. As at the opening of his clinical career he made an 
historical observation on the arterial pressure in angina 
pectoris and the action of the nitrites, so daring the last 
years of his life his mind appeared to be burthened by the 

g " roblem of high pressure and the therapeutic control of it. 

Lis intimate friends knew of the origin of this—almost an 
obsession—in a lasting personal sorrow. 

While his name was first and most closely associated with 
the actions and uses of medicines, probably no physician of 
bis generation had a more intimate acquaintance with non- 
medieinal methods of treatment—climates, spas, exercises, 
massage, and the rest; and diet and the use of alcohol in 
health and disease were subjects on which he published much 
and was much consulted. Brunton enjoyed a wide and 
distinguished personal acquaintance both at home and 
abroad. In England as a scientist and physician he was in 
close contact with men of learning and public influence, and 
his attractive personality confirmed acquaintance into friend¬ 
ship. He became one of them, and was recognised as an 
authority on many practical subjects of national importance 
—particularly physical culture and hygiene—as one who was 
expected and was ever ready to express his views on the 
platform or in the press. This he did from a strong 
sense of duty (and in the last years of his life from 
fear of Germany, the strength and resources of which 
he knew), never for self-advertisement. He used to say that 
anticipation of public functions made him miserable for 
weeks. Abroad, through his scientific reputation and his 
frequent visits to the continent, he formed an extensive con¬ 
nexion with distinguished professors and physicians in many 
countries; some of them, indeed, became close personal 
friends. 

For years before his death he was aware that his 
heart was unsound. He may have been the best judge 
of his own condition in its possible developments and 
ultimate issue, but happily he underestimated his powers 
of recuperation, and he again and again recovered health 
and capacity for work by accepting cheering advice 
from friends far less competent than himself. And 


so time and again he took up different portions of work 
which he desired to complete, and with carefully directed 
assistance carried them through. From first to last he led a 
laborious life, sweetened by the delights of high culture 
intellectuallv, by increasing interest in every aspect of 
nature, by the love alike of friends and patients, and by the 
happiestof homes—and the brightest until itwasdarkened first 
by the illness and death of his wife, and finally by the fateful 
shadow of the Great War. 

Sir David Ferrier writes :— 

By Lauder Brunton’s death scientific medicine has lost 
one of Its most emineut exponents, and many both in the 
profession and out of it have lost a dear and valued friend. 
Among these I have the privilege of counting myBelf; for 
our friendship dates from onr student days in Edinburgh, 
and continued unimpaired, without even a passing cloud, to 
the day of his death. I was one of the few that were 
permitted to see him in his fatal illness, and it was 
inexpressibly sad to see how he struggled with his 
cardiac dyspnoea to welcome his old friend and chum. He 
was a most lovable personality, and he made friends 
wherever he went, at home or abroad. During all the long 
years of our intimate friendship I never heard him utter an 
unkind or harsh word of anyone. He was generous to a 
fault, and never spared himself to help a friend or promote 
any scheme that might be of public benefit. His wonderful 
wealth of information was always at the service of those 
who sought his advice, and this was highly valued by such 
leaders of thought as Darwin and Burdon Sanderson. 
While yet a student he gave promise of his brilliant 
future, and his graduation thesis on digitalis, and his 
demonstration, while house physician at the Edinburgh 
Infirmary, of the mode of action of nitrite of amyl in Rngina 
pectoris, are a type of his life’s work. He lived laborious 
days, and sacrificed comfort, self-indulgence, and pecuniary 
advantages when engaged on any research which took his 
fancy at the time. When experimenting on himself with 
digitalis he lived a life of penance for six months ; and he 
told me that one of the greatest pleasures he ever expe¬ 
rienced was when he felt at liberty to eat and drink 
without having to weigh and measure his ingesta and 
egesta. All throughout life self-sacrifice was his dominant 
principle when he thought the occasion demanded it. Not 
unfrequently he gave up his lucrative practice for months in 
order to accomplish some work he had undertaken. In 
person Brunton had no imposing presence. As a candid 
American interviewer once said of us: “ F., like Brunton, is 
another insignificant-looking man.” But Brunton, modest 
and retiring as he seemed, speedily impressed his audience 
when he began to speak; and he liked to illustrate his 
remarks by quaint similes and personal anecdotes. He 
was very happy in his married life, and his wife was a true 
helpmate to nim. He was never the same after her death. 
The light of his life seemed to have gone out with her. For 
two or three years before his death he began to suffer from 
the symptoms of heart block, which necessitated his almost 
entirely giving up his practice. 

These outspoken and intimate appreciations of Brunton 
complete the picture that we have attempted to draw of a 
man who was alike a brilliant scientist and a most lovable 
personality. In his private life Sir Lauder Brunton was 
blessed beyond the ordinary, as the many who have enjoyed 
his friendship and his abundant hospitality will remember. 
He married in 1879 Louisa, daughter of the late Archdeacon 
Stopford, and her death after 30 years of perfectly happy 
union was a grave shock to health already giving cause for 
anxiety. By her he had tw'o sons and two daughters. The 
younger son, Lieutenant E. H. P. Brunton, R.A.M.C., was 
killed on Oct. 8th, 1915. The elder, Lieutenant J. S. L. 
Brunton, an officer in the Canadian Army, succeeds to the 
baronetcy. 


JAMES KEOGH MURPHY, M.A., M.D., M.C. Cantab., 
F.R.C.S. Eng., 

STAFF-SURGEON, R.N.V.R. ; SURGEON TO THE MILLER GENERAL 
HOSPITAL, GREENWICH. 

We regret to announce the death of Mr. James Keogh 
Murphy, surgeon to the Miller General Hospital, Greenwich, 
which occurred on Sept. 13th, at Plymouth, at the early 
age of 47. What bade fair to be a highly successful career 
has thus been inopportunely closed. 

James Keogh Murphy had a double legal descent, being 
the eldest son of the Right Hon. Mr. Justice Murphy, and 
the grandson of the Right Hon. Mr. Justice Keogh. He was 
educated at Charterhouse and Gonville and Caius College, 
Cambridge, where he obtained a first-class in the Natural 
Science Tripos. He was for a time demonstrator of anatomy 
at the University of Cambridge, and then completed his 




576 The Lancet,] 


OBITUARY.—THB WAR. 


[Sept. 23,1916 


medical curriculum at St. Bartholomew’s Hospital, where he 
won many prizes and held the usual junior appointments. 
After a short interval in general practice he returned 
to St. Bartholomew’s Hospital, obtained the Fellowship of 
the Royal College of Surgeons of England, and proposed to 
devote himself to the practice of pure surgery. He secured 
election to the staff of the Miller Hospital and to that of the 
Paddington Green Children’s Hospital, and at the same time 
showed great ability and energy in literary production. He 
published papers in The Lancet and the British Medical 
Journal, and edited, in conjunction with Mr. D’Arcy Power, 
a useful 8ystem of Syphilis. He was editor also of the 
“ Practitioners’ Encyclopaedia of Medicine,” and was 
appointed general medical editor to the Oxford University 
Press. 

Some ten years ago Keogh Murphy joined the Royal Naval 
Volunteer Reserve of Officers as surgeon, and was promoted 
to staff-surgeon at the commencement of the war. After 
serving in the hospital ship S&udan , he joined the Royal 
Naval Hospital, Plymouth. Of his work on board the Soudan 
we have received the following record from one of his 
colleagues 

We were shipmates in the hospital ship Soudan in the 
early part of the war, and, being the amestbetist, I had 
ample opportunities of observing Murphy’s work. The 
operating theatres were planned by him, and to ensure the 
success of his work he carried with him a complete set of his 
own instruments. As a diagnostician he was rarely at fault, 
and as an operator he was far above the average, not always 
orthodox, but careful and thoroughly safe. Murphy was 
always trying to improve his technique, and on board one 
constantly found him conferring with the ship’s carpenter 
over some new appliance he had thought out. He was beloved 
by his patients, and never spared himself any trouble in 
seeing to their comfort at any hour. 

Of his work after he joined the Royal Naval Hospital at 
Plymouth another colleague writes as follows :— 

Keogh Murphy’s sudden and unexpected death has 
deprived the staff of the Naval Hospital of a colleague who 
had endeared himself to all with whom he came in contact. 
Keogh Murphy was an excellent example of the good 
all-round type of medical officer, so essentially valuable in 
the Naval Service, and well illustrated the late John Wood’s 
dictum that “ A physician is a physician, but a surgeon is a 
physician and something more.” His almost encyclopedic 
knowledge was always at the disposal of his colleagues. A 
skilful and at times a brilliant operator, he will be greatly 
missed in those departments of surgery which are, in civil 
hospitals, the exclusive domain of the specialist. But 
Murphy will be ohieily remembered for his loyalty to his 
colleagues, his lovable nature, and his immense capacity for 
making friends. His patients worshipped him; and the 
large attendance of officers, nurses, and patients at the 
funeral service in the hospital chapel on Saturday (16th) 
testified to the affection in which he was held by all. 


The late Dr. William Alexander Budd.—D r. 
W. A. Budd, who died recently from cardiac valvular disease 
at Torquay, was a son of the late Dr. S. Budd and came of a 
family well known in medical circles in the West of England, 
lie was in his sixty-eighth year, was formerly in practice at 
Exeter, when he was on the honorary medical staff of the 
Devon and Exeter Hospital and the Exeter Dental Hospital. 
More recently he had practised at Paignton. 

The late Dr. A. W. Smyth.—D r. A. W. Smyth, 
who recently died at Ardcome, co. Tyrone, in his eighty-fourth 
year, came of a County Tyrone family, although he resided 
for long in the United States, and was superintendent of the 
United States Mint in New Orleans. This office carried with 
it the title of “Honourable,” which, however, he never 
assumed. He was a man of wide information, who kept 
himself abreast of the times in current science, art, and 
music. In medicine Dr. Smyth will be remembered in con¬ 
nexion with tlie first successful case of cure iu subclavian 
aneurysm by ligature of the innominate and vertebral 
arteries. This achievement was recorded by Erichsen in his 
“ Science and Art of Surgery,” and is also mentioned by more 
recent writers. Dr. Smyth also did pioneer work in regard 
to the function of the kidney. He showed that the glome¬ 
rulus, instead of being a secreting body, was a vascular 
hydraulic ram, acting with great force and propelling the 
water along the tubules, and that the communication 
between the Malpighian corpuscle and the uriniferous tubules 
was different from that taught by Bowman. The view 
expressed by some of the late Dr. Smyth’s friends that his 
scientific work did not receive the full recognition which 
was its merit is one with which many medical men concur. 
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The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain \V. Campbell, R.A.M.C., attached to the Royal Field 
Artillery. 

Captain N. W. Broughton, R.A.M.C.. attached to the Royal 
Field Artillery. 

Lieutenant E. H. McVicker.R.A.M.C., attached to the Lanca¬ 
shire Fusiliers, came overseas with the Canadian Expe¬ 
ditionary Force as a member of the Canadian Army 
Medical Corps. 

Died. 

Staff-Surgeon J. Keogh Murphy, R.N.V.R., was educated at 
Cambridge and at St. Bartholomew’s Hospital, London, 
and qualified in 1894. He proceeded to the F.R.C.S. Eng. 
in 1901, and at one time held the appointment of demon¬ 
strator of anatomy at his alma mater. He was a liberal 
contributor to medical literature. 

Died of Wounds. 

Captain A. W. Harvey, R.A.M.C., attached to the Royal 
Field Artillery, was educated at Cambridge and at St. 
Thomas’s Hospital, London, and qualified in 1905. After 
holding appointments at the Queen’s Hospital for 
Children. Hackney-road, Londou, and at the West 
Norfolk and Lynn Hospital, he practised at Westeliff-on 
Sea, and joined the R.A.M.C. in March last year. 

Previously reported Wounded , now reported Died of Wound*. 

Captain H. E. O’Brien, R.A.M.C., attached to the Middlesex 
Regiment, qualified L.R.C.P.I. and L.R.C.S.l. in 1912, 
and was in practice at Heanor, Derbyshire, before joining 
the R.A.M.C. in the early part of last year. 

Wounded. 

Lieutenant A. G. Bisset. R.A.M.C., attached to the Royal 
Munster Fusiliers. 

Captain H. B. Jeffs, Canadian A.M.C. 

Captain B. E. Kelly, Canadian A.M.C. 

Lieutenant J. E. Cheesman, R.A.M.C. 

Captain A. C. Perry, R.A.M.C., attached to the Liverpool 
Regiment. 

Captain G. F. Randall, R.A.M.C., attached to the Liverpool 
Regiment. 

Captain J. A. Conway, R.A.M.C., attached to the Royal 
Dublin Fusiliers. 

Lieutenant J. McPolin, R.A.M.C., attached to the Somerset 
Light Infantry. 

Captain B. J. Muliin, R.A.M.C., attached to the King’s Royal 
Rifle Corps. 

Captain W. L. Whittemore, Canadian A.M.C., attached to 
the Canadian Infantry. 

Captain E. F. W. Mackenzie. R.A.M.C., attached to the 
Gordon Highlanders. 

Lieutenant L. R. Pickett, R.A.M.C., attached to the King's 
Royal Rifle Corps. 

Major L. M. Purser, R.A.M.C. 

Lieutenant H. E. Allanson, R.A.M.C., attached to the Royal 
Munster Fusiliers. 

Lieutenant W. H. Broughton, R.A.M.C., attached to the 
Yorkshire Light Infautrv. 

Captain J. B. Cavenagb, R.A.M.C., attached to the Royal 
Dublin Fusiliers. 

Captain J. M. A. Costello, R.A.M.C., attached to the Welsh 
Regiment. 

Lieutenant-Colonel H. C. R. Hime, R.A.M.C. 

Captain 1’. W. Ransom, R.A.M.C., attached to the Northum¬ 
berland Fusiliers. 


Deaths among the Sons of Medic ah Men. 

The following sons of medical men must be added to our 
lists of those who have fallen during the war :— 

Lieutenant T. Packman, Royal Horse Artillery, elder son 
of Dr. A. C. A. Packman, of Grove House, Rochester. 
Lieutenant K. L. Hutchings, Liverpool Regiment, fourth 
son of Dr. E. J. Hutchings, of Southborough, Kent. 
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Second Lieutenant A. T. Chubb. Hampshire Regiment, only 
son of Dr. W. L. Chubb, of Farnborough, Hants. 

Lieutenant E. W. Roper, M.C., Royal Fusiliers, second son 
of Mr. A. C. Roper, F.R.C.S., of Exeter. 

Sergeant A. F. Palmer, A.S.C., fourth son of the late Dr. 
W. G. Palmer, of Thorpe Cottage. Loughborough. 

Second Lieutenant F. A. Thew, London Regiment, only son 
of the late Dr. E. P. Thew, of Alnwick, Northumberland. 

Lieutenant P. O. Limrick, King's Liverpool Regiment, only 
son of Dr. O. E. B. Limrick, of Live)pool. 

Lieutenant A. W. Macdonald, Canadian Infantry, son of 
Dr. A. A. Macdonald, of Toronto, Canada. 

Second Lieutenant E. P. Brown, second son of the late Dr. 
W. H. Brown, of North Shields. 


THE BATTLE OF JUTLAND. 

Mentioned in Despatches. 

In despatches dated July 15th and August 23rd, 1916, 
received from Admiral Sir John R. Jellicoe, G.C.B., 
<J.C.V.O., Commander-in-Chief of the Grand Fleet, the 
names of the following medical officers are mentioned :— 

Recommended for Honours. 

Fleet-Surgeon Henry William Finlayson, R.N. 

A zeaous and hard working officer, who organised his department in 
an efficient manner for the action. 

Fleet-Surgeon Joseph Agnew Moon, R.N. 

Was responsible for the excellent medical arrangements for dealing 
with the wounded in H.M.d. Bcnbow, which were very efficient. 

Staff-Surgeon Bertram Raleigh Bickford, R.N. 

For great gallantry and devotion to duty in action. This officer, 
though severely wounded by a shell splinter, persisted in attending 
to the wounded, only yielding to a direct order from myself [Com¬ 
modore C. E. Le Mesurier] to place himself on the sick list. 

Fleet-Surgeon Alexander Maclean, R.N. 

Performed his exhausting dut ies with the greatest zeal and courage* 
The medical staff w'as seriously depleted by casualties ; the wounded 
and dying had to be dressed and»*r very difficult conditions on the 
mess deck, which was flooded with a foot of water from damaged lire 
mains. Fleet-Surgeon Maclean has suffered considerably since the 
action from his devotion to duty. 

Surgeon-Probationer Douglas George Patrick Bell, R.N:V.R. 
Devoted great attention to the wounded, and amputated a limb 
single-handed in the dark. 

Staff-Surgeon James McAlister Holmes, R.N. 

For the very efficient manner in which the wounded were attended 
to whilst under tire and subsequently. 

Re go m vi ended, for Early Promotion. 
Fleet-Surgeon Robert Hill, C.V.O., R.N. 

The principal medical officer of the Fleet Flagship and on my staff. 
His excellent organisation and services before and after the action 
w’ere of great assistance, and contributed much to the well-being of 
the wounded. 

Fleet-Surgeon Arthur Reginald Bankart, C.V.O., R.N. 

Has organised his department for action in a most efficient manner. 
Fleet-Surgeon Alexander Maclean, R.N. 

(For services rendered see above.) 

Fleet-Surgeon Ernest Alfred Penfold, R.N. 

Was in the fore medical distributing station when a heavy shell burst 
just outside, killing and wounding many. Fleet-Surgeon Penfold 
was himself knocked down and bruised and shaken, but personally 
assisted in the removal of wounded, and afterwards tended the 
wounded with unremitting skill and devotion for 40 hours without 
rest. His example was invaluable in keeping up the morale of the 
wounded and of the medical party under very trying conditions. 

Fleet-Surgeon Christopher Louis White Bunton, R.N. 

Did good work, being hard pressed w'ith many sudden casualties of a 
serious nature. 

Staff-Surgeon Arthur Reginald Schofield, R.N. 

For skilful and untiring attention to the wounded. 

Temporary Surgeon Richard Stocker Carey, R.N. 

For skilful and untiring atttention to the wounded. 

Surgeon William James Aitken Quine, R.N.V.R. 

For his assiduous care of and attention to the w'ounded, of whom he 
was in sole charge for over 40 hours, the staff-surgeon having been 
severely wounded, 

Recommended for Commendation. 

Fleet-Surgeon Harold Paget Jones, R.N. 

Temporary Surgeon Horace Palmer Margetta, R.N. 
Fleet-Surgeon John Hunter Pead, R.N. 

Surgeon Horace Elliot Rose Stephens, R.N. 

Fleet-Surgeon Arthur Richard Harrie Skev .R.N. 
Fleet-Surgeon John Reid Muir, R.N 


Surgeon-Probationer Neil Macleod, R.N.V.R. 
Surgeon-Probationer Gilbert Blurton, R.N.V.R. 
Surgeon-Probationer Carl Knight Cullen, R.N.V.R. 

The Honours List. 

The following awards to medical officers engaged in the 
Battle of Jutland are announced : 

C.B. 

Deputy-Inspector-General of Hospitals and Fleets Robert 
Forbes Bowie. 

D.S.O. 

Fleet-Surgeon Joseph Agnew Moon, R.N. 

Fleet-Surgeon Alexander Maclean, R.N. 

Fleet-Surgeon Henry William Finlayson, R.N. 

Staff-Surgeon Bertram Raleigh Bickford, R N. 

Staff-Surgeon James McAlister Holmes, R.N. 

D.S.C. 

Surgeon-Probationer Douglas George Patrick Bell. R.N.V.R. 

To be Deputy Surgeon- General. 

Fleet-Surgeon Robert Hill, C.V.O., R.N. 

Commended for their Service*. 

Fleet-Surgeon John Hunter Pead, R.N. 

Fleet-Surgeon Harold Paget Jones, R.N. 

Fleet-Surgeon Arthur Richard Harrie Skey, R.N. 
Fleet-Surgeon John Reid Muir, R.N. 

Surgeon Horace Elliot Rose Stephens, R.N. 

Surgeon (temporary) Horace Palmer Margetts, R.N. 
Surgeon-Probationer (temporary) Gilbert Blurton, R.N.V.R. 
Surgeon-Probationer (temporary) Neil Macleod, R.N.V.R. 
Surgeon-Probationer (temporary) Carl Knight Cullen, 
R.N.V.R. 

Noted for Early Promotion. 

Fleet-Surgeon Alexander Maclean, R.N. 

Fleet-Surgeon Ernest Alfred Penfold, R.N. 

Fleet-Surgeon Arthur Reginald Bankart, C.V.O., R.N. 
Fleet-Surgeon Christopher Louis White Bunton, R.N. 
Staff-Surgeon Arthur Reginald Schofield, R.N. 

Temporary Surgeon Richard Stocker Carey, R.N., should he 
be transferred to the permanent list. 

Surgeon William James Aitken Quine, R.N.V.R. 

The President of the French Republic has bestowed the 
decoration of the Legion of Honour upon the medical officers 
mentioned:— 

Croix de Chevalier. 

Fleet-Surgeon Thomas Austen, R.N. 

Fleet-Surgeon John Hunter Pead, R.N. 


OBITUARY OF THE WAR. 


CHAKLES MONK, L.R.C.S. Irel., 

LIF.UTENANT-COLONEL, INDIAN MEDICAL SERVICE. 

Lientenant-Colonel C. Monk, who died early in July at the 
2nd London General Hospital after an operation, was 62 
years of age, and bad 
retired from the Indian 
Medical Service in 1908, 
after completing 30 
years’ full pension 
service. Amongst other 
appointments, he had 
been civil surgeon at 
Satara and port surgeon 
at Aden, as well as 
Principal Medical 
Officer of the Aden 
district. In 1914 he 
was appointed to the 
command of the 2nd 
London Casualty Clear¬ 
ing Station. R.A.M.C. 

(T.F.), and was mobil¬ 
ised with it on the out¬ 
break of war. He went 
to France in March, 

1915, and was twice 
invalided home, being finally appointed to the command of 
the 2nd London General Hospital. His death removes an 
officer of great experience. 
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GEORGE 8EFTON MILLER, M.B., B.S. Lond., 
F.R.C.S. Eng., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain G. S. Miller, who was killed on active service in 
France on Sept. 8th at the age of 25 years, was son of 
Leonard Miller, vice-chairman of the Miller General Hospital 
for South-East London. He was educated at Colfe Grammar 
School, Lewisham, where he was head of the school and 

took the leaving 
scholarship, and 
studied medicine at 
Guy’s Hospital, 
/ \ taking the Conjoint 

Board qualification in 
! 1912 and the M.B. of 

V \ London University in 
\ the following year. At 
1 the age of 23 he 
! qualified for the 
v * | F.R.C.S. Eng. After 

several house appoint¬ 
ments at Guy’s Hospital 
he joined the Royal 
Army Medical Corps 
early in 1915 and was 
at the front about 
18 months. He met 
his death under the 
following circum¬ 
stances. During a local 
attack and long before the enemy bombardment had abated he 
expressed his intention of taking two squads of stretcher- 
bearers up to the regimental aid posts to bring down any 
wounded men he could find. On his way back he was 
helping a bearer to lift a wounded man out of a trench when 
all three were killed instantly by a shell. 

His fellow officers write of Captain Miller’s courage in the 
face of danger—he applied to be transferred to a more 
exposed position—and his warm-heartedness as a friend. 
Just before his death he had ridden 10 miles to see if he 
could do anything for a fellow officer. If he had lived his 
surgical skill would have brought him to the fore. 



HAROLD HERBERT TANNER, M.B, B.S. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain H. H. Tanner, who lost his life while bathing at 
Boulogne on August 16th, at the age of 29, was the only 
son of Herbert Tanner, F.R.C.S., of Westbourne-grove. 

Educated at West¬ 
minster School aDd 
St. Mary’s Hospital, 
he took the M.B., 
B.S. degree of London 
University in 1910, 
and after holding 
resident appointments 
at St. Mary’s Hos¬ 
pital, the Hamp¬ 
stead General Hos¬ 
pital, and the Albert 
Hospital, Devonport, 
he joined the staff 
of the Inoculation De¬ 
partment at St. Mary’s 
Hospital in 1912. 
In May of last year 
he obtained a commis¬ 
sion in the Royal Army 
Medical Corps, continu¬ 
ing, nevertheless, to be 
associated in work with Sir Almroth Wright, having charge of 
the ward attached to his research laboratory in Boulogne. 
During this time his neat and careful work contributed largely 
to the successful elaboration of the system of irrigation and 
drainage of wounds by means of bandage strips, which 
were demonstrated by Colonel Sir Almroth Wright at the 
Royal Society of Medicine in October, 1915. 

Of Captain Tanner his chief writes: “He did such 
excellent good work and would have gone on doing 
really good things,” adding that his kindliness and help¬ 
fulness endeared him to those associated with him. A short 
year before his death Captain Tanner married Minnie Bennett, 
daughter of the Rev. George Bowden of Kingston Hill. 



GEORGE ROBERT HITCHIN, M.B., Ch.B. Vict., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 




Captain G. R. Hitchin, who was killed in France on August 
14th, was the only surviving son of Robert Hitchin, retired 
chemist, of Burnley. Educated at the Burnley Grammar 
School, Ellesmere College, Shropshire, and Owens College, 
Manchester, he graduated in medicine at the Victoria 
University in 1903, and then acted as surgeon on board 
steamships travelling 
between England, 
the far East, and 
South American ports. 

He next held 
various assistantehips 
at Whalley (Lancs), 

Wetherby (Yorks), and 
Todmorden, and in 
1909 he entered into 
partnership with Dr. 

A. H. Poole at Totting- 
ton, on whose retire¬ 
ment four years later 
he continued the prac¬ 
tice on his own account. 

In November, 1914, 
he obtained a com¬ 
mission in the Royal 
Army Medical Corps, 
attached to the East 
Lancs Field Ambu¬ 
lance, and after training with his corps at Southport, Forest 
Row, Crowborough, and Colchester, he left for France in 
July of this year. He was killed whilst tending the wounded 
in the first line of trenches. 

Apart from his professional work, Captain Hitchin was a 
keen horseman, and was never so happy as when in the 
saddle. The news of his untimely death came as a shock to 
his patients and to a large circle of friends in the town and 
district where he practised. 


WILLIAM WATT FARRAR, M.B., Ch.B. Glasg., 


LIEUTENANT, ROYAL ARMY MEDICAL CORPS. 


Lieutenant W. W. Farrar, who died on August 10th, in 
Bombay from cholera, at the age of 41 years, was the only son 
of the late Joseph 
Farrar, M.D., of Gains¬ 
borough, Lines. He 
was educated at 
Glasgow and St. 

Andrews Universities, 
graduating M.B., 

Ch.B. Glasg. in 1901, 
and settled in general 
practice at Misterton, 

Notts, where he was 
medical officer of 
health, and held 
appointments as certi¬ 
fying factory surgeon, 
medical examiner 
under the Elementary 
School Teachers Act, 
and Poor-law medical 
officer. He was a 
familiar and welcome 
personality in the 
district, and his death leaves a gap which will be felt by 
many. Dr. Farrar was married and his widow survives him. 


The Harvard Hospital Unit.— Owing mainly 
to the efforts of Sir William Osier and Mr. Robert Bacon, 
formerly U.8. Ambassador at Paris, the Medical Senate of 
Harvard University have been able to send to France a fully 
equipped base hospital unit consisting of 30 medical men, 
2 dental surgeons, and 75 nurses. Yale, Columbia, Princeton, 
Johns Hopkins, and other universities have associated them¬ 
selves in the provision of this unit, which will work under 
British hospital administration. 
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The War Record of the London Medical Schools. 

An inquiry into the war record of the larger metropolitan 
medical schools has resulted in the obtaining of some 
interesting figures. The questions asked were as follows: 
1. Daring the first two years of war how many past or 
present students have joined the Navy and Army 7 2. How 

many have died on service ! 3. What honours have been 

gained ! The figures we have received are as follows, the 
schools being given in alphabetical order 

St. Bartholomew's. —Joined, 1475. Died, 39. Honours: 
V.C., 1; K.C.M.G., 1; K.C.V.O., 1; C.B., 8; C.M.G., 10; 
M.C., 16; D.S.O., 8 ; Legion of Honour (Croix de Chevalier), 
1; Order of the Nile (Third Class), 2; Order of St. Sava 
(Fifth Class), 3; Volunteer Otiicer Decoration, 2; Promotion 
in the Field, 4. 

St. George's. —Joined, 175. Died, 4. Honours : C.B., 1; 

C. M.G., 4; M.C., 3; D.S.O., 2; C.I.E., 1; Mentioned in 
Despatches, 17. 

Guy's. —The list tor this hospital is in course of compilation 
and the details will be published later. 

King’s College. —J oined, 100. Died, 6. Honours: K.C.M.G.,1; 
Knighthood, 1; C.B., 1; C.M.G., 2; M.C., 2; D.S.O., 4; 
Mentioned in Despatches, 2 or more. 

London.— Joined, 800. Died, 31. Honours: V.C., 2; 
Knighthood, 1; C.B., 1; C.M.G.. 5; M.C., 16: D.S.O., 7; 

D. 8.C., 2; Order of Leopold (Chevalier), 1; Mentioned in 
Despatches, 50. 

St. Mary's.— Joined. 384. Died, 19. Honours: C.B., 2; 

C. M.G., 4; M.C., 4; D.8.O., 6; Order of St. Sava, 1; Men¬ 
tioned in Despatches, 55. 

St. Thomas’s. —Joined, 620. Died, 24. Honours : V.C., 1; 
K.C.M.G., 1; C.B., 1; C.M.G., 7; M.C., 9; D.S.O., 7; 
M.V.O., 1: Mentioned in Despatches, 56. 

University College. —Joined, 615. Died, 13. Honours: V.C. 
(clasp), 1; K.C.M.G., 1; C.B., 5; C.M.G., 10; M.C., 11; 

D. S.O., 7; Legion of Honour (Croix de Commaudeur), 1; 
Mentioned in Despatches, 59 (7 twice). 

The following figures have also been sent to us, but with 
the statement that they are incomplete : — 

Middlesex.— Joined, 275. Died, 13. Honours, 12 or more. 

In many cases additional information has been sent which, 
for the sake of uniformity, we have not incorporated in the 
lists given above. St. George’s and St. Thomas's have 
respectively a total of 250 and 748 men in the services, 
including those who joined before the beginning of the war. 
Of the London and St. Mary's men, 43 and 25 respectively 
have enlisted as combatants. These figures were not asked 
for, and consequently have not been supplied in a majority 
of cases. We are glad to note them, however. 

With regard to the totals it should be borne in mind (1) 
on the one hand that they only include the London schools 
of medicine and not all of these, and that in some cases the 
numbers are admittedly incomplete ; (2) there may be a 
certain amount of overlapping where a man has been claimed 
as an old student by two (or more) schools, but we do not 
think that this will more than balance the accidental 
omissions. 


Internment Camps in the United Kinodom. 

Every internment camp in the United Kingdom was visited 
during the period from March to July this year by officials 
of the United States Embassy, and their reports have been 
issued in a White Paper The following are the names of 
the officers' camps : Dyffryn Aled, Abergele ; Holyport, near 
Maidenhead; Bevois Mount, Southampton; Donington 
Hall, Derbyshire. The names of the other camps are : Leigh, 
Lancashire; Cornwallis-road. Holloway; Shrewsbury; 
Frongoch, near Bala, N. Wales; Han'dforth, Cheshire; 
Eastcote, Towcester, Northants; Jersey ; Stobs, near 
Hawick, N.B. ; Douglas (I.O.M.); Knockaloe, near Peel, 
I.O.M. ; Alexandra Palace, London; Feltham, Middlesex; 
Lofthouse Park, Wakefield; Stratford, London; Ware, 
Herts ; Shirley Rink, Southampton ; Dorchester, Dorset; 
Dartford. Kent ; Oldcastle, Co. Meath. The report is quite 
favourable as to the arrangements of all the camps save 
that at Knockaloe, where improvements have been recently 
made. 


The Bristol Medico-Chirurgical Journal.— 

The last issue of this journal (Vol. XXXIV. No. 130. July, 
1916. Special Number), is the second special war number 
of the journal and it contains several articles of great 
interest at the present moment. Dr. W. Gordon opens 


with a description of the methods adopted at the Grand 
Palais for the Reduction of Disabilities from Wounds in War. 
Mr. E. W. Hey Groves writes on the work of a military general 
hospital in Egypt, and states that in regard to the septic 
conditions of seven days’ standing with which he had to deal 
there was no recognisable difference in the results produced 
by (1) ordinary antiseptics, e.g., carbolic and perchloride; 
(2) peroxide of hydrogen ; (3) salt solutions of various 
strengths; and (4) eusol. Dr. P. Watson-Williams con¬ 
tributes a note on the Technique of Sphenoidal Sinus 
Exploration ; and Mr. J. P. 1. Harty describes among other 
special work at a base hospital 13 cases in which the 
sphenoidal sinus was explored by the suction-syringe 
method with five positive results. Dr. J. Michell 
Clarke deals with the clinical aspect of Some Neuroses 
of the War, and the absence of cases of conscious simula¬ 
tion of nervous disorders. Notes on the enteric group are 
given by Dr. J. M. Fortescue-Brickdale from an isolation 
hospital in France. In 5 per cent, of the cases under his 
care bacteriological evidence was insufficient to identify the 
fever. A short paper on the Korensic Examination of Blood¬ 
stains in the Tropics, by Dr. F. Shingleton Smith, whose 
promising career was cut short in Mesopotamia, completes a 
series of representative war studies on which the editors may 
be congratulated. 

The South African War Hospital, Richmond. 
—It has been decided to add 220 beds to this hospital, 
making a total of 520. Mr. Otto Beit has given £10,000 
towards this extension, and the National Bank of South 
Africa has contributed the cost of one ward. The bank has 
also given £5000 to the South Africa Fund for War Relief. 


Utefal Jtftos. 


Chelsea Hospital for Women.— The Chelsea 

Hospital for Women has been receiving patients since 
August 2nd in the new building in Arthur-street, Chelsea, 
which was opened recently by the Queen. Until funds 
permit of the building of a new nurses’ home 57 beds will, 
as at the present moment, be available for patients. 
Eventually there will be beds for 80 patients. The Free¬ 
masons’ Nursing Home Committee have rented the old 
building and have handed it over to the War Office for 
the treatment of wounded during the war. But the com¬ 
mittee have an option to purchase it ultimately for a 
nursing home and are appealing for funds to complete this 
scheme. Contributions may be sent to Mr. S. H. Goldsmid, 
honorary treasurer, or Mr. Herbert H. Jennings, secretary, 
at the hospital. 

Society for the Study of Inebriety. —The next 
meeting of this society will be held in the rooms of the 
Medical Society of London, 11, Chaudos-street, Cavendish- 
square, W., oh Oct. 10th, at 4 P.M.. when Dr. J. W. 
Bailantvne. F.R.S.E., will open a discussion on Alcohol and 
Ante natal Child Welfare. The report of the society for 
1915-16 just issued announces that the next Norman Kerr 
memorial lecture will be given by Major W. McAdarn Eccles. 
Some interestingdiscussionsareannounced. On Jan. 9th,1917, 
Sir John Kirk will draw attention to Alcoholism and Child 
Welfare in War Time, and in April Dr. R. Murray Leslie, 
chairman of the Women’s Imperial Health Association, will 
discuss the Instruction of the Public in the Importance of 
the Prevention and Arrest of Alcoholism. The report 
records the warm appreciation of the council for the services 
rendered by the retiring President, Dr. Mary Scharlieb. 
Sir William J. Collins, K.C.V.O., lias been appointed Presi¬ 
dent for the ensuing year. 

New Maternity Accommodation at King 
Edward VII. Hospital, Cardiff.— At a recent meeting of 
the board of management of this hospital Colonel Bruce 
Vaughan said that owing to the generosity of many donors 
it would be possible to provide 50 beds for a maternity 
hospital which would be ready for occupation in January, 
1917. There will be accommodation for a training school 
staff and also for a resident medical officer. They would he 
able to receive at least 1000 women during the year and 
lake charge of 1000 children, and there would be an out¬ 
patient department in connexion with the hospital. The 
income required would be between £4000 and £5000. To 
complete the work £25,000 was required for the buildings 
and at least an addition of between £14,000 and £15,000 
to the annual income. The area of the site on which the 
new wards will stand provides accommodation for at least 
another 50 beds in the future. 
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"Audi alteram partem." 

THE TREATMENT OF SEPTIC WAR 
WOUNDS. 

To the Editor of The Lancet. 

Sib,—Y ou will hardly expect me to reply to Sir Almroth 
Wright’s personal attack on me either by defending my own 
or dissecting his mentality. It is a great pity that he has 
made this such a personal matter ; so long as it remained 
impersonal any criticisms of methods or views, however 
trenchant, could have been answered, and possibly in course 
of time the two lines of thought would have more nearly 
approximated one another. 

I am, Sir, yours faithfully. 

Sept. 18tb, 1916. W. W XTSON ChBYNE. 


THE USE OF PICRIC ACID IN SURGERY 

To the Editor of The Lancet. 

Sib,—I n reference to the article of Major T. F. Brown, 
D.S.O., in The Lancet of Sept. 2nd on the use of picric acid 
in surgery, a few notes may not be out of place from one who 
has consistently used it during a goldfields practice of the 
last 16 years. 

The staining by picric acid which only really affects the 
cutaneous tissues is best removed by sodium bicarb., a hot 
fomentation of which will readily remove the discolouration 
of the skin which Major Brown mentions, but it will not 
remove it from hair or nails. W'ashing the hands in soda 
bicarb., besides removing the discomfort of having one’s 
hands stained, gets rid of the equally unpleasant quinine¬ 
like Savour carried by picric-stained fingers to any food 
handled. 

I found picric most efficacious dressing for all recent in¬ 
juries, especiallyin head and hand. It was applied by soaking 
a small piece of cotton-wool in 1 per cent, saturated lotion and 
applying it freely to the cut surface or the wound, leaving 
a saturated piece on for cover ; over this a piece of dry wool 
was placed, and a bandage applied until the whole dried, 
when the bandage and wool not adhering could be removed, a 
hard collodion-like dressing resulting, which took the daily 
friction without injury. In operating it was found very 
efficacious for all cutaneous incisions or when dry dressings 
were advisable. Wounds healed without the red sensitive 
line otherwise present. Its anaesthetic qualities relieves 
the patient of all cutaneous pain. For hand and foot 
abrasions I never found anything that could compare 
with it. All superficial foot injuries caused by walking 
were readily healed by painting with picric or applying cotton¬ 
wool soaked in it. Bad gravel rash resulting from bicycle 
accidents heated in a day or two, which ordinarily would 
have incapacitated for a week. The abrasions became 
dry and painless. A bottle of picric was to be found in most 
of the miners' camps, for its efficacy became well known. 
Scalp injuries, even when complicated with fractures, 
swabbed out with a saturated solution, and then dressed 
with picric, healed as I have never seen them heal 
by any other process. In this connexion it is as well to 
dress every second day at first, as there is an organism 
which is capable of growing under a picric dressing which 
disintegrates the superficial layer of skin without pain and 
makes the wound look bad for a couple of days. Hot boraoic 
acid foment is rapidly fatal to it. 

In regard to deeper suppurating wounds with htemolytic 
organisms giving grumous pug, I found picric not to be com¬ 
pared in action with pure liniment of iodine or a washing 
with hot iodine solution sufficiently strong to stain the 
hands of ttie operator deeply. The reddy. brick-coloured 
discharge is always accompanied by tissue destruction. 
I found picric useless and iodine absolutely efficient, 
provided there was sufficient penetration to reach into all 
the pockets. From test-tube experiments on pus I should say 
that the limit of iodine liniment penetration is half an inch 
at most, so that if a half-an-inch pocket was left unswabbed 
the organism would continue its tissue-destruction course, 
but wherever the iodine reached the bottom of the sinus it 


was absolutely fatal to hsemolytic organism. This is demon¬ 
strated by the immediate absence of the brick colour in 
subsequent discharge. I do not think daring the 2D 
years I have used super-iodine douches or the pure liniment 
I ever saw a failure where penetration was possible. 
The rule carried out in regular practice was that where 
it was desired to keep the wound or operation web 
to facilitate discharge super-iodine was used, but where 
it was desirable to dry up nothing equalled picric. Picric 
and iodine should never be used together or they interact 
and blister. The disadvantages of picric were in certain cases 
where an intolerance occurred with acute itching of coloured 
parts after continued use due possibly to acid irritation of 
nerve endings. This was easily removed by soda bicarb, 
foment, the picric being discontinued. The only other dis¬ 
advantage was the superficial skin destruction when dressings 
were left on too long. When picric dressing loses its 
colour and becomes white it shows a need for dressings 
being changed, but sometimes the wool coating is too hard 
for it to show through. Circumcisions dressed with picric 
dry have no raw period. Picric wool made by soaking wool 
with picric and allowing it to dry makes the best dry 
dressing I know, but the wool should be cut with scissors 
and not torn when needed, as the small particles of picric 
which then float in the air give an unpleasant taste if inhaled 
by mouth or nose. 

I can cordially endorse Major Brown’s plea for a more 
extensive trial of the many advantages of the use of piorie 
as an immediate dressing for wounds. 

I am. Sir, yours faithfully, 

Henry A. Ellis, 

Ex-Honorary Surgeon, Sydney an.l Coulgxr,lie Hospitals 

Middlesbrough, Sept. 11th, 1916. 

PLAGUE IN ENGLAND. 

To the Kditor of The Lancet. 

Sir.—M ay I call attention to the annotation under this 
heading in your issue of Sept. 9th, where you state : — 

So far as we are aware, the circumstances associated with 
the cases at Bristol and Hull are such as to suggest that the 
plague infection was probably ship-borne. 

As a matter of fact, this suggestion—as regards Bristol— 
is quite untenable, as the Local Government Board bacterio¬ 
logist stationed at Avonmouth reports that out of 291 rats, 
which have been examined to determine this point since the 
occurrence of plague cases in Bristol, all have been found 
to be absolutely free from any suspicion of plague infection. 
The port of Bristol is, therefore, not under any suspicion of 
plague whatever ; a matter of considerable importance in 
regard to our home and foreign commercial relationships. 
No suspicion of plague in Bristol city, either among rat or 
man, has arisen since August 10th. Full reports of the 
whole circumstances will be issued at an early date. 

I am. Sir. yours faithfully, 

D. S. Davifs. M.D.. LL D.. 

Medical Officer of Health, City and Port of Bristol. 

Sept. 15tb. 1916. _ 


ALCOHOL IN THE TROPICS. 

To the Editor of The Lancet. 

Sir, —In a review of Woodruff’s “ Medical Ethnology ” its 
The Lancet of June lOtb, 1916, p. 1172, your reviewer 
speaks of the author's “surprising conclusion that those who 
drink alcohol in the tropics enjoy better health than 
abstainers.” I cannot see anything surprising in this. I 
should rather be surprised if the contrary were maintained. 
It is. as in other climates, a matter of quale, quantum, and 
i/uando. I should have thought that there was plenty of 
evidence in print of the wholesomeness of alcoholic beverages 
everywhere. To give a single instance of an active, hard¬ 
working man in tropical Africa, let me refer your reviewer 
to Sutherland’s “Adventures of an Elephant Hunter, ”p. 169. 
I think that he will admit that there are, at any rate, 
exceptions to his own views. Nowadays, when there is so- 
much bigoted antagonism to the use of alcoholic drinks, and 
it is often looked upon as a virtue to abstain, it is as well to 
take broader views and recognise the beneficence of their 
action, and to encourage the moderate and judicious use 
of them. What would the British nation have been 
without beer and wine, and what would it sink to if] it 
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entirely gave them up ? Would Germany be as formidable 
without her plentiful supply of beer and wine? 

I am, Sir, yours faithfully, 

Exeter. South Australia. Aug. 1st, 1916. F. LUCAS BESHAM. 

PS.—May I take this opportunity of referring to a totally 
different point suggested by Mr. H. H. Moyle's article on 
“ The Odour of Paint as a Cause of Plumbism ” (The Lancet, 
May 27th, 1916, p 1083;. He does not state whether old paint 
had been burnt off any of the d >ors or woodwork previously 
to repainting. This is, of course, often done, and It is, as I 
know by experience, quite capable of producing unpleasant 
symptoms of lead poisoning ; the wind blowing the produots 
of combustion into the house. This accords with your state¬ 
ment in an accompanying annotation that lead is only 
capable of volatilisation at a high temperature. 


THE CHOICE OF ANAESTHETIC FOR A 
MILITARY HOSPITAL. 

To the Editor of The Lancet. 

Sib—R eferring to the interesting letter of Mr. A. de 
Winter Baker in The Lancet of Sept. 16th on the above 
subject, I beg to be allowed to make two remarks in order to 
prevent misconception. 

Firstly, 1 atone am responsible for the modification of the 
Hewitt's chloroform mouth-prop and tube (as illustrated) 
to which he is good enough to call attention ; that is to say, 
the addition of grooves containing rubber for the teeth 1 1 
rest upon, so arranged as to be easily renewable (either by 
cutting a suitable piece from thick sheet-rubber or by 
buying it ready cut from the Holborn Surgical Instrument 
Company, who now stock it). I explained this idea to Mr. 
Baker, and after I had disoussed the exact details with our 
resident dentist Mr. Baker kindly had one made for each 
of us. 

Sicondly, Mr. Baker is “ tmior” resident anesthetist here 
only in the sense that his appointment is dated about three 
months prior to mine. 

We have always worked harmoniously together, and I am 
sure Mr. Baker will not object to my makiDg the above points 
quite clear.—I am, Sir, yours faithfully, 

H L Noel-Cox, M.D , 

Resident Amesthetlst. County of London War Hospital. 

Epsom. Sept. 16th, 1916. 


STATE ECONOMY AT THE EXPENSE OF 
MEDICAL MEN. 

To the Editor of The Lancet. 

Sir, — I see by the Parliamentary Intelligence in The 
Lancet of July 8th that some heat was generated in the 
debate re the proposed abolition of the system of reports on 
accidents in factories and workshops made by the certifying 
surgeons. 1 was glad to see that the thermal point was 
raised to an appreciable temperature. Now I am not, and 
never have been, a factory surgeon ; I have, however, acted 
temporarily as such for a friend who was in a big dockyard 
town and know a little about the work. My friend for 
whom I acted is at present serving his country in France. 
As far as I remember, much work was done for very 
small pay, and the nature of the work was such as could only 
be done by a medical man. I see that the Government 
has paid £12,500 in one year as the total amount divis- 
able amoDg 2000 surgeons ; this averages the princely sum 
of £6 10*. each, the price of the upkeep of one wheel of the 
doctor's motor for one year. Why should the Government 
eoonomise at the doctors' expense f Do I hear aright that 
since the war the fee payable for a certificate under the 
Infectious Diseases Act has been reduced ? Has the medical 
man's income gone up since the war ? I think not. The 
price of drugs lias risen enormously, petrol has gone up, but 
has the medical man raised his fees ! I have not heard so. 
•I had to abandon my practice the day war broke out, being 
an officer of the Royal Army Medical Corps (Territorial 
Force). I am not complaining about it at all, although 1 
have lost three quarters of my income and possibly my practice. 
But is the Government going to set me on my legs when I get 
home again '! Is it possib’e that Cabinet Ministers are going 
to put by half their salaries—two of such would amount to 
the total annual fees payable to factory surgeons—and unite 
with the Members of Parliament in establishing a fund for 
medical men out of their combined salaries ! As regards the 
work of a factory surgeon, I do not think it is impossible for 


his brain to grasp the workings of mechanical appliances and 
machinery. It is as well at times to have an open mind and 
an unbiased opinion on these matters. 

I am, Sir, yours faithfully, 

Major. 

*,* Miny regret the action taken by the Government in 
respect of certifying factory surgeons, but in every depart¬ 
ment of life economies are being effected, some wise, some 
unwise, but all with the firm intention to husband the 
national resources in a time of immense trial.—E d. L. 


THE NOTIFICATION OF PULMONARY 
TUBERCULOSIS IN BELFAST. 

To the Editor of The Lancet. 

Sir, —I should like to call attention again 1 to a curious 
feature in the returns of the Registrar-General for Ireland, 
for which no explanation has yet been offered. In the July 
returns of infectious diseases in Dublin and Belfast, only one 
notification of “ tuberculous phthisis” is credited to Belfast, 
but 73 to Dublin. If reference is made to The Lancet of 
July 29oh, 1916, p. 207, it will be seen that for the year ended 
March 31st. 1916, there were 1587 cases of pulmonary tuber¬ 
culosis treated at the dispensaries founded by the city 
corporation, while in the sanatoria and hospitals provided by 
the same body 631 pulmonary cases were treated, and if to 
these be added those cases received into the union infirmary 
and the Forster Green Consumption Hospital, we get another 
369; while under the head “treatment otherwise than in 
dispensaries and sanatoria (including domiciliary treatment),” 
there were, during the same 12 months, in Belfast actually 
1410 cases of pulmonary tuberculosis. The discrepancy 
between the abundance of tuberculous cases iu Belfast and 
the fewness of notifications requires some explanation, as 
well as the difference in the number of notifications in 
Belfast and Dublin. — I am, Sir, yours faithfully. 

Sept. 14th, 1916. _ HlBERNICUS. 


Appointments. 


Successful applicants for vacanc'e», Secretaries of Public Institutions, 
and others possessing information suitable for this column, are 
invited to fttrward to The Lancet Office, directed to the Sub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Bennett, F. J.. M.R.C.S.. L D.S., has been appointed Clinical Assistant 
to the King George Hospital (Dental Department.), Waterloo-road. 

Corker, J.. M.B., B.Ch. Ii U.I . Tuberculosis Officer at York. 

Stephens, G. A.. M.D. Lond., Certifying Surgeon under the Factory 
and Workshop Acts for the Swansea District of the county of 
Glamorgan. 




For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are requested to communicate with the Editor. 

Birmingham. City Fever Hospital. Little Bromwich.—Female 
Resident Medical Officer. Salary £260 per annum, with board. 

Birmingham General Dispensary.— Resident Medical Officer, un¬ 
married. Salarj’ £250 per annum, with apartments, Ac. 

Birmingham and Midland Bye Hospital, Church street.—Resident 
Surgical Officer. Salary £300 per annum, with residence, Ac. 

Bolton Infirmary and Dispensary. —Female Second House Surgeon. 
Salary £200 per annum, with board, Ac. Also Female Third House 
Surgeon. Salary £180 per annum, with board. Ac. 

Brighton. Royal Susif.x County Hospital.— Junior House Surgeon, 
unmarried. Salary £80 per annum, with a war bonus at rate of 
£100 per annum, with board, Ac. 

Bristol Royal Infirmary.— House Physician. Salary at rate of 
£120 per annum, with board, Ac. 

City or London Hospital for Diseases of the Chest, Victoria 
Park, E.—Resident Medical Officer. Salary at rate of £250 per 
annum. Also Assistant Resident Medical Officer. Salary at rate of 
£150 per annum, with board. Ac. 

Dudley, Guf.st Hospital.— Assistant House Surgeon. Salary £120 
per annum, with board. Ac. 

Dundee, King’s Cross (Fever) Hospital.— Resident. Salary £150 per 
annum, with board, Ac 

Evelina Hospital for Children, Southwark, London, S.B.— 
House Physician. Salary at rate of £160 per annum, with board, Ac. 
Also Clinical Assistants in Out patient Departments. 

Great Yarmouth Hospital. —House Surgeon, unmarried. Salary 
£200 per annum, with board, Ac. 

Guildford, Royal Surrey County Hospital.— House Surgeon. 

Huddersfield Royal Iifirmary.—Two Assistant House Surgeons. 
Salary per annum—qualified £150, unqualified £80, with board, Ac. 

Leeds Public Dispensary.— Female Resident Medical Officer. Salary 
£200 per annum, with board. Ac. 

1 See The Lancet, March 25tb, 1916. 
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who, in his report for 1915, just presented to Parliament, 
estimates the population at 5930. The number of births 
during 1915 was 194, and of deaths 81. The birth-rate 
was 35 per 1000, and the death-rate 14 per 1000, the latter 
being the lowest recorded for many years. The health 
of the dependency during 1915 was good and there were no 
serious cases of disease or epidemics of any kind. The 
rainfall for the year was 35 38 inches,' the highest 
temperature 93°, and the lowest 61-2" F. 

GARDENING AND POULTRY-KEEPING. 

The difficulty of obtaining many articles of food at reason¬ 
able prices has induced a large number of people who 
hitherto have looked askance at outdoor domestic occupa¬ 
tions to take up vegetable culture and poultry raising as 
profitable recreations. Such beginners in gardening and 
farming on a small scale will welcome two little books 
which have just been published by Messrs. W. H. and L. 
Collingridge, 148, Aldersgate-street.’E.C. The first, Simple 
Gardening (price Is.), written by Mr. Laurence H. Hyde, 
B.A., and edited by Mr. T. w. Sanders, the editor of 
Amateur Gardening, is a book for beginners, and gives in 
simple and lucid language exactly the appropriate elemen¬ 
tary information. The illustrations are particularly 
helpful, and we doubt if there can be a better book for its 
purpose at so cheap a price. In order to help teacherB 
who may wish to use the book in schools a series of 
questions on each chapter is given in an appendix. The 
other little treatise is Fowls tor Profit, by A. J. Macself 
(price 2s. 6</. net), and deals with breeding, hatching, 
marketing, table birds, egg production, diseases, and 
pests—in fact, with the whole subject of poultry-farming. 
The book is well illustrated. 

RELICS. 

To the Editor of The Lancet. 

Sir,— I think it quite probable that “W. R.’s” relic is 
genuine. I have, or had, in my possession a similar one of 
less elaborate character. This was a solid block of oak, 
nearly black, cut into the shape of a book. It was given to 
my grandmother by a man who was engaged in Portsmouth 
Yard during the operations for removing the wreck of the 
Royal George, and I have always understood that he himself 
obtained the wood from the wreck. His tombstone still 
records the fact that he was a “ Measurer in H.M. Dockyard,” 
a rank which, I believe, has long passed into oblivion. 

I am, Sir, vours faithfully, 

Sept. 18th, 1916. R. L. W. 

THE POPULATION OF THE POLISH 
COMMONWEALTH. 

The Polish Information Committee (110, St. Martin’s-lane, 
London, W.C.), which is doing useful work in circulating 
trustworthy information about Poland and the interests of 
the Polish people, has sent us a well-informed study by 
Mr. Arthur E. Gurney, entitled “ The Population of the 
Polish Commonwealth ” (published for the Committee by 
George Allen and Unwin, Ltd., London. Price6d.net). The 
Poles are the sixth nation in Europe as regards numbers, 
ranking next to the Italians. An interesting table is given 
showing the extent and population of Polish territories and 
the proportion of Polish inhabitants in them. The total 
number of Poles is given as approximately 24 millions, of 
whom 9 millions are in the Kingdom of foland (Russian), 
4J millions in Galicia (Austrian), and lj millions each in 
Posen and Upper Silesia (German). 

MACMILLAN AND ANOTHER v. NURSING PRESS, 
LIMITED, AND OTHERS. 

We are asked to point out that in our review of this 
pamphlet we did not make it clear that Miss Hulan, one 
of the plaintiffs, had been naturalised 25 years ago in 
New Zealand. 

MILITARY BEARDS. 

It is reported that a French Army Order has been issued 
directing the men at the Front that they must shave off 
their beards. This order would affect Frenchmen more 
than most nations, as the Frenchman frequently carefully 
cultivates his first beard. But military necessity can take 
no cognisance of private feelings or trends of fashion. 

Digitalis .—A hypodermic syringe can be rapidly sterilised by 
Wright’s method. A small quantity of oil is raised to the 
temperature at which a bread-crumb, placed in the oil, 
becomes brown. This can readily be done in a spoon over 
a spirit lamp or candle. The hot oil is then drawn slowly 
up into the syringe and expelled. 

Communications not noticed in our present issue will 
receive attention in our next. 


Ulrica! Jiarji for % ensuing Meek. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hoaplt&l, Hammersmith- 
road, W, 

Moxday.—2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 
Operations. Mr. B. Harman: Diseases of the Eye. Dr.SImson . 
Diseases of Women. 

Tuesday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. 
Baldwin : Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 
Wednesday.—10 a.M., Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Ear. 2 p.m.. Medical 
and Surgical Clinics. X Rays. Mr. Pardoe : Operations. Dr. 
Simson: Diseases of Women. 

Thursday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray : 

Operations. Mr. B. Harman : Diseases of the Eye. 

Friday.— 10 a.m., Dr. Simson: Gynaecological Operations. 2 p.m., 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banks Davis : Diseases of the Throat, Nose, and Ear. 
Dr. Pernet: Diseases of the Skin. 

Saturday.— 10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banks 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman : 
Eye Operations. 2 p.m., Medical and Surgical Clinics. X Rays. 
Mr. Pardoe -. Operations. 

NORTH-EAST LONDON POSTGRADUATE COLLEGE, Prince of 
Wales’s General Hospital, Tottenham, N. 

Monday.— Clinics s—10.30 a.m.. Surgical Out-patients (Mr. B. 
Gillespie). 2.30 p.m.. Medical Out-patients (Dr. T. B. Whipham): 
Gynaecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday.— 2.30 p.m., Surgical Operations (Mr. Carson). Clinics :— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Nose, Throat, and Ear Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wednesday.— Clinics:—2.30 p.m.. Throat Operations (Mr. C. H. 
Hayton). Children Outpatients (Dr.T. R. Whipham); Eye Out¬ 
patients (Mr. R. P. Brooks) ; Skin Out-patients (Dr. H. W. 
Barber). 5.30 p.m.. Eye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m., Gymreological Operations (Dr. A. E. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson) ; Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.—2.30 p.m.. Surgical Operations (Mr. Howell Evans). 
Clinics:—Medical Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. E. Gillespie); Bye Out-patients (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden-Bquare, W. 

Monday.—5.15 p.m., Special Demonstration of Selected Cases. 
Thursday. — 5.15 p.m.. Clinical Lecture. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, ami when accompanied by 
blocks it is requested that the name of the author , and tf 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “ To 
the Manager.” 

We cannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.C. 


MANAGERS NOTICES. 


YOLUMES AND CASES. 

Volumes for the first half of the year 1916 are now ready. 
Bound in cloth, gilt lettered, price 16s., carriage extra. 

Cases for binding the half-year’s numbers are also ready. 
Cloth, gilt lettered, price 2s., by post 2 s. 4d. 

To be obtained on application to the Manager, accompanied 
by remittance. 
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TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
nof to The Lancet Offices. 

Subscribers, by son lmg their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of their Journals and an earlier delivery than the majority of 
Agents are able to effect. 

THE Colonial and Fobeion Edition (printed on thin 
paper) is published in tims to catch the weekly Friday mails 
to all parts of the world. 

TO COLONIAL AND FOREIGN SUBSCRIBERS. 

Subscribers abroad are particularly requested to note the rates 
of subscriptions piven on. pope 6. 

The Manager will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 


METEOROLOGICAL READING 8. 

tTahsndsily at 8.80 a.m, by Steward's Instruments.) 

Thb Lascct Office, Sept. 20bb, 19IP. 
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The following Journals, magazines, ftc., have been received 

Brilish Dental Journal. Military Surgeon, Journal ol the Missouri 
State Medical Association. ICIlingwood's Therapeutist. Archives de 
Medecino et de Pbarmacie Mllitaires, Annales de l'lnstitilt Pasteur. 
Modern Hospital, Medical Times (New York), Surgery, Gynwcology, 
and Obstetrics. Bulletin of the Office International D'Hyglhne 
Publique, Maryland Medical Journal. American Journal of Orthopedic 
Surgery, British Journal of Dental Science, Symons's Meteorological 
Magazine. 


Communications, Letters, &c., have been 
received from— 


A. .— Messrs. Allen and H&nburys, 
Lond.; Mr. E. Arnold, Lond.; 
Anglo-French Drug Co., Lond.; 
Messrs. Arnold and 8ons. Lond.; 
Auxiliary Royal Army Medical 
Corps Funds, Lond , Secretary 
of ; Anglo-American Pharma¬ 
ceutical Co., Croydon. 

B. -Dr. J. Linton Bogle. Coaley; 
Messrs. Butterworth and Co., 
Lond.; Bovinine Co.. Lond.; 
British Medical Association 
Library. Sydney. Librarian of; 
Mrs. Barnes, Chippenham ; Mrs. 

J. E. Budden, M.D.. Hoyl-tke . 
Board of Education, Chief 
Medical Officer of, Lond.; Dr. 
L'pendranath Brahmachari, Cal¬ 
cutta : Captain F. S. Brereton 

R.A.M.C.; Bolton Infirmary, 
and Dispensary, Secretary o f : 
Messrs. Burroughs, Wellcome, 
and Co., Lond.; Messrs. John 
Bale, Sons, and Danielsson.Lond.; 
Messrs. W. Browning and Co., 
Lond.; Mr. G. Brown, Exeter; 
Dr. Langley B-own, West Brom¬ 
wich ; Mr. Bryce D. Brooker, 
Southsea; Black’s Advertising 
Agency, Lond.; Biitish Red Cross 
Society and Order of St. John, 
Lond.; Dr. J. Mitchell Bruce, 
Lond. 

C. —Captain W. M. Crofton, 
R.A.M C.; Major F. Charles- 
worth. R.A.M.C. ; Dr. D. F. 
Cur.jel, Simla; Dr. D. Crowly, 
Loughrea ; Church Army, Lond., 
Hospital Secretary of; Messrs. 

J. and A. Churchill, Lond.; 
Chief Postal Censor, Lond.; 
Captain R. Craven. R.A.M.C.; 
Dr. Raymond Crawfurd, Lond.; 
Mrs. G. Clayton. Enfield ; Central 
Medical War Committee. Lond., 
Secretaries of; Chelsea Hospital 
for Women. Lond . Secretary of ; 
Mr. John Campbell. Wimereux : 
Miss Grace Campling, Gerrard’s 
Cross ; Surgeon-General Sir W. 
Watson Cbeyne, Bart., C.B., 

K. C.M.G. 

D. —Denver Chemical Co., Lond.; 
Captain O. Demuth, R.A.M.C.; | 
Derbyshire Royal Infirmary. 
Derby, Secretary of; Messrs. 
Deighton, Bell, and Co., Cam¬ 
bridge; Dr. D. S. Davies, Bristol; i 
Captain S. R. Douglas, I.M.S. 
(retired). 

E. - Mr. W. Easton, Jedburgh ; | 
Mr. Mark J. Erdberg, Lond.; ' 
Messrs. Evans, Sons, Lescher, 
and Webb, Liverpool; Dr. | 

A. E. Ellis, Middlesbrough; | 
Mr. Leoline Edwards, Lond.; 
Erasmlc Co., Warrington. 

P.-Sir David Ferrier, Lond.; 
Lieutenant-Colonel F. E. Fre¬ 
mantle, H.A.M.C.(T.); Factories. 
Chief Inspector of, Lond.; Mr. 


V. M. G. Francis, Cheaham Bois ; 
Messr*. Henry Frowde and 
Hodder and Stoughton, Lond.; 
Mrs. Farrer, Mistertori. 

G.—Dr. J. Geoghegan, Edinburgh ; 
Great Yarmouth Hospital, Secre¬ 
tary of: Dr. J. Gardner, Burs- 
c mgh Bridge . Mr. C. Gwrnne- 
Maltiand, Druidstone; Sir James 
Grant, Ottawa ; Guy’s Hospital 
Medical School, Loud., Clerk to 
Dean of; General Register Office, 
Dublin. 

3.—Dr. J. 0. HoUick, Knowle; 
Mr. R. Hitchin9, Lond.; Messrs. 
A. Heywood and Son. Manchester; 
Mr. K. M. Harvey. Lond.; Major 
Arthur F. Hurst. R.A.M.C.; 
Mr. Hugh Heald, Ormskirk; 
Dr. John Haddoo, Denholm; 
Mrs. C. W. Hayward, Abingdon ; 
Mr. A. A. Hitchin, Burnley; 
H.M. Factory, Penrhyn Deu 
draetb. Manager of; Messrs. 
C. J. Hewlett and Son, Lond.; 
Harrogate Infirmary, Secre¬ 
tary of. 

J. —Mrs. James, Llandtindod Wells. 

K. —Miss B. E. Kidd, Lond.; Dr. 
H. Kerr, Newcastle-upon-Tyne; 
Messrs. S. Kutnow and Co., 
Lond,; Mr. H. Kimpton, Lond.; 
Dr. A. P. Kotbare, Girgaum; 
Dr. A. Bercsford Kingsford, 
Lond. 

L. —Dr. W. J. Lawrie, Ayr; Mr. 

S. P. Ludbrook, Birmingham; 
Mr. F. Logan, Colinton; Mr. 
R. Lloyd Legate, Christchurch; 
Mr. H. Ling. Dorchester; Messrs. 
H. K. Lewis and Co., Lond.; 
Leicester Corporation, Medical 
Officer of Health of; Locum, 
Manchester. 

W.—Dr. William Magner, Cork; 
Sir Horace Marshall, Lond ; 
Dr. Hugh Macowen. Glasgow'; 
Midland Counties Herald , Bir¬ 
mingham ; M. M., Liverpool; 
Captain J. J. Magner, R.A.M.C., 
Monmouthshire County Council. 
Newport, County Medical Officer 
of ; Mr. Leonard Miller, Lond.; 
The Mothers' Magazine, Lond., 
Editorof; Sir George Makins, 
K C.M.G., C.B.; Fleet-Surgeon 
G. E. Macleod, R.N ; Messrs. 
J. Menzles and Co., Glasgow; 
Major R. McCarrison, I.M.S., 
Dr. G. Balfour Marshall, Glas¬ 
gow ; Ministry of Munitions, 
Lond. 

N. — Dr. H. L. Noel Cox, Epsom; 
Mr. James Neal, Lond.; North 
Manchuria Plague Prevention 
Service, Harbin, China, Director 
of; National Health Insurance 
Commissioners (Lond.), Secre¬ 
tary of; National Health In¬ 
surance Commission (England), 
Solicitor's Department. 


O. —Dr A. B Olsen, Caterham; 
Mr. Y. Okura, Tokyo. 

P. —Dr. P. N. Panton, Lend.; 
Dr. Richard Purdon. Belfast; 
Dr. Hugh R. Phillips, Lond ; 
Panel Committee for the County 
of London; Lieutenant-Colonel 
H. E. Pennethorne, R.G.A.; 
Pneum isan Co., L<>nd.; Ply- 
111 )ut.h Borough, Medical Officer 
of; Lieutenant-Cdonel D'Arcy 
Power. R A.M.C.(T.). 

R. —Royal Choral Society, Lond.; 
Miss L. E. Rogers Hucclecote; 
Dr. Hubert L. Rutter, Mere ; 
Messrs. Robertson and Scott, 
Edinburgh ; Rhondda Urban 
Dist rict Council, Pentre, Medical 
Offieerof Health of; Royal Sussex 
County Hospital, Brighton, 
Secretary of. 

S. —Dr. Charles Slater, Lond.; 
Major George Stoker, R.A.M.C.; 
Messrs. G Street and Co., Lond.; 
Dr. E. Newlyn Smith, Cal>1y; 
Mr. A. B. Steward, Manchester ; 
Societe Kuropeenne de Pub¬ 
licity, Paris; Summer’s “ Typhoo” 
Tea Co., Birmingham; Messrs. 
Swets and Ze’tlinger, Amster¬ 
dam ; Dr. Halli lay Sutherland ; 
Miss C. Smith-Rossie, Southsm ; 
Mrs. G. H. Stenhouse, Boscombe ; 
Dr. G. E. Sbuttleworth. Lond.; 
Mr. Charles H. Spence, Lond.; 


Society for the Prevention and 
Cure of Consumption, Sunder¬ 
land, Secretary of ; Messrs. J. 
Smith, Lond. 

T.—Mr. Herbert Tanner, Lond.; 
Mr. Cbarlei Tibbits, Brighton; 
Captain A. G. Tresidder, I.M.S.; 
| Captain James B. Torableaon, 
I R.A.M.C: Dr. H. L. Tidy; 
i Dr. il. Neville Taylor, Ebbw Vale ; 

Dr. G. L. Tuck, Harbin ; Deputy- 
j Surgeon-General V. Gunson 
Thorpe. R.N. 

V. —Messrs. J. W. Yiokers and Co., 
Lond.; Mr. P. C. Varrier-Jones. 
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show areas suggesting gas hubbies. I have made bacterio¬ 
logical examination in several instances of this type, 
including those showing probable gas bubbles, and have 
invariably found B. perfringens throughout the clot. When 
unmixed with other and aerobic bacteria such cases make 
an excellent recovery, often without fever if the cavity is 
well washed to evacuate the clot and efficient drainage is 
established. Others of similar appearance and character 
suppurate and exhibit continued fever. In these bacterio¬ 
logical examination invariably demonstrates an infection 
with aerobic organisms, either streptococci, B. proteus, or 
coli groups, in addition to anaerobes. Very few wounds, 
even closed cavities, have been found sterile. Routine 
bacteriological examination and active immunisation as 
required in snch injuries have formed one of the fields of 
inquiry. 


SECTION II. 1 —VACCINE THERAPY. 

In the first section of my report some of the observed facts 
relating to sinus formation and the bacteria persistent in 
sinuses and sequestra were considered. Although the sinus 
and the sequestrum belong to the last stage of the septic 
wound, much information relating to its natural history is 
derivable from the study of the final stages, more especially 
a knowledge of the organisms persisting permits evaluation of 
their causal relationship to the clinical condition ; moreover, 
as the inquiry was mainly directed towards obtaining methods 
of treatment based on bacteriological evidence, it was essential 
to study the residual bacteriology of wounds for the species 
resisting surgical methods for long periods. 

At the present time the chronic sinus is a pressing national 
problem ; many men otherwise well are precluded from 
return to duty by the presence of a chronic sinus unaccom¬ 
panied by any but the slightest constitutional symptoms, but 
liable to develop serious affections upon surgical attempts at 
eradication. 

I have established in the first section of this report that 
the constitutional symptoms often following operations upon 
sinuses are preventable if appropriate bacteriological and 
immunological measures are adopted ; and it was further 
suggested that sinus formation was related to two main facts 

_ (a) the type of bacterial infection, especially in the early 

stages of the wound; and (b) the physical condition of 
the tissues, particularly what may be termed “ molecular 
disturbance,” including tissue as well as bone shattering and 
pulverisation, the extent of the area affected by the radiating 
force of impact being of the greatest moment. The previous 
section of the report therefore prepares the ground for an 
examination of the phenomena of septic wounds. 


General Classification of Septic Wounds. 

A “septic wound” is a wide generic term requiring 
classification for the present purpose. As a rule, the 
wounded arrive in hospital in England on the second to the 
tenth day of the disease, although in favourable instances 
under 24 hours has elapsed between wounding and admission 
to the Royal Herbert Hospital, Woolwich. Wounds as seen 
when the first dressings are removed may be classed in two 
main divisions ; (a) “ dry wounds ,” with little or no dis¬ 
charge upon the bandages beyond blood-stained serum; 
(£) “ wet wounds,” with considerable, even profuse, dis¬ 
charge, dressings and bandages being soaked through and 
through. 

(a) Dry Wounds. 

These wounds are usually not older than the second to 
fourth day from injury. The edges of the wound mav be 
blackened, the tissue beyond showing a marginal red line, 
little swelling of the surrounding tissues, the orifice of the 
wound closed with a fibrous exudate and coagulated plasma, 
which when separated emits a thin sanious fluid almost 
devoid of cellular elements. Spectroscopically, meth- 
hiemoglobin bands are seen when the escaping Quid is dark 
in colour. Such a wound contains B. perfringens often in 
pure culture. On opening up such a wound surgically a 
considerable cavity may be found in the muscular tissues, 
ragged in contour, and completely filled w'ith blood-clot. 
Microscopical examination of tiie clot may show' considerable 
numbers of B. perfringens, scattered throughout the whole 
of the material. Dr. H. M. Berry, radiologist to the Royal 
Herbert Hospital, has pointed out that radiographs may 


(h) Discharging Wound*. 

By far the greatest number of convoy cases belong to this 
class. The discharges show extreme degrees of variation, 
from white to dark-brown. 

(1) Wounds with creamy, yellow, or bluish-green pus .— 
These may or may not emit an evil smell. The granulating 
surfaces of amputation stumps may generally be included 
in this class. Bacteriologically the flora is characterised by 
a predominance of aerobic or facultative anaerobic organisms, 
proteus and coli groups, many staphylococci, streptococci, 
B. pyocyaneus, &c. B. perfringens is usually present in 
small numbers ; spore-forming organisms and free spores are 
rare, and if present are generally those of B. Hibler IX., 
especially when the pus is foetid, but by far the commonest 
causes of feetor in such cases are organisms of the proteus and 
coli groups. Constitutional symptoms may be entirely absent. 
With ordinary surgical procedure such wounds rapidly 
“ clean up,” but a minority are indolent ; progressive fever 
occurs, and emaciation, amcmia, Ac., supervene. Bacterio¬ 
logically streptococci are plentiful, generally of the anaerobic 
variety (see below). This class of indolent wound has been 
investigated in the course of the present inquiry. 

(2) Wounds with hronn, ohooolate-coloured, red-brown, nr 
black pus, and often showing a yellow stain on the gauze 
dressings. Gas bubbles may be present in the pus. The 
wounds under this heading comprise a very large propor¬ 
tion of the cases of individual convoys. The majority give 
off an extremely foetid odour. Frequently, but not invariably, 
constitutional disturbance is present with an amemia having 
the facial appearance of pernicious anaemia, in others extreme 
lassitude and drowsiness. The appearance of the discharge 
does not necessarily indicate either the severity of the under¬ 
lying damage or the severity of the bacterial infection, and 
the odour given off from the wound is not in itself a 
necessary indication of desperate bacterial invasion. In 
many instances an extremely putrid wound will clear up 
rapidly under the application of appropriate treatment, 
especially hypochlorites; in others, apparently simple 
in character, an evil-smelling discharge makes its appear¬ 
ance in the course of three or four days' treatment; and 
in others, again, development of gas bubbles in the pus 
may indicate the serions growth of anaerobic bacteria. 
The smell given off from a wound is, of course, some 
criterion of the infection, but it is not easy to classify the 
infection according to the smell ; however, a few general 
indications may be given. 

Anaerobic bacteria unquestionably play a most important 
part in the production of the odour, together with two well- 
known aerobes—the B. coli and the B. proteus. Each of 
the three anaerobes commonly present in the wounds has its 
own characteristic odour when grown on cooked meat, and 
on this medium the odour closely approximates the smell 
given off dead and digesting muscle in the wounds. The 
mixture of three—B. perfringens (Fraenkel’s bacillus), 
B. malignant cedema (Koch), and B. Hibler IX.—are the 
usual anaerobic organisms present, and occur, as will be seen 
in Table IV., in a high percentage. B. malignant oedema 
alone in cultures on meat produces a cadaveric odour, but 
when mixed with B. Hibler the smell is much more putrid 
and penetrating. B. perfringens, although digesting meat, 
produces more of a rancid, butyric and not foetid sme'l, but 
as B. perfringens occurs in far more cases than either of the 
other organisms (75 per cent, in Table IV.) its odour is 
generally a background to that produced by other organ-'sms. 
B. Hibler evolves the most foetid gas of the three organisms, 
o 


1 Section I. was published in The Lancet of July 15tb, p. 89. 
No. 4857. 
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producing an extraordinary and peculiar smell of putrefac¬ 
tion. The odour produced by B. proteus is more often 
of the stale and fiscal variety, and is noticeable on early 
dressings that have remained in contact with a wound for 
48 hours after injury. Both the B. coli and B. proteus 
further the growth of B. perfringens ; the latter organism, 
producing a considerable quantity of butyric and other acids 
in the course of its growth, is less sensitive to acid formation 
than either B. Hibler or B. malignant celema, and this is 
probably the explanation of the very large number of Gram- 
positive rods (B. perfringens) frequently fouad in the 
examination of pus films in the earlier stages of the 
infected wound. In addition the B. perfringens is not 
so exquisite an anaerobe as either B. Hibler or B. malignant 
ce lema. 

A good many wounds with the evil-smelling and dis¬ 
coloured discharge owe the colouration to altered blood 
pigment produced by the lytic action of B. perfringens and 
B. malignant oedema. Attention may be directed to the 
curious yellow, almost canary yellow, stain occasionally seen 
upon gauze dressings. At first this was regarded as due to 
iodine or colouring matter used in the antiseptics ; the stag¬ 
ings recur, however, when no iodine and no yellow coloured 
Quids are used, and I have observed a similar yellow coloura¬ 
tion in egg broth cultures containing B. malignant oedema. 
The dressings failed to give an iodine reaction when tested, 
and I am therefore inclined to attribute the colour to the 
action of B. malignant oedema, as neither B. Hibler nor 
B. perfringens causes the colour in egg broth. 

When a wound infected with B. malignant oedema is 
opened up blackened areas are found. The walls of the 
sinus may be normal in colour for several inches from 
their external opening, the deeper and sequestered parts 
showing the characteristic blackening ; such blackening is 
not peculiar to B. malignant oedema alone, but is a 
characteristic of the group which includes B. tetani, 
B. cadaveris sporogenes (Klein), and B. putrificus 
(Bienstock). 

General Statement of the Sequel.e ok Septic 
Wounds. 

The problem attacked may be outlined thus : Septic 
wounds are divisible into several classes, In each of which 
recovery is common without symptoms more severe than are 
to be anticipated physiologically from the surgical injury 
present; but in cerlain cases pathological complications 
occur, such as gas gangrene, septicaemia, and sapnemia, 
to use a time-honoured expression, without adequate surgical 
cause. In other wounds healing is unduly delayed, sinuses 
persist, and the patient gradually drifts into an asthenic 
state or prolonged convalescence. I have therefore 
attempted to determine if, and in what practical manner, 
such complications or developments can be guarded against 
or ameliorated. 

As a preliminary step, an investigation of the compara¬ 
tive bacteriology of the wounds was essential before any 
measures of treatment could be devised. The investiga¬ 
tion was commenced in September, 1914. and has been 
carried on without intermission from that date and is still 
in progress. Several important general facts have been 
determined ; other points still remain under investigation, 
but certain data have been accumulated which have permitted 
practical application of the knowledge gained. 

The Bacteriology of Septic Wounds. 

Comparative bacteriology of the various classes of wounds 
examined is essential to the proper understanding of the 
problem enunciated above. A series of 200 cases was 
accordingly investigated, comprising wounds of all classes 
and degrees of surgical condition. They were taken in 
rotation from the various convoys admitted to the hospital, 
but as the bacteriological knowledge was of moment to the 
surgical conduct of the ease a larger proportion of severe 
than trivial wounds were examined. The methods of exa¬ 
mination are those given in the first section of the present 
report. 

Table IV. is an epitomisation of the examination and 
bacteria met with in 200 cases of septic wounds. The 
cases have been classified according to the method laid down 
in the first section of my report: A, Simple Flesh Wounds ; 
B, Severe Flesh Wounds; C, Compound Fractures; 
D, Large Joints Injured, with or without fracture. Fcr 


the convenience of description the organisms from the 
wounds have been classed in seven series :— 

1. B. malignant cedema I 4. Proteus group. 

group. | 5. Coli group. 

2. B. perfringens group. i 6. Streptococci. 

3. B. Hibler group. j 7. Staphylococci. 

The cultural characteristics of the various groups were 
specified in the first section of this report. 

It will be seen on reference to Table IV. that the 
organisms of the malignant oedema group show a high 
percentage incidence. Out of a total of 200 cases malignant 
mdema group oeours 76 tiroes (38 per cent ). The incidence 


Table IV. — Incidence of Bacteria in 200 Case* of Septic 
Wounds arranged in Order of Severity. 


Class. 

Vo.in 

class.. 
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3 

4 

5 

6 

7 
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9 ; 
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3 
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37 

11 
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36 

44 

c 

85 i 

39 

70 

43 

48 

33 

72 

73 

D 

24 , 

15 

17 

11 

17 

14 

23 

20 

Thorax and abdomen. 

12 

3 

8 

3 

3 

4 

9 

11 

Skull and spine. 

13 ! 

2 

8 

4 

2 

2 

10 

9 

Amputation. 

7 | 

4 

6 

2 

5 

3 

6 

6 

Totals . 

200 

76 

150 

79 

95 

80 

164 

172 


1, B. malignant. oxlema. 2, B. perfringens. 3, B. Hibler IX. 
4, B. proteus. 5, B. coll. 6, Streptococcus. 7, Staphylococcus. 


of B. perfringens is much higher, reaching 75 per cent, ; 
B. Hibler closely follows malignant cedema. B.proteus and 
B. ooli oocnr in 47 per cent, and 40 per cent, respectively, 
streptococci 81 per cent., and staphylococci 86 per cent. 

Weinberg and Seguin 1 in the investigation of 100 cases of 
gas gangrene found B. perfringens in 66 per cent. ; they 
also describe the presence of a number of other anaerobes— 
B. sporogenes, B. mdematiens, Vibrion septique, and 
B. fallax. whioh together make up a percentage of about 40. 
They do not mention the B. Hibler IX , but it appears 
possible that B. sporogenes. which they give as occurring in 
18 per cent., is this organism. Weinberg and Seguin * also 
note the frequent presence of organisms of the proteus and 
ooli groups, but state that they have found B. proteus less 
often in their recent cases than they did originally. The 
descriptions of the anaerobic organisms given by Weinberg 
and Seguin, 3 by Costa and Troisier, 1 and by Sacqnepee 5 are 
not very clear. Miss Robertson 1 points out that there is 
very great difficulty in obtaining cultures of B. perfringens 
free from B. malignant (Edema. Even after continual 
plating from single oolonies B. malignant cedema was 
found in the B. perfringens cultures. In one of my own 
cultures 18 platings were made, each from a single coloiy, 
and yet the eighteenth plate showed two varieties of colon tea. 
one woolly characteristic of B. malignant (Edema, the other 
smooth of B. perfringens. 

Miss Robertson 7 states that for some time a mixture of 
B. perfringens and B, malignant oedema will continue to 
grow symbiotically without proportional variation, the cul¬ 
tural characters remaining so constant that a new species 
was suggested, but that finally differentiation of the mixture 
into two organisms, B. perfringens and B malignant (edema, 
was effected. Fresh terms, therefore, such as •• B. fallax” 
(Weinberg), “ B. cedematiens ” (Weinberg and Seguin), and 
“ bacille de l’cedema gaseux malens " (Sacquepee). are to be 
deprecated until clear cultural and other characters separate 
the new from the present known organisms. My own 
researches and those of the French observers quoted agree, 
however, in the main fact of a high incidence of anaerobe 
bacteria, especially B. perfringens, in septic wounds. 
Table IV. indicates that wounds with extensive bone damage 
give the highest incidence of anaerobes. This table corro¬ 
borates what I have already pointed out —i.e., that in “sinus 
cases” anaerobic bacteria are found in sequestra removed 
many months after the original injury, even when the 
external wound was healed. The other four classes in 
Table IV., wounds of the skull, spine, thorax, and abdomen, 
do not show so high an incidence of anaerobes: the per¬ 
centage of streptococcal infection is about the same as in 
the other wounds examined. ^_^ , -y, „ 
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To summarise the foregoing, anaerobic bacteria aiepresent 
in some 50 per cent, of badly wounded cases and about 
20 per cent, of simple flesh wounds, but-the incidence 
of aerobic bacteria—viz., streptococci, staphylococci, and 
members of the proteus and coli groups, is more common ; 
they were met with in about the same relative proportion in 
all the wounds examined. 

It must be pointed out that these facts are related to 
the examination of wounds at least two days after injury. 
In very few instances has it been possible to obtain 
cultures within the first 24 hours of wounding. 

To illustrate the time factor I have expanded Table IV. 
to show the incidence of bacteria in the seven groups 
according to the day of the disease upon which the 
examination was made. (Table V.) There is little corres¬ 
pondence between the day of examination and the flora 


therefore, of the specidc infective organism in any given 
case, and coincidently the appropriate vaccine for use, 
becomes a matter of considerable difficulty. Clinical obser¬ 
vations in relation to the flora of various wounds suggest the 
division of the cases into the following categories :— 

No. 1. 

A. Acute gat gangrene, occurring within the first two days 
of wounding, or occurring suddenly after surgical interference 
with the wound, or occurring in a wound in which severe 
internal laceration has occurred, with a small external 
opening and characterised by rapidly spreading emphysema 
of tissues. 

B. Chronic qaa gangrene, occurring any time up to three 
weeks after wounding, usually remaining local, and attended 
with digestion of the tissues, formation of bulloe on the skin, 
and gas bubbles in the pus, but with none of the rapidly 


Table V. —Incidence of Organisms found in Examination of 200 Cases of Septic Wounds 

ACCORDING. TO DAY OF EXAMINATION AFTER WOUNDING. 
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3 

2 

5 

17 

4 11 

7 13 

6 17 13 

6 
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4 

4 

4 

4 

6 

5 

4 

221123 

4 

5 

13 2X2 

4 4 

1 

-1-11 

Totals 9 

3453389 

50 

10 37 11 17 21 36 44|s&| 

39 70 43 48 33 72 73|24 

15 17 11 

17 14 23 20 

12 

3 8 3 3 4 9 11 

13 

2 8 4 2 2 10 9 

7 

4625366 


1 B. malignant cehema group. 2 — B. perfringens group. 3 = B. Hiblor. 4 B proteus group. 5 = B. coll group. 6 = Streptococci. 
7 — Staphylococci. 


Table V. —( Continued .) 

Day bsct. exam, 
of wound. 

No. of caaoB 
examined. 

1 2 

3 

4 

5 

6 

7 

1 

2 

1 2 

1 

2 

1 

2 

2 

2 

3 

3 2 

2 

3 

1 

3 

3 

3 

9 

1 6 

3 

3 

5 

7 

8 

4 

21 

10 19 

11 

12 

7 

14 

17 

c 

29 

14 21 

12 

12 

11 

19 

24 

6 

13 

6 10 

3 

6 

6 

12 

11 

7 

21 

6 15 

6 

7 

4 

17 

16 

8 

10 

1 10 

5 

3 

5 

8 

8 

9 

8 

3 5 

3 

3 

2 

8 

7 

10 

5 

2 4 

2 

5 

2 

5 

5 

11 

5 

2 5 

2 

2 

3 

4 

5 

12 

4 

2 4 

1 

3 

3 

4 

4 

13-20 

18 

7 11 

5 

8 

8 

15 

16 

21-30 

13 

5 11 

6 

6 

5 

12 

13 

Orer30 

39 

13 25 

17 

20 

17 

34 

33 

Total . 

200 

76 150 

79 

95 

80 

164 

172 

found up to 25 days in Classes C. and D., but in Class 
B. the anaerobic incidence falls in relation to the time of 
examination, again corroborating what has been said with 
regard to sinus formation—e.g., that comminution of bone, 
with molecular damage to the soft tissues, contributes to 
the persistence of the spore-forming anaerobes. 

Having established the relative incidence of the various 
bacteria of septic wounds, the next step was to co-relate 
the degree of illness suffered by the patient with the 
organisms present in his wounds. Many of the micro¬ 
organisms found are pathogenic. The determination, 


spreading emphysema seen in the acute cases. Fever not 
necessarily a prominent symptom, blood destruction usually 
considerable. 

No. 2. 

Severe toxaemia, with or without high temperature, blood 
destruction, and appearance of pernicious anaemia. The 
wounds may or may not discharge copiously, and may or 
may not have evil-smelling pus. 

No. S. 

No general constitutional symptoms, with or without evil- 
smelling pus, considerable discharge, and little or no signs 
of constitutional disturbance ; these may occur suddenly, 
without obvious cause, within the course of the first three 
weeks. The majority of this class, however, show no signs 
of generalised infection or toxaemia ; most of the wounds 
heal normally, a small percentage, particularly those asso¬ 
ciated with bone comminution—and even slight bone damage 
is important—develop intractable sinuses. 

Acute Gat Gangrene. 

In most of the cases I have examined in the early 
stages after wounding B. perfringens appeared in greater 
numbers than bacilli of the malignant oedema group. 
Experimental evidence supports the view that B. per- 
friugens is the first anaerobic organism to develop rapidly ; 
thus, if a guinea-pig be inoculated with 1 c.c. of a broth 
culture of B. perfringens subcutaneously the organisms 
are found distributed throughout the whole of its body and 
organs in from six to eight hours. On the other hand, B. 
perfringens alone does not produce evil-smelling gas when 
grown in the laboratory, the smell being merely rancid ; but 
if mixed with organisms of the malignant oedema group, 
and particularly Hibler IX., an evil smell is apparent in 
from 24 to 48 hours, varying in intensity and character 
according to the relative proportion of the various organisms. 
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Gas gangrene associated with the B. perfringens alone 
is particularly odourless in all cases which I hare seen. 
In a recent case of acute gas gangrene infiltration of 
the whole of the intramuscular fascia of the thigh had taken 
place from a wound in the buttock. The wound had evidently 
shown no clinical signs of gangrene when first operated 
upon, for it had been closed with suture. On making 
incisions into the infected area of the thigh the finger could 
be passed in all directions under the fascia, and as the 
deeper planes were opened gas under distinct pressure 
escaped ; but, except in the region of the wound, no smell 
was noticeable. Films from emphysematous areas showed 
a large Gram-positive bacillus associated with a small short 
Gram-negative bacillus. The Gram-positive organism was 
identified as B. perfringens ; the Gram-negative organism 
conformed to the cultural characteristics of the B. lactis 
aerogenes ; no other organisms were present. From the 
original wound, which gave off a putrid odour, B. malig¬ 
nant oedema and B. Hibler were isolated, in addition to 
the other two organisms. There were no cocci in the 
exudate, but these were present in the original wound. 
This type of case, with severe gas infiltration of -the tissues, 
has not been common amongst the cases under my observa¬ 
tion. Notwithstanding the fact that B. perfringens has been 
met with in a large number of my cases of wound infection 
—75 per cent, in Table IV.—I have not found this organism 
present in pure culture in any case of clinical gas gangrene ; 
when present alone no clinical symptoms of gas gangrene 
were in evidence. The following case is illustrative :— 

A simple in-and-out wound of the thigh was seen on the 
fourth day after wounding; a large blood clot occupied the 
wound cavity, which measured 4 by 3* inches within the 
right thigh. The clot was found to be infected throughout with 
enormous numbers or B. perfringens. The clot was turned 
out, the cavity was irrigated, the upper wound sewn up, and 
a drainage-tube left in from below. The patient made an 
uninterrupted recovery without any rise of temperature. 
Films made from the blood clot at the operation showed 
hundreds of B. perfringens on every field. A radiograph 
taken before the operation suggested the presence of gas 
bubbles in the centre of the clot. Cultivations failed to show 
any other organisms than B. perfringens. 

Fiessinger and Montaz/ who studied the discharge from 
recent wounds by microscopical examication of films of the 
exudate stained with neutral red or Sudan III, and 
enumeration of the cellular elements, came to the conclusion 
that two stages may be recognised in the discharge : (1) the 
period of serum exudation , duriDg which the fluid is practically 
free from ceils (6-8 hours) and little evidence of phago¬ 
cytosis is observable (in from 8 to 10 hours discharge of pus 
commences, together with an increase of blood elements; 
the leucocytes may rise to 25.000 per c.c.); and (2) the 
period of invasion, commencing from about 10 hours 
onwards signs of bacterial invasion appear, organisms are 
found within the polymorphonuclear cells, and when the 
discharge shows signs of hivmolysis it indicates the 
development of anaerobic bacteria. 

Taylor 3 suggests that the development of gas in B. per¬ 
fringens infection is an important factor, that the gas splits 
the tissues and allows the organisms to penetrate in all 
directions, the enormous development of bacteria producing 
sufficient toxin to cause the concomitant symptoms of 
fever. B. perfringens is undoubtedly one of the organisms 
largely found in all infected wounds, and Weinberg 10 states 
that his blood cultures were positive in 20 per cent, of 
examinations. I have only found B. perfringens once in the 
blood of 10 cases examined. There is little doubt that the 
organism may produce septicaemia; metastatic abscesses 
containing the bacillus are not uncommon in severe cases. 

In the 7 cases of death recorded in Table VI. 3 were 
acute gas gangrene, 2 chronic anaerobe infection, and 2 
streptococcal infection. In the 3 acute gas gangrene cases 
B. malignant cedema was found in addition to B. perfringens. 

In 3 other cases of acute gas gangrene investigated B. per¬ 
fringens was associated with Gram negative bacilli or strep¬ 
tococci. Further, in 76 of the 100 cases in Table VI. 

B. perfringens was determined by cultural methods, yet 
acute symptoms of gas gangrene occurred in only three 
cases. On the other hand, B. perfringens in pure culture 
produces typical haemorrhagic oedema when inoculated into 
guinea-pigs, whereas B. malignant cedema does not unless 
the quantity injected is very large. Inoculation with 
mixtures of B. malignant oedema and B. perfringens 


together produces much more rapid and fatal effects than 
either of the organisms alone. 

d'Este Emery 11 considers that the infectivity of B. per¬ 
fringens is in direct ratio to its toxin formation, and adduces 
a number of experiments which support the contention that 
negative chemiotaxis is an important factor. The toxin of 
B. perfringens is remarkably weak on any media experi¬ 
mented with. Variations in virulence of different races of 
the organism may occur; there is an analogy with the 
streptococcal group, but no direct evidence is as yet available. 
On the other hand, the small proportion of acute gas gangrene 
of the 100 cases quoted in Table VI. does not support, though 
it does not negative, the view that B. perfringens is the main 
organism in the production of acnte tissue gangrene with gas 
formation. The cases I have had an opportunity to study 
and a consideration of the evidence available suggests a 
mixed rather than a specific infection. 

Chronic Gas Gangrene. 

The chronic or recurrent type of gas gangrene com¬ 
mencing some days after the infliction of the wmund is, as 
a rule, associated with considerable bone damage. Originally 
the wound may discharge evil-smelling pus, as in Class 3, 
or has apparently yielded to antiseptic treatment. Yet after 
two or three weeks, without warning, the tissues adjacent to 
the wound show a blush of redness, and blebs and bull® 
containing clear or turbid fluid appear upon the discoloured or 
yellow skin. The temperature, previously normal, rises acutely, 
and a recrudescence of the evil-smelling discharge takes place. 
Should the site of the disease be an extremity the limb 
may hurriedly be amputated ; secondary suppuration in the 
stump follows, with perhaps protracted illness, high tem¬ 
perature, and severe toxaemia. Such cases often end fatally. 
A mixed culture of anaerobes, including B. malignantoedema, 
is generally obtained, especially if the granulation tissue 
surroundiog the bone or portions of a sequestrum are 
examined. Streptococci are invariably present in great 
numbers, together with one or other of the varieties of the 
proteus or coli groups. The above symptoms with varying 
severity constitute the second type of case, and in these 
again the bacterial flora suggests symbiosis between anaerobes 
and aerobes rather than simple infection. If simple infection 
takes place it is commonly streptococcal. 

Sinus Formation. 

The third variety is the wound which drifts on to chronic 
sinus formation. The later stages of these were dealt with 
in the previous part of my report, but in passing it must be 
pointed out that any of the wounds showing ordinary or 
*• laudable pus”—a term readily unders'ood at the present 
time—may degenerate into chronic sinuses. The discharges 
contain numerous aerobic organisms, streptococci and 
staphylococci, in the sinus walls; deep down in the granu¬ 
lation tissue or sequestra anaerobes are usually demonstrable. 

The foregoing epitome classifies into three main categories 
the various types of septic wounds, their sequelae and 
bacteriology; it suggests that the disease syndrome is 
occasioned by the invasion of bacteria, determined by some 
breakdown of the defensive mechanism brought about by the 
symbiotic development of certain bacteria, together with 
gradual lowering of the individual's power of resistance 
through the absorption of the products of putrefaction, 
enzymes or toxins. 

SELECTION OF VACCINE. 

B. perfringens was at first thought to be an organism 
towards which immunisation by vaccine wonld produce 
advantageous results. I have tried such vaccine clinically, 
and at my suggestion Miss Robertson,* of the Lister Insti¬ 
tute, carried out certain experiments upon animals. So far 
these experiments do not suggest that inoculations with 
perfringens vaccines are likely to be of a curative or immunis¬ 
ing value. In her experiments the lethal dose for guinea- 
pigs of a “ single bacillus culture ” of B. perfringens was 
determined. A series of animals were then inoculated with 
a minimal lethal and others with a sublethal dose. A 
certain proportion of the animals died, but a number 
recovered. The local symptoms of tissue gangrene, Sec., 
were similar to those observed in men—haemorrhagic 
induration, distension, and emphysema of the tissues. I 
am indebted to Miss Robertson for the following experi¬ 
mental details of attempted immunisation of susceptible 
animals (guinea-pigs) by the use of perfringens vaccine. 

* See The Lixcei 1 . Sept. 16th, 1916, p. 516. 
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Two varieties of vaccine were used, heated saline emulsion 
from glucose agar cultures and heated broth cultures. The 
minimal lethal dose of the perfringens strain used was 
103,000,000. The animals received various injections of the 
vaccine at four-day intervals. Two months later the 
animals, all of which had completely recovered from the 
vaccine injection, were reinoculated with the previously deter¬ 
mined lethal dose of 100.003,000 of the same strain used in 
the vaccination; simultaneously 10 control unvaccinated 
animals were inoculated with the lethal dose of 100,000.000. 
The results were as follows : — 

Twenty-five guinea pngs inoculated with 750,000,000 of 
killed broth emulsion on August 7th, received 100,000,000 
living culture (broth) on Oct. 6th ; 21 died within 90 hours. 

Five guinea-pigs inoculated with threedosesof 750,000,000 
of killed broth culture at four-day intervals up to August 2nd, 
and with 100,000,000 living broth culture on Oct. 6th ; 4 died 
within 69 hours. 

Eight guinea-pigs inoculated with heated saline emulsion 
of glncose agar culture. 50,000,000, 150,000,000, and 

100,000,000 at four-day intervals up to August 2nd, and with 
100,000,000 living broth culture on Oct. 6th ; 7 died within 
45 hours. 

Three guinea-pigs inoculated with two doses of 60,000,000 
and 100,000.000 living broth culture up to August 8th, and 
with 100,000,000 living broth culture on Oct. 6th ; 2 died 
in 45 hours. 

Ten guinea-pigs, uninoculated previously, inoculated as 
controls on Oct. 6th, with 100,000,000 living broth culture; 
10 died within 45 hours. 

Out of 41 animals variously inoculated with perfringens 
vaccines 38 succumbed to reinfection with living cultures two 
months later ; 3 recovered. All the controls died. 

A few wound cases only have been inoculated with B. per¬ 
fringens vaccine, using a dose of 10,000,000 and 20,000,000 
of the same “single bacillus” culture as was used in the 
animal experiments. The vaccine was prepared by growing 
on glncose agar anaerobically, washing off with saline, and 
heating at 60° C. for three quarters of an hour. On this 
medium no spores are formed. Eight cases in all were 
inoculated. In 2 there was no apparent reaction. In 3 
severe focal reaction in the wound took place, with the 
formation of bullae on the tissues above the wound, which 
gave increased discharge and became sloughy. There was 
no development of acute perfringens infection of the sub¬ 
cutaneous tissue and no generalised gas gangrene. Per¬ 
fringens in pure culture was recovered from the bulla: and 
the muscular tissues of the wound. In the other 3 cases 
mild local disturbance followed the injection of the vaccine 
with the third dose, but the cases eventually made good 
recovery. 

These few cases are perhaps not sufficient upon which to 
form an opinion of the utility of B. perfringens vaccine, but 
in view of the fact that the animals tested in the laboratory 
showed no immunity after recovery from perfringens infec¬ 
tion, and that the experimental use of B. perfringens vaccine 
produced no apparent protection in the guinea-pigs, led me, 
at any rate tentatively, to suspend the use of perfringens 
yaccine. Several observers, however, recommend the routine 
use of perfringens vaccine. 

The other two classes of anaerobic organisms constantly 
met with in wounds offer almost insurmountable practical 
difficulties to the manufacture and safe administration of 
vaccine, although Weinberg and Seguin advocate the use 
of “ auto-vaccin iode total ” and Delbert 13 cites some cases 
of its use. This vaccine is prepared by placing a small 
quantity of the pus from a wound in contact with diluted 
Lugol's solution for half an hour. The mixture is then centri- 
fugalised and the deposit diluted, suspended in normal 
saline, and a small portion used for inoculation. They 
claim to have had good results from this method. 

I have already shown that bacilli of the proteus and of 
the coli //roup are often found in infected wounds, and I 
was early led to regard these organisms as of considerable 
importance, especially in their symbiotic association with 
anaerobes. Perfringens particularly, which is by no means 
so exacting an anaerobe as B. malignant oedema or B. Hibler, 
will develop quite freely in glucose broth in the presence of 
a freely growing protens or coli, and the frequency with 
which these are associated with anaerobes, as shown in 
Tables IV. and VI., such evidence as the case of acute gas 
gangrene previously mentioned, together with the fact that 


a high agglutination of the patient’s serum has been 
observed towards the Gram-negative bacilli obtained from 
the wound, warranted the inclusion of the proteus and 
coli group among the organisms used in my vaccine 
investigation. 

B. proteus is known to possess pathogenic properties. 
Berthelot “ examined 61 races of B. proteus from various 
sources ; the pathogenic varieties did not differ in their 
biology from the non-pathogenic strains, the cultural 
characters were variable. He did not find a great amount 
of alkaloidal toxicity in the cultures, but states that choline 
and neurine act as immunising agents against proteus infec¬ 
tion. He also found that if animals were fed with B. proteus 
or with B. aminophilus intestinalis, an organism similar to 
B. lactis aerogenes, the quantity of I!, perfringens present 
in the animals' fasces underwent rapid increase. Recently 
Zlatogoroff ” found B. proteus together with B. Friedliinder 
as the cause of swollen inguinal glands in a case of sus¬ 
pected bubonic plague. There is a good deal of evidence 
from other sources, food poisoning, &c., that B. proteus may 
act in a pathogenic role. Berthelot's 18 observation on the 
increase of B perfringens is interesting in view of the 
association of B. lactis aerogenes with B. perfringens in the 
case of acute gas gangrene cited above. 

B. proteus, from its power of producing proteolytic 
enzymes, appears to prepare the way for the anaerobic 
organisms. Tissier and Martelly, 17 who studied the spon¬ 
taneous putrefaction of butcher's meat, observed the presence 
of organisms of the coli group in the first 24 hours ; these 
persisted as long as traces of sogar were present, but as the 
sugar disappeared B. proteus was found. Following or 
associated with the appearance of B. proteus, B. perfringens 
appeared ; the combined activity of the two organisms 
corresponded to the development of the characteristic odour 
of putrefaction. No doubt the digestion of already partially 
deal tissue is brought about by proteus enzymes. It also 
gains entrance to the blood stream, and I have recovered it 
in pure culture from the urine in several cases of wound 
infection. 

The other class of organisms to which suspicion is attached 
is the streptococcal group. Cases of acute streptococcal 
septiciemia in which streptococci have been recovered from 
the blood have not occurred largely in the cases under my 
observation. Of 9 cases in which blood cultivations 
were made among the cases scheduled in Table VI. only 
1 gave a culture of streptoccocci, 1 of B. perfringens; the 
remainder were sterile. On the other hand, streptococci 
are frequently present in the pus. These streptococci may 
be divided into two main groups, the aerobic and the 
anaerobic. When cultures are made from pus in the routine 
method I have adopted in all cases, the egg broth tubes often 
give a heavy growth of long chained streptococci, no 
growth, or very little growth, occurring on the glucose 
broth. Growth, but to a less extent, occurs on both the 
meat and milk tubes, but subcultures made aerobically on 
serum agar, agar, egg agar, or broth, from the anaerobic egg 
broth, meat, or milk, usually fail to show streptococcal 
growth. Subcultures made on to agar, under anaerobic pre¬ 
cautions gave streptococci even when the aerobic cultures 
were negative. Streptococci have been recorded in the 
majority of cases examined, as will be seen on reference to 
Tables IV. and VI., and it is evident they are the infecting 
organisms of many wounds. In this my results agree with 
those of Sir Almroth Wright, 2 ’ although cases of strepto¬ 
coccal septiciemia are less common than might be expected 
from the incidence of the organism and our previous know¬ 
ledge of streptococci in wounds seen in civil practice. 

The conclusion arrived at from consideration of the fore¬ 
going facts maybe briefly summarised. Anaerobic bacteria 
present in a large proportion of the mounds owe their infec- 
tivitrj to the association with aerobic specus; anil that 
among these species bacilli of the proteus and coli groups 
and streptococci , some of the latter being facultative 
anaerobes , are to be regarded as largely concerned in the 
development of acute septic processes within and around the 
wounds. To hinder or prevent symbiosis of the aerobic and 
anaerobic organisms the aerobic side of the combination 
appeared the most easily attacked by immunological means, 
and as a result of carefully controlled investigation this 
supposition is undoubtedly justified. 

To establish comparative cases in which the personal 
equation is eliminated is always difficult in practice : 
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Table VI.—100 Cases of Septic Wodnds. 
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1 

D 

G.S.W., C.C.F. 1. thigh. 

13 hrs. 

7 

104 

201 

Opened up and drained. Plated femur 

9 

-6 

|+ 

4- 

4- 

4- 


4- 

7 

Strep, and proteus. 




1 10 


356 

Sequestrum removed 110th day. 

12 









2 D 

C.C.F. femur and pelvis; joint 


263 

Hip-joint opened and drained. 

— 

.4- 

_ 

,4- 

4 

4- 

4- 

18 

Autog coli. 



disorganised. 














3D 

g.s.w. r. ankle, leg. and nrm 

'Soon.' 

1 6 

95 

197 

Wound opened up. Metastatic abscesses 

9 

4-4 

+ + 

4 

4- 

4- 

12 

Perf. Strep. 



C.C.F. 

' 


68 

78 

Streptococci in blood 22nd day. 

10 









4 D 

o.s.w.. c.c.f., severe, 

Many 

2 

Opened and drained. Perfringens In 

4 

4- 


4- 

4- 4- 

4- 

14 

Strep, and proteus. 



1 . shoulder and joint. 

hrs. 




blood 27th day. 










5 D 

o.S.w. r. arm, amp. at 

Atonce 

7 

30 

58 

Wound trimmed up and dressed. 

7 

_ 

4- 

_ 

4- 

_ 

4- 

4- 

9 




shoulder. 















6 D 

g.s.w. pelvis, s.b.i. 

12 hrs. 

7 

29 

98 

Abdominal wound. 

7 

4 

4- 


4- 


4- 

-j- 

7 

Perf. Strep. 

7 D 

o.s.w,, c.c.f. arm, leg, knee. 


13 

55 

65 

Femur wired. Amp. discussed 

23 

-f. 


4 

4 

+ 



46 



and side. 





36th day. 










8 

D 

g s.w back, spinal cord 


2 

27 

54 

Wound explored, f.b. in sacral canal. 

8 

4- 

4- 

+ + 

4- 

4- 

4- 

12 

Strep, and proteus. 



opened. M.n i. 
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g.s.w., c.c.f. both ankles. 
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5 

54 
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29 

9- 
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4- 

4- 

4 

29 

Strep. ; autog. on 29th. 
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U 

30 min 

1 

57 
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Joint irrigated continuously. 

29 
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- 

4- 


4- 

4- 

29 



knee-joint opened. 
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11 D 

C C.f. humerus, Ac. 

20 min. 

3 
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Excision of head of humerus. 

46 

-j- 

4 



4- 


4- 

47 

Sens, strep. A proteus. 

12 D 

c.c.f. humerus. 

At once. 

30 

10 

34 
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31 

4 

4- 

+.+ 

4- 


4- 

31 

Strep, and proteus. 

14 D 

c.c.f. elbow. 


10 

52 

62 

Excision of elbow 78th day. 

11 

-4- 

a. 

+ 

4 

4- 

_L 

4- 

22 

14 D 

C.C.F , bomb w. hand. 


» 

3b 

45 

Wound opened up. Continuous 

8 

+ .4 


+ 


4- 

4- 
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irrigation. Open dressings. 











15 D 

o.s.w. 1 . elbow & joint, m.b.i. 

At once. 

9 

10 

Wound opened up. Partial excision 

9 

— 

— 



— 

4- 

— 

9 

Autog. strep, sens. 
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of joint. 
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G.S.W., C.C.F. 1. thigh. 


2 

78 

Femur wired 36th day. 

2 

+ 

4- 

4- + + 

4- 


6 

Autog. strep. ± proteus. 

1710 

G.s.w. both thighs, scrotum. 

15 mins 

8 

83 
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Mounds opened up and drained. 

10 
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+ 

+ 

4- 

+ 

+ 

10 

Sens, strep & proteus. 
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18 C 
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Vt once 

3 

6 

12 

Wounds opened up aud drained. Open 

3 

-f- 

4- 

+ ‘ + 

4- 

4- 

4- 

8 








64 

dressing. 










19 C c c.f. 1. radius and ulna, m.b.i 

j hr. 

2 

47 

Wounds opened up. Wired ulna. Open 

5 

4 

-j- 

-j- 

+ ,+ 

-f 

4- 

12 

Autog. strep. & proteus. 







119 

dressing. 










29 C 

a.s.w. r. thigh, ankle, and 

10 mioB 

7 

34 

Wounds opened up. Amp. r. foot. 

7 

+ + 

4- 

- 

4- 

+ 

4- 

12 

Strep, and proteus. 



wrist (H k s.). 















21 C 

c.c.f. both lega. 

30 mins. 

6 

29 

140 

Wounds opened up and drained. E 

43 

+ 

+ 

4- 

+ 

4- 

4- 

4- 

12 








21 

tibia plated. 










22 C 

C c f. shoulder. 

,, 

12 

7 

Wounds opened up. Open dressings. 

108 

— 

4- 4- 

— 

— 

4- 


108 

Strep., prot,,& serum. 

23 C 

G.s.w., c C f. 1, arm. m.b.i. 

.. 

10 

35 

90 

Fragments bone removed 60th day. 

25 

— 

4-14-4- 


4-14- 

25 

Strep, and proteus. 

24 C 

c.c.f. r. tibia, s.f. 1 . tibia. 

2 hrs. 

2 */ 

84 

111 

Wounds opened up. Bone fragments 

61 

— 

4 

— 

— 

4- 

+ + 

66 








removed. 











25! 0 

C.C.F. wrist. 

hrs. 

149 

0 

46 

Seq. removed 184th day. 

151 

— 


— 

— 

— 

4- 

— 

156 

Autog. strep. 


c.c.f., ribs, 5 and 6 f.b. 

8 hrs. 

21 

11 

17 

Wounds opened up. f.b. removed. 

29 




















2 i 

; 

g.s.w. neck 

1 £ hrs. 

9 

18 

50 

Wound opened up and drained. 

9 

4 

4 

4- 

4-, 4- 4- 


13 


23 C[ 

c.c.f. hand and wrist. 

5 

8 

20 

Wound opened up. Open dressings. 

9 

— 

4- 

— 

— 

~ 

+ + 

10 


29 1;; 

c.c.f. humerus. 

3 hra. 

19 

34 

68 

Head of humerus excised. 

23 


+ 

_ 

4- 

_ 

4-,4- 

28 

Autog. strep. 

30 U 

c.c.f. thigh and pelvis. 


b 

126 

160 

Femur wired. 

12 


4- 

— 

4- 4- 

4- 4- 

18 

Autog. B. Aeitrycke. 

31 C 

c.c.f. i. tibia. 


10 

31 

45 

Wound opened up and drained. 

22 


4- 

— 

— 

— 

4- 

•f 

26 ; 

Strep, and proteus. 

32jO 

G.s.w. r. shoulder, s.b.i. 


7 

a 

24 

7 


-6 

— 

— 

4- 

4- 

4- 

7 

33 C 

g.s.w. r. thigh, s.b.i. 


6 

72 

94 

Wound opened and drained four times. 

6 



— 

-F 


4- 

4- 

12 

Autog. strep. & proteus. 

34 B 

g.s.w. r. thigh, N.B.I. 

5£ brs. 

5 

4 

5 

Wound opened up and drained. 

5 

4 

+ 

— 

- 

4- 

+ 

4- 

5 

Strep, and proteus. 

35 B 

G.s.w. r. arm and foot, x.u.i. 

14 hrs. 

5 

0 

5 

,, 

Wound opened up and dressed and | 

5 

— 

4- 

- 

— 

— 

4- 

4- 

5 

S. strep. 

36 11, 

G.s.w. r. arm and foot. 

At once. 

5 

4 

20 

5 

4 

4 

+ 

4- 

4- 

4- 

4- 

b 

Strep, and proteus. 








drained. 










37 B 

G.s.w. 1. thigh, explosive 

3 Jirs. 

5 

17 

26 

Wound opened up ami drained. 

5 

4 

4- 

4- 

+ | 

4- 

4- 

4- 

5 




action, x.u.i. 
















33 B 

G.S.W. 1. thigh, N.B.I. 


10 

7 

10 

„ 

13 

4 

4- 

— 

4- 

— 

4- 

4- 

13 

n 

59 B! 

i.s.w. r. forearm, “window” 

i hr. 

10 

7 

7 

Dressed only. 

10 , 

— 


4 

4-i 

4- 

4- 

4- 

10 


t 


through, n.b.i. 














4' 13 

G.s.w. r. thigh, N.B.I. 

At once 

3 

41 

96 

Wound opened. Continuous irrigation. 

3 

— 


— 

4- 1 11 

4- 

4 

4- 

12 

.1 

41 B 

G.S.W. thigTh, N.B.I. 
g.s.w. thigh ami arm. n.b.i. 

1 hr. 

lb 

40 

[S3 

Pocket opened 79th day. 

22 1 

— 

4- 

— 

—! 


+ 

4- 

26 


4 i B 

2 hra. 

4 

u 

15 

Wounds opened up and drained. 

4 1 

— 

— 

— 

4- 

_ 

4 

4-. 

4 



f.w. 1 . forearm, n.b.i. 

1 hr. 

14 

8 

21 

Window through, dressing only. 

14 







4- 

15 











44,13 

f.w. l.arm, “window'' 

7-8 hrs. 

3 

8 

13 

Dressing only. 

3 - 

— 

— 

_ 

— 

_ 

4- 

4 

4 



i 

through. 















45 A| 

G s w. through calf, n.b.i. 

At once. 

3 

2 

49 

Wound opened up ; continuous oxygen 

4 

4 

4- 

4- 

+ + 

4-1 

4-1 

4 

Staph. 

46 A 

Shrap. w. shoulder, n.b.i. 


b 

5 

11 

Wouud opened up and drained 

5 

4 

- 


— 

— 

— 


7 

47 A 

f.w. buttock. 

,, 

2 

92 

128 

2 

4- 


— 

4 

— 

4-' 


4 

5trep. and staph, aut. 

48 A 

f.w. calf. 

5 hrs. 

7 

11 

31 

Long tract opened throughout. 

7 

— 


— 

— 1 

— 

+ 

+ j 

7 

Strep, and proteus. 

4^ 


F.w. shoulder. 

At once. 

4 

50 

87 

37 

— 

4- 

4 

— 

— 

4-j 

4 

42 

Autog. strop. 

b9 A 

Shrap. w. r. buttock. 

20 min 8 . ( 

251 

0 

14 

Old unhealed wound ; 6 operations ; 

251 

— 


— 

— 1 

— 

4- 

4 

254 

Autog. strep, and 








curetting. 



| 







staph. 



! 

Average 


39-3 73-51 | 

27|40 24 

33i28 

43 J 

47 



G.B.W. = Gunshot wound. n.b.i. = No bone injury. m.b.i. = Mucli boue injury. s.b.i. = Slight bone injury. 

s.f. = Simple fracture. C.c.f. = Compound comminuted fracture. 
General Notes. 


1. Lay out in rain for 13 brs. 

2. Good recovery ; able to walk. 

3. Death 203rd day. Severe bedsore*. Yellow 

4. Readmitted. Healed 163 days. [stain. 

5. Healed. Very betid discharge. 

6 Healed. Lay out all day after wounding. 

7. Sinus persistent. Up on 75th day. 

8 . Died on 56th day. Nerve symptoms. 

9. Sinus persistent. Yellow staining. 

10. Walking with eruteh 128th day. 

11. Excised bone much softened. 

12. Constitutional symptoms very slight. 

13. Slight T. rise alter massage controlled by 

vaccine. 

14. Amp. 101st day last 2 fingers and outer side 

haid. 


15. Myocarditis. Blood culture negative. I 

16. Culture at oper. ; organisms as at 1st exam. | 

17. Small sinus femur. Walking. 

18. In torpedoed hospital ship & in water 20min. 

19. On 237th day sequestrum contained all 

original organisms. 

20. Amp. 98th day. Foot useless. 

21. Radlog. 439th day, no sequestra ; bone good. 

22. Acute symptoms on removing bone frag- 

23. Nosequestrum later. Wound healed, [ment. 

24. Very’ septic; much shock. 

25. Readmitted 151st day. Swelling of wrist 

aspirated and syringed for bacteriological 

26. Nut healed on transfer. [exam. 

27. Sutured wound with much fee tor. 

23. Very foetid wound ; not healed on transfer. 


29. History of gas gangrene on third day of 

30. Healed on transfer. [disease. 

32. Sinus persistent. 

33. Much pocketing at back of femur. 

34. Sinus persistent. 35. Ditto, r. arm. 

36. Amp. V.A.D. hos. on account of riee of temp. 

37. Very foetid black discharge. 

34 Slnu* persistent2Cth dav. Rapid recovery. 
39. Sinus persistent. 40. 8irius persistent. 
41. Sinus persistent on transfer. 

43. Projectile had passed between boms of fore¬ 
arm without causing injury. 44. Ditto. 

46. Very slight rifle-bullet wound. Note 

47. Bacilluria. Staphylococcal, [bacteriology. 
50. Secondary hemorrhage of original wound 

12th day. 
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50 Treated with Appropriate Vaccine ahd 50 Controls. 

Control Ctuei. 





. 

M 

C 



o 


Bacteriological examination. 

o' 

fc 

i 

5 

Nature of injuries. 

.. 

I 

rs 

t 

«a 

3 

1 

Is 

It 

Q 

i 

l 

9 

1 

& 

u 

is 

•5* 

>»<= 

. 

Opera liona. 

i 

= i 

s 

S 

9 

*C 

8 

f 

e 

si 

co 

c 

9 

1 

l 

m 

* 

9 

3 

5 

3 

3 

© 

a 

1 

si 

m 

= 

§ 

a 

1 

CO 

. 

3 

">. 

JS 

a. 

1 

1 

D 

G.S.W., C.C.7. 1. thigh. 

12 hrs. 

19 

251 

274 

(1) 23rd day opened up. (2) 64th day 
knee aspirated. 

32 

+ 

+ 

+ 

•f 

-F 

+ 

+ 

2 

D 

O.s.w., c.c'.f. r. thigh. 

3 hrs. 

56 

95 

246 

(1) 66th day plated. (2) 87th day wired. 
(3) 131st day wire removed. 

84 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

3 

D 

G.s.w., C.C.F. radius. 


6 

62 

62 

Wounds opened up and drained. 

40 

— 


— 

■F 

— 

+ 

•F 

4 

D 

o.s.w., c.c.y. 1. shoulder and hand 


5 

30 

202 

Blood culture negative 14th day. 

27 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

5 

D 

B.K.8. w„, amp. shoulder-joint. 

3rd day. 

5 

11 

91 

Third part subclavian tied 8th day. 

5 

+ 

+ 

+ 

+ 

-F 

+• 

+ 

6 

D 

G.s.w. abdomen. 


6 

56 

63 

Wound explored,opened up, drained. 

58 

_ 

_ 

_ 

_ 

_ 

+ 

•F 

7 

D 

g.s.w. 1 . knee-joint, f.b. in head 
of tibia. 

3rd day. 

6 

104 

130 

Amp. at knee 95th day. 

95 

— 

— 


— 


+ 

+ 

8 

D 

G.s.w. skull, fracture 1. malar, 
2 nd cervical vert. 


8 

9 

9 

Treph. and f.b. removed. 

8 

— 

+ 

+ 

— 

— 


— 

9 

D 

G.s.w. foot. 


5 

77 

339 

Leg swollen : on 146th day incised. 

208 

— 

_ 

— - 

_ 

— 

+ 

+ 

10 

D 

Motor accident , c.f. tibia and femur. 

At once. 

1 

76 

336 

Tibia plated, 

1 

— 


— 

— 

— 

+ 

+ 

11 

D 

c.c.F. humerus A acromion process 


5 

43 

60 

Wound cleaned up. Open dressing. 

10 

+ 

+ 

_ 

+ 

_ 

+ 

+ 

12 

D 

C c.f. humerus and hand. 

24 hrs. 

8 

47 

92 

Wounds opened up. Open dressing. 

8 

-f 

+ 


+ 

+ 

+ 


13 

D 

c.c.F, r. arm and elbow ; M.B.I. 

2 days. 

7 

18 

26 

Opened up. Amp. 3days later (10th day). 

7 

+ 

-F 

+ 

-F 

+ 

4- 

+ 

14 

D 

C.C.F. humerus ; thigh slight f.w. 

2 rain. 

12 

25 

89 

Amp. r. arm. 

16 

— 

+ 

— 

— 

+ 

+ 

— 

16 

D 

c.c.F. elbow, humerus, thigh ; f.w. 

2 min. 

7 

122 

177 

16th day partial excision elbow. 

139 

- 

- 

- 

- 


+ 

■F 

16 

0 

c.c.F. r. thigh. 

10 hrs. 

7 

197 

486 

Femur wired. 

189 

_ 

+ 

_ 

-F 



+ 

17 

c 

C.C.F. fibula. 


36 

63 

111 

Wound opened up and drained. 

36 

— 


— 

+ 

— 

+ 

•F 

18 

C 

C-C.f. r. radius and ulna, bone 
shattered. 

6 hrs. 

6 

121 

193 

Radius plated 30th day. 

17 

-F 

F 

+ 

+ 

+ 

-F 

+ 

19 

C 

C.C.F. radius and ulna, n.b.i. 

£ hr. 

6 

9 

99 

Wound opened up and drained. 

6 

— 

+ 

— 

— 

+ 

+ 

+ 

20 

c 

c.c.F. femur. 


6 

28 

28 

Femur wired. 

8 

-F 

+ 

+ 

+ 

- 

+ 

-F 

21 

c 

c.c.F. 1. tibia and foot. 


7 

71 

143 

Tibia plated. 

37 

- 

- 


- 

- 

- 

-F 

22 

c 

o.s.w.back. shoulder,<fcthigh.,v.P b 


6 

32 

89 

W.opened; f.b. removed. Open dressing. 

13 

4- 

-F 

4- 

+ 

+ 

-F 

•F 

23 

<! 

C.C.F. 1. humerus, m.b.i. 


5 

19 

54 

Humerus plated. 

8 

— 

— 

+ 

— 

F 

+ 

— 

24 

c 

c.c.F. 1. tibia. 

20 min. 

10 

32 

74 

Wound opened and drained. Open 
dressing. 

10 

— 

+ 


-F 


+ 

+ 

26 

c 

C.C.F. r. humerus. 


7 

33 

53 

Wounds opened up and drained. 

56 

— 

— 

— 

+ 

—• 


•F 

26 

c 

C.C.F. ribs, empyema. 

10 min. 

31 

28 

37 

Shrap. fragments removed from lung. 

34 

— 

+ 

— 

+ 

- 

+ 

-F 

27 

(’ 

G.s.w. neck, c.c.F. first rib. 

2 hrs. 

6 

34 

80 

Bullet removed 3rd cervical vertebra. 

28 

— 

+ 

+ 

— 


F 

4- 

28 

c 

C.C.F. metacarpals r. hand. 

20 min. 

4 

30 

73 

W. opened up and bone fragments 
removed. 

36 

— 



-F 

— • 

+ 

•f 

29 

c 

C.C.F. 1. humerus. 


5 

133 

252 

Humerus wired. 

5 

F 

+ 

+ 

F- 

_ 

F 

+ 

30 

c 

C.C.F. 1. femur. 


4 

242 

262 

Wound opened up and drained. 

98 

— 

+ 

— 

— 

+ 

-F 

F 

31 

0 

c.c.F. r. tibia. 


27 

37 

77 

Tibia plated. 

64 

— 


— 

+ 

— 

■F 

-F 

Si 

c 

6 .S. W. shoulder, acromial damage. 

10 min. 

6 

6 

8 

W. opened up and fragments of bone 
removed. 

5 

— 

+ 




— 

-F 

33 

c 

g.s.w. thigh and knee, s.b.i. 

1 $ hrs. 

4 

27 

27 

Knee-joint drained, opened; amputa¬ 
tion three days later. 

4 

— 

+ 


— 


+ 

+ 

34 

B 

g.s.w. 1. thigh, K.B.I. 

5 hrs. 

6 

22 

22 

W. opened and drained. Amp. 

8 

+ 

+ 


— 

+ 

+ 

+ 

36 

It 

g.s.w. r. thigh, N.B.I. 

At once. 

5 

3 

22 

Wound opened up and drained. 

5 

— 

+ 


— 

— 

— 

-F 

36 

B 

g.s.w. 1. foot, K.B.I. 


11 

3 

3 

Wound opened up and f.b. removed. 
Wound opened up and drained. 

14 

— 

-F 

— 

— 

+ 

-6 

■F 

37 

B 

G.S.W. thigh. K.B.I. 


6 

12 

41 

11 

— 


— 

— 

+ 

•F 

+ 

38 

B 

s.w. thigh, n.b.i. 


6 

26 

34 

Wound opened up three times. 

19 

— 

— 

— 

+ 

— 

F 

■F 

39 

B 

g.s.w. r. arm,S.B.I. 

30 min. 

6 

3 

37 

6 

— 

— 




F 

+ 

40 

B 

g.s.w. thigh. K.B.I. 


6 

9 

32 

Wound opened up ami drained. 

6 

_ 

+ 

— 

_ 

+ 

_ 

_ 

41 

B 

G.S.W. thigh, K.B.I. 


6 

28 

62 


6 

— 


— 

+ 


4- 

+ 

n 

B 

G.S.W. thigh, K.B.I. 

1 hr. 

5 

29 

48 

Wound opened and salt bags putin 4 days 
Wound opened up and drained. 

18 

— 

-f- 

— 


+ 

+ 

— 

43 

B 

G.s.w. arm, n.b.i. 

12 hrs. 

4 

1 

17 

4 

— 

+ 

— 


— 

F 

■F 

44 

B 

g.s.w. arm. K.B.I. 


7 

3 

23 


7 

— 

+ 

— 


— 1 2 3 4 5 6 7 * 9 10 


+ 

45 

A 

G.S.W. calf, K.B.I. 

7 hrs. 

6 

5 

31 


6 

+ 

-f- 

+ 

+ 


-F 

•F 

46 

A 

G.s.w. shoulder, K.B.I. 


5 

4 

7 


5 


-f 

— 


— 

F 

+ 

47 

A 

9.w. buttock, K.B.I. 


6 

17 

21 

•» 

5 

+ 

+ 

+ 

-F 

+ 

F 

+ 

48 

A 

G.s.w. arm, knee, leg ; K.B.I. 

At once. 

6 

4 

4 

Multiple incisions. 

b 

4- 

+ 

4* 

-F 

+ 

F 

+ 

49 

A 

s.w. upper arm. n.b.i. 


4 

8 

20 

Wound opened up and drained. 

10 

— 

— 

— 


— 

— 

4- 

50 

A 

Bomb w. r. thigh and buttock. 

At once 

5 

0 

27 

" ” 

285 


+ 





•f 




Average 

... 

49*3 i 

105*51 



15 

36 

17 

24 

20 

43 

45 


h.e.s. = High-explosive shell. f.w. = Flesh wound. f.b. = Foreign body. m.f.b. = Multiple foreign bodies. 
bens, strib. — Sensitised streptococcal vaccine. 

Genebal Notes. 


1. Sinus persistent 285th day. Secondary 

bwmorrhage 289tb day. 

2. Sinus persistent 289th day. 

3. Death on 62nd day. 

4. Secondary bsemorrhage 10th day 

5. Secondary hemorrhage 8th day. 

6. Deep sinus in r. kidney region when exam’d. 

7. Secondary hiemor. 8th and 11th day. Blood 

on 7th day neg. 8. Died on 14th day. 

9. Secondary h<cmor. 10th day. Up on 251st day. 

10. Several febrile relapses. Knee-joint involved. 
11.. Very severe shell wound. Much fry tor. 

13. Stump not healed. Small sinus; yellow 
stained dressings ; sec. hiemor. 6th day. 

15. Vac. given on 146th day at special request. 

16. Discharged B.179; 493rd day discharging. 


| 17. 5 doses antistrepUxjoccal serum. 

18. Rigors on 63rd and 82nd days. Seconda-y 

haemorrhage 10th day. 

19. Sinus persistent 116th day. 

20. Sinus present 33rd day. 

21. Secondary haemor. 37th day. Blood culture 

neg. 37th day. 

22. Secondary hmaor. 17th day. Yellow stain. 

23. Sinus persistent 136th day. 

! 24. Readmitted 177th day ; sinus and fever. 

29. Healed ; no sinus 60th day. 

26. Slight sinus persisting 68th day. 

27. Secondary haemorrhage 18th day owing to 

drainage-tube. 

28. Transferred 73rd day; wounds healed. 

29. Sinus persistent 257th day. 


30. “ Erysipelas " on 98th day; coll infection. 

31. Temp, up to 104° on removal of plate. 

33. Se. ondary haemor. 23rd day. Death 31st day. 

34. Acute gas gangrene. Blood neg. 10th day. 

Deitth 28th da}'. Secondary haemor. 7th day. 
. 35. Sinus persistent when transferred. 

39. Febrile relapse 25th day. Yellow staining, 
j 40. Sinus persistent 38th day. 

41. Tube for drainage 65th day. 

42. Extensive flesh wound. 

43. Not healed on transfer. 44. Ditto. 

46. Not healed on transfer, 31st day. 

46t Gas bubble seen in radiograph. 

48. Acute gas gangrene. Death ninth day. 

Secondary haemorrhage fifth day. 

50. Old bomb wound ; broke down on duty. 
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controls are essential, the parallel cases must be subjected 
to the same surgical routine, and the wounds and bacterial 
flora should be strictly comparable, the only difference 
should be the administration of vaccine in the test case. In 
the course of the inquiry several disturbing factors compli¬ 
cated the observations, such as changes of personnel in the 
various wards ; the necessity of sending on to auxiliary 
hospitals partially recovered or convalescent cases—in these 
cases observations could not be continued throughout the 
whole period of the disease. 

Considerable difficulty was experienced in obtaining some 
reliable comparative test between the two classes of case, 
the inoculated and uninoculated. Routine blood examina¬ 
tion was attempted, but the labour involved was found to be 
prohibitive. Notes of general or specific surgical progress 
alone are unsatisfactory. Finally, two salient points 
appeared to be entirely free from objection or fallacy 
attendant on personal observation : 1. The duration of the 
febrile period as determined by the temperature charts kept 
in the various wards. 2. The period during which the 
patient remained in the hospital. This latter is to some 
extent dependent upon the necessity of providing beds for 
urgent cases, but no case was ever transferred to an auxiliary 
hospital until the surgeon in charge approved of such trans¬ 
port. In general terms, no cases were transferred until the 
constitutional symptoms had abated although the wounds 
might not be healed. 

General Explanation of Table VI. 

This table has been referred to occasionally in the pre¬ 
ceding text, but a general explanation is now required. 

One hundred cases of various degrees of septic wounds, 50 
of which received inoculation treatment and 50 similar cases 
without inoculation treatment as controls, are detailed in 
the table. The cases are arranged in parallel with control 
and vaccine treated case contrasted. In both classes the 
febrile period and days in hospital are calculated from the 
day of admission. The day of admission refers to the day of 
disease—that is, the number of days elapsed from wounding. 
Tlie day of bacteriological examination is similarly calcu¬ 
lated from the day of wounding. Not all of the cases were 
examined immediately upon admission. Thus Vaccine Case 
No. 22 was not examined until the 108th day. On this day 
an acute generalised infection had followed the removal of a 
small fragment of bone from the wound ; the case came 
under investigation for the purpose of vaccine therapy. 
Vaccine Case No. 50 was an old bomb wound which had 
broken down after the man had returned to duty for several 
months. It was not investigated until the 251st day of the 
disease ; rapid healing followed the use of the appropriate 
vaccine. Eighteen of the vaccine cases and their corre¬ 
sponding controls were included in Table II. in the first 
section of my report dealing with secondary hiemorrhage. 
In Table VI. 13 cases of secondary haemorrhage appear 
amongst the 50 control cases, none among the vaccine cases. 

Vaccines Used. 

The vaccines were made in the usual manner, by growing 
on the surface of agar, washing off with normal saline, 
shaking, estimating with a modified Thoma-Zeiss counting 
chamber, and killed by submitting to a temperature of 58° C. 
for three-quarters of an hour. This temperature was found 
to be just sufficient to destroy the organisms ; at 56° C. some 
organisms, especially streptococci, survived. The strepto¬ 
coccal vaccine was sensitised with antistreptococcal serum 
obtained from the I’asteur Institute, Paris. 

Autogenous vaccine was used in 17 cases ; the others 
were treated with polyvalent vaccine. Throughout the 
investigation the earliest possible administration of vaccine 
has been attempted, as it was then found to give by 
far the best results, and for this purpose polyvalent 
vaccine is the only available method. Where large numbers 
of patients require treatment as soon as they arrive, much 
valuable time is lost if an autogenous vaccine is prepared 
for each case. Where indicated autogenous vaccine 
should be prepared as soon ss practical, but this does 
not prevent treatment being commenced with stock 
vaccine. Bacteriological examination was carried out in 
each individual case in the first stages of my inquiry 
before vaccine was administered, but as more knowledge 
was obtained, and the advantage of the earliest possible 
start of vaccine therapy was recognised, polyvalent vaccine 


was administered whilst the bacteriological investiga¬ 
tion was in progress. Sensitised streptococcal vacoine, 
prepared from several strains of streptococci isolated from 
different types of septic wound, was therefore made up in 
bulk and distributed in 1 c.c. bulbs containing 5,000,000, 
10,000,000, 20,000,000, and 40,000,000 per c.c. Some 
difficulty was experienced in the practical use of rubber- 
capped flasks containing the vaccine in bulk. Sensitised 
streptococcus vaccine plus B. proteus vaccine was also 
prepared in 1 c.c. bulbs ; the content of proteus added was 
10,000,000, 20,000,000, 40,000,000, and 100,000,000 per c.c. 

One of the cases. No. 30, was treated with an autogenous 
vaccine of an organism corresponding to B. aertrycke 
obtained from the patient's wound and with which the 
patient's serum agglutinated in a dilution of 1 :350. In 
several instances bacteria of the B. lactis aerogenes 
group have been isolated from the wound and from 
the urine. Vaccine therapy in such cases has been 
carried out with autogenous vaccine with excellent 
results. No serious exacerbation of temperature has 
been recorded following the use of the vaccine in the 
majority of cases ; one man reacted sharply to 5,000,000 
sensitised streptococcus, the temperature running up the 
same night to 104 3° F., but it fell rapidly, and the 
subsequent inoculations produced no rise. No kidney 
involvement has been seen in any of the cases treated with 
the vaccine. The vaccine cases included in this report 
constitute but a small percentage of the total number 
treated, but the cases in Table VI. are sufficiently repre¬ 
sentative of the wide field covered. 

Sensitised vaccines have been used wherever possible 
as clinically they produce far less temperature reaction than 
do unsensitised vaccine. It is interesting to note that in a 
recent paper Shigeshe Kakchi' 11 states that in injecting 
animals with B. pseudo-tuberculosis rodentium the tempera¬ 
ture reaction produced in animals inoculated with sensitised 
vaccine is less than that produced by non-sensitised vaccine, 
not only after the first, but after repeated injections. The 
animals injected with sensitised vaccine at short intervals 
showed less loss of weight than when non-sensitised vaccine 
was used. This entirely confirms my own observations upon 
man. 

Secondary hcemorrhiye .—13 control cases in Table VI., 
Nos, 1, 4, 5, 7, 9, 13, 18, 21, 22, 27, 33, 34, and 48, suffered 
from secondary hmmorrhage. The hemorrhages usually 
take place within the first three weeks of wounding, the 
majority within 10 days. In Case No. 1 it occurred on the 
289th day, six or seven days subsequently to a small 
sequestrum operation ; there had been long-continued 
previous suppuration. In Case No, 27 the drainage-tube 
was at fault and fretted the occipital artery ; the wound 
was exceedingly foul. Cases No. 5 vaccine and control 
were similar in all respects; both had undergone amputation 
at the shoulder-joint shortly after wounding in France. The 
men who bled was much bigger and more muscular than the 
other. This case had. however, B. malignant oedema in 
the wound ; the vaccine case had not. Cases Nos. 13, 
21, 22, 33, 34, and 48 all suffered from clinical gas gangrene; 
in Nos. 13, 21, and 22 the disease was local ; the pus 
was full of gas bubbles, but the disease did not spread. In 
Nos. 33, 34, and 48 the gas gangrene became general and 
the patients died. B. malignant oedema was isolated from 
Nos. 13, 22, 34, and 48 in addition to B. perfringens. In 
Nos. 21 and 33 B. perfringens alone was present in addition 
to aerobes. In Case No. 48 an infusion of saline was 
given during amputation ; the site of both the saline 
injections sloughed and showed the clinical signs of gas 
gangrene; B. malignant oedema was isolated from the infected 
areas. This case corresponds to one published by Mullally 
and McNee 2,1 in which the inoculation sites of antitetanus 
serum and pituitrin developed local gas gangrene from which 
an organism of the malignant oedema type was isolated. In 
both these cases B. malignant oedema must have been 
circulating in the blood. In a recent case not included 
in Table VI. I succeeded in isolating from the blood an 
organism corresponding in its cultural characters with B. 
malignant oedema. In eight of the cases of secondary 
hiemorrhage B. malignant oedema was isolated; in the 
other five cases the bacteriological examination was not made 
until some weeks after the hiemorrhage had taken place ; in 
fact, the circumstance was only brought to my knowledge 
when I was requested to examine the case. 1 have pointed 
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out that B. malignant oedema is closely associated with 
secondary haemorrhage and that its biological characteristic 
of a rapid protein digester is the factor determining the 
tissue breakdown. 

Vaccine Cates. 

Although the incidence of B. malignant oedema is higher 
among the vaccine cases than the controls, 27 against 15, 
and for B. perfringens 40 against 36, there were no cases of 
secondary haemorrhage among the 50 vaccine cases. All the 
cases chosen for comparison were under the care of the same 
surgeon. The general surgical methods of dealing with the 
wounds, their drainage, &c., as well as the subsequent 
treatment, hypochlorite lotion, hydrogen peroxide, open 
dressings, and continuous irrigation, were therefore strictly 
comparable. In most instances the vaccine and control cases 
were under the same medical officer. 

The administration of vaccine was the salient difference 
between the two classes. Examining the two series of cases 
critically, the evidence is overwhelming that the protection 
afforded by the vaccine administration was responsible for 
the absence of secondary haemorrhage in the vaccine cases. 

Another fact of importance emerges. No vaccine case 
developed acute gas gangrene, although the bacterial flora 
and the physical conditions of the wounds were certainly 
highly potential Vaccine Case No. 4 is a good example. 
B. perfringens was isolated from the blood of this case on 
the twenty-seventh day of the disease, and B. malignant 
oedema, streptococci, and other organisms were isolated from 
the large ragged wound of the upper arm and shoulder with 
less natural drainage than the control case. There was 
severe temperature reaction, and much blood destruction, 
but no secondary haemorrhage took place, and although the 
pus showed the presence of many gas bubbles no spread of 
the disease followed. The patient made a good recovery 
with a useful arm. 

General Summary of Table VI. 

(1) The number of days of fever is greatly in favour of the 
vaccine treated cases. The average number of days from 
admission to hospital to defervescence in the inoculated 
was 39 3, in the uninoculated 49'3, a difference of 10 days. 
This average is calculated from the day of admission to 
hospital, but on reference to the table it will be seen that 
the commencement of vaccine treatment did not always 
coincide with the date of admission—in fact, was usually 
several days later. If therefore the number of days of 
fewer is calculated from the commencement of the vaccine 
inoculation, the average days of fever are 33 -3 per case, a 
difference from the uninoculated of 16 days in favour of 
vaccine therapy. 

(2) The number of days in hospital is again in favour of 
the vaccine cases, being an average of 78-5 for the inoculated 
against 105-5 for the uninoculated, a difference of 27days. If 
the period is calculated from the commencement of vaccine 
treatment, the average number of days to transfer is 66-6 
for the inoculated as against 105 5 for the uninoculated, a 
difference of 38'9 days per case in favour of vaccine 
treatment. 

Plates and Wires in Septic Fractures. 

Another point of great surgical importance is the favour¬ 
able difference noted between the inoculated and uninocu¬ 
lated cases who had been treated by mechanical fixation of 
their fractured bones with either plates or wires. The discus¬ 
sion of the advantages and disadvantages of the operation in 
any given case belongs to the province of surgery, and no 
such presumption will be committed. Certain comparative 
facts relating only to physiological and pathological data, 
obtained from cases under my observation, may be briefly 
detailed as they appear to be germane to the present inquiry. 
There is little difference of opinion extant that immobility of 
the ends of fractured bones, and the piecing together of 
shattered fragments, is most desirable if snch fragments 
eventually re-unite, providing the general condition of the 
patient and that of the wound is in no way prejudiced by 
the manipulations necessary. It is also generally conceded 
that plating or wiring bones in a septic wound is highly 
dangerous, owing to the possibility of generalised infection. 
Examining the cases given in Table VI. from this stand¬ 
point, the latter supposition—viz., the extreme danger to the 
patient—is not substantiated. Thus in the 100 cases 
detailed 16 were treated surgically with plates or wires, 
and although the average days of fever suffered is indivi¬ 
dually greater than the average for the whole 100 cases, it is 


not in excess of some of the more severe cases not wired 
or plated. When the wired and plated cases are contrasted 
according to the administration of vaccine, it is seen that 
the average febrile period of the 7 vaccine cases is 70 5, and 
the average period of the 9 uninoculated cases is 86 4, a 
figure distinctly in favour of the vaccine cases, and, strange 
to say, exactly coincides with the difference already given 
between the two groups of 50 cases. 

Vaccine Cases Nos. 1, 7, 9, 16, 19, 21, and 30, as well as 
Control Cases Nos. 2, 10, 20, 21, 23, 29, and 31, were 
bacteriologically examined at the time the bones were plated 
or wired. In no case was anything approaching an absence 
of bacteria found ; in fact, all the vaccine cases, with the 
exception of No. 30, contained varieties of the seven groups 
of organisms, constituting what has become popularly known 
in the laboratory as a “full house.” In the 7 control cases 
organisms of the seven groups were found in two cases, 2 
cases had six varieties, the others one and two varieties. 
Notwithstanding the severe bacterial infection in all the 
wounds, healing was not unduly delayed, and radiographs 
taken after the wires or plates had been removed showed 
no untoward signs when a comparison was made with 
unwired or unplated fractures. On the contrary, there was, 
with the exception of Control Case No. 2, more con¬ 
solidation of the bones in the wired than in the unwired 
cases. It may be axiomatically stated that infected 
fractures are more liable to sequestrum formation than 
simple uninfected fractures. The presence of a sequestrum 
in a wired septic fracture cannot therefore be regarded 
as due to the wiring. Radiographically, the bone altera¬ 
tion is in close correspondence with the type of bacterial 
infection, a matter which will shortly form the subject 
of a communication in collaboration with Dr. Berry. This 
much may be said at the present moment: organisms 
producing digestive enzymes such as B. malignant cedema 
and B. proteus do not affect the lime salt content of the 
bone, no acid being produced. Organisms able to manu¬ 
facture organic acids which attack bone salt, such as 
B. perfringens, dissolve the inorganic part of the bone and 
produce alterations in translucency, hence soft and hard 
sequestra, a division clinically recognisable. Dr. H. Dale 
kindly undertook the estimation of the lime salt in two 
sequestra, one translucent from a perfringens infection, the 
other opaque from a malignant cedema infection. The 
figures given were : opaque specimen, CaO equals 37'2 per 
cent., P 2 0, 26T per cent., ash 62-5 per cent. ; translucent 
specimen, CaO 32 1 per cent., P 2 0 3 19'6 per cent., ash 
49 6 per cent. 

Radiographical examination of cases treated with vaccine 
and those untreated, after the bones have united, suggests 
more firm union, little or no evidence of sequestra, and 
more activity in general repair in the inoculated cases. Such 
an estimation is in accord with the clinical history of the 
case evaluated by the “febrile period ” and the “days in 
hospital.” Vaccine Case No. 21 was a good example of this, 
the bones having firmly united, no sinus and no evidence of 
sequestra could be found. The callus in the control case 
was much less solid and extensive than the vaccine case and 
sequestra were present. 

Vaccine Case No. 1 and Control Case No. 2 are both 
instances of plating of the neck of the femur, and in other 
respects are comparable cases. The injury was similar and 
the bacteriology, but the uninoculated case was not admitted 
until the fifty-sixth day ; previous to admission he had been 
treated by “simple drainage” for six weeks. Shortly after 
admission the femur was plated, but owing to the softened 
condition of the bone the screws failed to hold. A similar 
yielding of the plate affected Case 1. In both cases 
sequestra were subsequently removed while organisms of 
the seven groups were isolated from each. The radiographic 
reports give a very different picture. I quote from the notes 
kindly supplied by Dr. Berry. “Care 2: Five months 
after the plate was applied a secondary fracture had 
taken place through the hone at the site of the original 
injury, a great deal of soft callus had formed, sequestra 
were present. Case 1 : Three months after the plate was 
applied the screws had yielded, but considerable bony union 
had taken place ; several sequestra were seen. There was 
no necrosis or secondary fracture.” 

To summarise, wiring or platiog in severely septic wounds 
is not invariably followed by the disastrous results some¬ 
times attributed to the method, and, without in any wise 
encroaching upon the surgical side of the question, it may 
O 2 
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be pointed out that in only one case, No. 2, could the 
result be in any way questioned from the pathological 
standpoint, while in this case the original bone damage was 
so severe that radiograpliical and bacteriological evidence 
pointed to the almost certain loss of the limb. When plating 
or wiring is carried out in immunised persons the results 
appear highly satisfactory. 

Temperature Charts. 

A few temperature charts are given of the cases in 
Table VI. illustrating some of the points referred to. 

Control and Vaeoine Cases No. 7 .—Four weeks temperature 
curve is given, but in each the twenty-seventh to the thirty- 
third day inclusive are omitted. In the vaccine case the 
temperature reached and remained normal on the forty-fifth 
day. The first two vaccine injections were combined strepto¬ 
coccus and B. perfringens, the others charted and several 

Chart 1. 


tissue and gave off a considerable amount of evil-smelling 
discharge. The control case showed the least temperature 
reaction; in both the haemoglobin was low, 42 per cent. 
(Haldane). The control case grew malignant oedema, 
B. perfringens, aDd B. proteus; the vaccine case B. per¬ 
fringens and B. proteus. Vaccine treatment was commenced 
immediately upon admission. The control case had two 
secondary haemorrhages on the thirteenth and sixteenth 
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Chart 2. 




days when the subclavian artery was tied, but finally made 
a good recovery. The two cases were discharged on the 
ninety-first and fifty-eighth day. The bacteriology of the 
two cases differed in only one particular, the presence of 
B. malignant oedema. The control case alone suffered from 
secondary haemorrhage. (Charts 3 and 4 ) 

Control and Vaccine Cases No. 2.7 —Both with compound 
fractured tibia, earth contamination a serious factor, and 
similar bacteriology. The vaccine case healed remarkably 
well and has since been seen with no sinus breaking down 


Chart 5. 
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case exhibited cardiac symptoms up to the fiftieth day. 
(Charts 7 and 8.) 

Chart 7. 



Chart 8. 



Control Caw No. 14 .—The chart of this case is given i n 
sections ; twenty-fifth to forty-first day, sixty-second to 
sixty-sixth day, and eighty-first to eighty-fourth day. During 
the periods forty-second to sixty-second day and sixty-sixth 
to eighty-first day the temperature remained at or about 
normal. The sudden rise of temperature accompanied 
with a rigor is suggestive of malaria, but no malaria 
parasites were found in the blood ; moreover, the patient had 
never been out of England before he went to France. As 
an isolated case, this chart would be of little interest, but 
the injured limb became cedematous and painful without 


Chart 9. 



sigDB of erysipelas at each exacerbation of temperature. It 
belongs to the type of case described by Hull 21 as “white 
gangrene.” The sudden rises of temperature accompanied 
by rigors, swelling of the parts in the vicinity of the wound, 
and other severe symptoms are by no means uncommon, and 
are generally so alarming that amputation of the involved 
limb is often immediately resorted to. The evidence in the 
progress of this inquiry establishes good reason to think 
that such accidents may be obviated in a large proportion 
of cases, if the suggestions and methods I have indicated are 
followed. (Chart 9.) 

General Conclusions Regarding Vaccine Therapy in 
Septic Wounds and Septic Wound Infection. 

As an outcome of this section of the Inquiry into the Natural 
History of Septic Wounds the advantages of intelligent 
vaccine therapy are shown to lie in three main directions. 
Two of these, formulated in the section on sinuses and sinus 
formation, may be recapitulated. Bacterial antigens in the 
form of vaccine inoculations may be theoretically and practi¬ 
cally applied to increase the general resistance. 


1. To general constitutional disturbance immediately 
following subsequent surgical manipulation of the wounded 
and infected tissue ; a fortiori when the local injury has 
become largely circumscribed by the natural protective 
action of the adjacent tissues. 

2. To the spread of bacterial invasion in the immediate 
region of the damaged tissue. 

To these may be added— 

3. Accelerated power of tissue regeneration in the affected 
areas. 

The evidence adduced in this, the second section of my 
report, supports the following conclusions :— 

A. The presence in a large percentage in all wounds, 
simple or severe, of anaerobic organisms belonging to three 
main classes: (1) B. malignant cedema (Koch); (2) B. 
perfringens (Vellion) ; (3) B. Hibler. 

B. That the degree of injury is no criterion of the 
bacterial infection. 

C. That the early history of the wound, especially its 
bacteriology in relation to the degree of injury, is a deter¬ 
mining factor in sinus formation. 

D. That the activity of the anaerobic bacteria depends to 
a considerable extent upon their symbiosis with aerobic 
organisms. 

E. That the application of vaccine therapy has a bene¬ 
ficial effect upon the febrile period and tissue regeneration. 

F. That the risk of febrile recrudescence and recurrent 
suppuration may be mitigated by the adoption of appropriate 
vaccine therapy. 

G. That by combating the aerobic moiety of the symbiotic 
system the anaerobic portion may be attenuated and 
inhibited. 

As a result of my investigations I would suggest the 
following routine treatment. 

Polyvalent vaccines should be prepared from strains of 
organisms isolated from the infected wounds, consisting of 
(1) streptococci (aerobic and anaerobic varieties), sensitised 
with antistreptococcal serum ; (2) B. proteus ; (3) B. lactis 
aerogenes ; and (4) B. coli. 

A mixed vaccine of sensitised polyvalent streptococcus 
5,000.000, with B. proteus 10,000,000 should be given to all 
septic cases when admitted, pending the bacteriological report. 
In cases of gas gangrene streptococcal vaccine combined 
with B. proteus and B. lactis aerogenes should be used in 
strengths of 10,000,000 each. The inoculations as indicated 
by the bacteriological examination should be repeated on the 
third day. and the dose raised to 10,000,000 streptococcus 
with 20,000.000 of the appropriate bacilli. Meanwhile, 
autogenous vaccine may, if necessary, be prepared for special 
cases when desirable ; otherwise the appropriate polyvalent 
vaccine may be continued as determined by the bacterio¬ 
logical indications. 

It must ever be borne in mind that methods which are 
employed to increase physiological activity must be in 
logical accord, and that all proper physiological conditions 
demanded by the nature of the process must be maintained. 
To omit such elementary principles implies a complete 
ignorance of the therapeutic use and action of bacterial 
antigens. 

I wish, in concluding the second section of roy report, to 
record my appreciation of the facilities and assistance 
accorded me by Colonel R. J. S. Simpson, C.M.G., A.D.M.S., 
Royal Herbert Hospital, Woolwich ; to my friend Captain 
R. H. Jocelyn Swan, by whom the majority of the cases 
quoted were surgically treated ; and to the Officer in Charge 
of the surgical division, and the other medical officers. 
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THE 

AFTER-CARE OF PERSONS SUFFERING 
FROM PULMONARY TUBERCULOSIS. 

By P. C. VARRIER-JONES, M. A. Cantab., M.R.C.S., 
L.R.C.P. Lo.vi)., 

LATE FOUNDATION SCHOLAR OF ST. JOHN'S COLLEGE, CAMBRIDGE, AND 
ACTING TUBERCULOSIS OFFICER FOR THE COUNTV OF CAMBRIDGE. 


One of the greatest, if not the greatest, of the difficulties 
confronting those engaged in carrying out the treatment of 
tuberculosis by means of sanatoriums has been its continuance 
in the case of the working man for a sufficiently prolonged 
period. The lack of accommodation in sanatoriums neces¬ 
sarily involves a limitation of the time devoted to the treat¬ 
ment of each individual patient, and if continued at all the 
treatment must be continued at the patient's own home. 

The reports of the sanatoriums throughout the country 
emphasise the fact that the patient has received certain 
benefit, but that to enable the result to be permanent the 
continuance of the treatment when he returns to his own 
home is imperative. “ After-care ” suggestions are almost 
always made, but most of these are altogether impracticable, 
as the patient is quite unable to make adequate provision 
for himself either in the matter of employment or remunera¬ 
tion. For example, in the report on cases of the years 
1905-10 discharged from the Brompton Hospital Sanatorium 
at Frimley, it is stated that “these results compare not 
unfavourably with those relating to the German sanatoriums, 
in which patients are treated under the Invalidity Insurance 
Law, Nevertheless, in view of the careful selection of cases 
for the Frimley Sanatorium, it was hoped that a larger 
percentage would have retained their health. It must be 
remembered, however, that in many case the patients 
have not had work to which to return to after leaving the 
sanatorium and too often this has meant a return to unsatis¬ 
factory home conditions and insufficient food, with consequent 
relapse. There can be no doubt that to ensure the maximum 
benefit from sanatorium treatment efficient after-care and 
supervision are essential.” 

Similar statements are to be found in all reports of 
sanatoriums which deal with the treatment of the woiking 
man. In any practical and useful scheme the essential 
features are (1) that the amount of work should be proportionate 
to the patient's strength, and (2) that the money earned by 
part-time work should be brought up to the standard of a 
living wage by some agency or other, in order that the 
man may have an adequate food-supply, plenty of, but 
not too much, work, and sufficient rest periods—the three 
essential features of sanatorium treatment. 

From time to time various efforts have been made to ensure 
the after-care of the working-man consumptive, but most of 
the earlier efforts were frustrated by the inability of the 
patient to earn a living wage at the time of his discharge 
from the sanatorium without serious detriment to his con¬ 
dition and without incurring very serious liability to future 
collapse. Under the excellent system of graduated work in 
vogue in sanatoriums at the present day a patient’s condition 
is very much improved, and in many cases the disease is 
arrested. It has become painfully evident, however, that 
something more is needed. Now, when the patient returns 
to his home he is faced with the fact that he must either 
overtax his strength by doing a full day s work or he must 
remain idle and entirely dependent upon the funds he receives 
from his club, because practically all club rules require 
a man to abstain wholly from work whilst receiving sick 
pay. There is no via media , no opportunity for the patient to 
adapt himself gradually to the sudden change in his condi¬ 
tion. Whilst at the sanatorium he was assisted in every 
possible wav ; on his return home he is suddenly thrown on 
his own resources, and has to find suitable employment that 
will enable him to obtain a dietary adequate to his needs—in 
most cases a proposition impossible of achievement under 
existing conditions. 

For the convalescent there is no gradual return to full 
work on anything like a full sanatorium diet; indeed, he is, 
as a rule, compelled to undertake a full day's work on a diet 
inferior in all respects to that which he received at the sana¬ 
torium, where he has been doing carefully graded work for 
four hours daily. Obviously the change is too sudden and too 


drastic, and it is not to be wondered at that one report, a 
replica of many, states: “It was hoped that a larger per¬ 
centage would have retained their health.” Hitherto the 
ex-sauatorium patient has been faced with the fact that he is 
unable to earn sufficient to provide even himself with food. 
A married man is in a far worse plight, and must of necessity 
draw full, but inadequate, sick pay until such time as he is 
translated to another sphere. Under these conditions after¬ 
care schemes must remain in large measure fruitless, for the 
man i9 met by the inflexible rule of his society prohibiting 
him from work whilst drawing sick pay. If he comes off 
his club he cannot earn enough to keep body and soul 
together. 

Quite recently some of the great Friendly Societies have 
recognised that their rules stand in the way of adequate 
treatment, and that without cooperation any progress in the 
desired direction is out of the question. About a year ago 
the matter was brought before a number of leading members 
of Friendly Societies. A lecture by the writer was delivered 
at the Cambridge Medical Schools on August 23rd, 1915, 
followed by a demonstration by Professor G. Sims Woodhead, 
Sir Clifford Allbutt, Regius professor of physic, occupying 
the chair. It was then explained how necessary it was for 
the ex-sanatorium patient to be allowed to work for a few 
hours per day, and at the same time to receive a certain 
amount of sick pay to bring up the money available to one 
adequate for the man s support. Great difficulties were 
encountered at the very outset. 

The carrying out of the suggested proposals would involve 
a complete revolution of Friendly Societies’ rales, for no rule 
was considered ,to be more rigid and unalterable than that 
which states that no member shall, while in receipt of sick 
pay, engage in any form of labour. The revolution—a 
bloodless oue—was, however, effected on the ground that 
“facts” were in its favour, and that it was the duty of 
Friendly Societies to fall into line with the new order of 
things. The local lodge therefore proposed the following 
alterations in their rules: "A member suffering from 
tuberculosis may, with the consent of the court, be allowed 
to do such light work as may be prescribed by a qualified 
medical practitioner as part of his treatment.” Those who 
have had experience of Friendly Societies will recognise how 
great a step has thus been taken, and how far-reaching the 
consequences are likely to be with regard to the treatment of 
at least one disease—tuberculosis. The experiment is 
certainly worth a trial. The one criticism which had any 
weight with the societies was that there might be a tendency 
for the malingerer to benefit. This argument was, however, 
shown to have no foundation in fact, and it was 
recognised that in no case which was suitable for treatment 
would the Friendly Society lose were the suggested scheme 
adopted. Indeed, it was maintained that the only way in 
which societies could lose if the scheme were carried out 
would be if the members who received full pay and did no 
work lived longer than the members who did some work and 
received half pay for a certain period only. They would 
gain by remaining on the present footing if their tuber¬ 
culous members died after a very short illness, but not 
otherwise. 

Certain cases were brought forward in demonstration—in 
fact, the experiment had been started. Selected cases which 
had returned from sanatoriums were provided with work for 
so many hours a day, the wages earned being supplemented 
by a snm sufficient to ensure the patients’ full nutrition and 
maintenance. As the work was gradually increased the 
supplement was diminished, the total remaining the same. 

In a few months, when the men were able to work full time 
and earn a full wage, the allowance was discontinued. In 
every case quoted it was shown that if a man on his return 
from a sanatorium was provided with a certain amount of 
light work and his wages so far supplemented that he could 
obtain an adequate food-supply the results were extremely 
satisfactory. Careful medical supervision was given in 
each case, and the final results appeared to justify the 
amount of energy thus expended. It was pointed out at the 
time that Approved Societies’ rules under the National 
Insurance Act' definitely require that a patient suffering 
from disease must not engage in remunerative or other 
work while in receipt of sickness benefit. It was obvious. 


i Section 8 of the National Insurance Act onsets that sickness 
benefit Is only payable to a member " whilst rendered Incapable of 
work by some speollic disease or by bodily or mental disablement.” 
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therefore, that before progress could be made in the direc¬ 
tion desired the facts of the case should be laid before those 
most deeply interested, in order that an alteration might, if 
possible, be made in the Act, ensuring adequate provision 
for persons suffering from tuberculosis in the stage suitable 
for treatment. As the outcome of succeeding conferences 
and discussions methods were found whereby, it is hoped, 
it may be possible in most circumstances to attain the 
desired end. 

All Friendly Societies have two “sides” from which 
members may obtain benefits, the “State” and the 
“private” side. Attention was first of all directed to the 
latter. The difficulties which might arise if the reform was 
made were first examined, and it was soon seen that, among 
the older members of Friendly Societies at any rate, there is 
antipathy to any alteration in the society rules, the fear of 
the malingerer being the chief obstacle in the way. “ The 
medical attendant would be placed in a very awkward 
position in regard to certain cases which he was called upon 
to treat.” “In his practice he would find that one case 
would be suitable while another would be unsuitable, and it 
would be difficult to explain to the patients themselves 
why one man should have extra benefit while the other 
should be debarred from receiving it.” It was thought 
that “so great a responsibility was too much for 
the general practitioner, and that however desirous he 
might be of doing the right thing, pressure would 
be brought to bear upon him, and so cause unsuitable 
cases to be selected and the funds of the society depleted.” 
It was pointed out to these objectors, however, that tubercu¬ 
losis stands on an utterly different basis from other diseases. 
Since the Insurance Act came into force there have been 
appointed in each county and county borough specially selected 
tuberculosis officers, who occupy in relation to the patients 
an entirely different position from the ordinary medical 
attendant. This officer would not be influenced by the 
same local conditions, nor would he be influenced by one 
society more than another; his judgment would be more 
independent. It was pointed out, moreover, that if a 
certificate were signed by the general practitioner and then 
countersigned by the tuberculosis officer the interests of the 
societies would be safeguarded and the whole would be 
placed on an exceedingly sound basis. 

Certain patients returned from the sanatoriums could safely 
be allowed to follow up their treatment at home if suitable 
employment during certain hours of the day could be found 
for them, and if at the same time they could be allowed a 
certain amount of sick pay and the food allowance could be 
kept up to an amount required for their full nutrition. So 
convinced were certain members of Friendly Societies of the 
soundness of the proposals that steps were taken to bring the 
matter before their high courts for discussion, with the result 
that one high court at least has passed a resolution advo¬ 
cating reform along the line here indicated, and one of the 
greatest obstacles the medical profession has had to contend 
with in the treatment of tuberculosis has been removed. 

It has long been recognised that it is practically impossible 
to draft a patient from a sanatorium to full employment; a 
subsequent relapse is almost inevitable. Under the new 
order of things the patient will be able to resume his full 
work, but gradually, and at the same time be ensured of 
satisfactory home conditions and sufficient food. The scheme 
is being widely discussed at the present time, and Friendly 
Societies throughout the country are giving their closest 
attention to the matter. In various districts strongly 
worded resolutions have been passed pressing those in 
authority so to alter the societies’ rules that every 
obstacle in the way of a man suffering from tuber¬ 
culosis being allowed to work a few hours a day at re¬ 
munerative work and at the same time be in receipt of his 
sick pay may be removed. As far as the private side of a 
man’s club is concerned these resolutions may take effect at 
once, but when the State side [of the society is touched the 
matter requires an Act of Parliament before the object aimed 
at can be directly or fully achieved. But in the absence of 
legislation a scheme has been prepared which, it is believed, 
will virtually procure the same advantages for State-insured 
persons in an indirect manner in suitable cases; this, when 
operative, will embrace all the Approved Society members 
for Cambridgeshire. It is as follows. An After-care 
Association will be set up, having for its objects the relief 
of patients suffering from tuberculosis. The Association will 
work within the area of the county of Cambridgeshire and 


the borough of Cambridge. Any tuberculous member of a 
society that has joined the scheme will be eligible to 
receive from the Association, at its discretion, a weekly 
contribution (whilst doing work under the approval of 
the medical adviser) which will take the place of the 
sickness benefit for which his work renders him ineligible 
under the Act, and he will thus be compensated for the 
absence of that sickness benefit. The amount thus paid to 
a member will generally not exceed the amount forfeited ; 
consequently the tuberculous person will be virtually in the 
position of a person receiving sick pay whilst still engaged 
on remunerative work, varying in amount according to the 
condition of the patient. The constitution of the Association 
is given below, and its formation is possible under Section 21 
of the National Insurance Act. There are, then, two distinct 
aspects of this question : (1) that concerned with the action 
of the Friendly Societies respecting the private side of their 
membership ; and (2) that dealing with the working of the 
Association in relation to those members who pay the State 
contribution. 

Every medical man practising among the members of 
Friendly Societies will recognise what a great step forward 
has now been taken by these societies. Under proper and 
scientific management the results should justify almost any 
optimism both as regards the treatment of tuberculosis and 
as stimulating interest in the tuberculosis campaign. By 
means of a properly representative body the machinery is 
at hand. The question of suitable employment presents 
few difficulties ; it will be in the interest of each society 
concerned to find such employment for its tuberculous 
members, for the sooner such members are off the society’s 
fund the better for other members. Further, there is avail¬ 
able a fund for the after-care of the consumptive which, it is 
hoped, will always be adequate. The working of the experi¬ 
mental scheme herein described will be watched with great 
interest and high hopes, and after a suitable period has 
elapsed it is proposed to give details of the results achieved. 

Rules of thk . Tubebculosis Aeteb-cabe Association. 

1. The Association shall be called the .Tuberculosis After-care 

Association, and shall have for its objects the relieving of persons 
suffering from tuberculosis and In particular of membcrB of Approved 
Societies and Friendly Societies who are ineligible for sickness or 
disablement benefits under the National Insurance Acts or otherwise by 
reason of their doing work remunerative or otherwise prescribed aa 
part of their treatment and approved by the tuberculosis officer. 

2. The funds of the Association shall be derived from subscriptions 
and donations from Approved Societies and Friendly Societies and 
other persons whether members of the Association or not. 

3. Any Approved Society, Friendly Society, or person may become 
a member of the Association with the consent of the Executive 
Committee on payment of the following subscriptions(1.) In the 
ease of Societies with one hundred members or less, for the first 
year, 5s.; for any subsequent year a minimum sum of 2s. 6d. (II.) In 
the case of Societies with more than one hundred members, for the first 
year, 5s. for the first one hundred members, and 2s. 6d. for each additional 
one hundred members or part thereof ; for any subsequent year a mini¬ 
mum sum of 2s. 6 d. per one hundred members or part thereof, (iii.) In 
the case of members other than Societies, a minimum of 5s. per annum. 
Membership may for the purpose of this rule be the number of the 
Society's members resident in the area within which the Association 
works as certified by the secretary of the society or other duly 
authorised officer. 

4. The first Executive Committee of the Association shall consist of 


the following persons. The first Executive Committee shall 

hold office until.and thereafter the members of the Association 


shall elect annually an Executive Committee consisting of not more 
than five and not less than three persons, which shall be responsible to the 
Association for the carrying out of the objecte of the Association. 
Members shall not be entitled to take part, in or vote at the election of 
the Executive Committee whose subscriptions for the year then current 
are unpaid at the date of the election. 

5. The voting powers of members, including honorary members, shall 
be in proportion to the annual subscription paid, and each sum of 
2s. 6d. so paid shall give the power of one vote. 

6. The Executive Committee shall appoint a secretary, whose duty it 
shall be to deal with applications for grants and to keep proper accounts 
of ail transactions. The secretary shall give a guarantee bond to cover 
the amounts in his charge.' 

7. The Executive Committee shall determine the amounts and the 
conditions of any grants made by them. 

8. The Executive Committee may incur management expenses not 
exceeding 5 per cent, of the total income of the Association in any- 
year. 

9. The annual meeting of the Association shall take place in. 

The Executive Committee shall submit to the annual meeting a report 
and a statement of accounts, which shall be duly audited by a 
chartered or incorporated accountant appointed by the Association. 

10. These rules may be added to, altered, or amended only at a 
meeting of the Association held after 14 days’ notice of the meeting 
and of the proposed additions, alterations, or amendments, and by a 
majority of three-quarters of the members present and voting; pro¬ 
vided that the first. Executive Committee may. if they think fit, make 
other rules not inconsistent with these rules which may appear to 
them to be necessary or desirable for the efficient management and 
working of the Association, and such rules shall remain in force until 
the first annual meeting of the Association. 
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AN INQUIRY INTO THE 

CLINICAL AND RADIOLOGICAL DIAGNOSIS 
OF INTRATHORACIC TUBERCULOSIS 
IN CHILDREN OF SCHOOL AGE. 

(J Resume of an Investigation undertaken for the Looal 
Government Board , with Comments.') 

By WALKER OVEREND, M.A., M.D. OxoN., 

B.Sc. Lond., 

CHIEF ASSISTANT. X RAY DEPARTMENT, ST. BARTHOLOMEW'S HOS¬ 
PITAL; HONORARY RADIOLOGIST, EAST SUSSEX HOSPITAL, 
HASTINGS; LATE PHYSICIAN, PRINCE OF WALES'S 
HOSPITAL, LONDON, N.; 

AND 

CLIVE RIVIERE, M.D. Lond., F.R.C.P. LOND., 

PHYSICIAN, CITY OF LONDON HOSPITAL FOR DISEASES OF THE 
CHEST, AND EAST LONDON HOSPITAL FOR CHILDREN. 

The material of this inquiry was formed by 61 children 
between the ages of 5 and 10 years, nearly all being resi¬ 
dent in the district of Bethnal Green. They belonged to 
three classes, A, B, and C ; the first containing children 
with no known source of tuberculous infection in the house, 
the second exposed to infection of slight or limited extent, 
and the third to severe infection, one or both parents having 
in many cases died from the disease. The nature of the 
material was not known to the investigators until the end of 
the inquiry. 

Clinical Examination. 

A routine examination was made of each case, but only 
those points which appeared to give profitable results will 
be referred to here. The cases fell clinically into four 
groups :— 

1. Those without abnormal physical signs. 

2. Those with right-sided paravertebral dullness (Fig. 1), 
and in these, nearly always, there exists some general 
percussion impairment over the upper part or whole of the 
right side, and a tendency to blowing breath sounds at the 
apex. There is reason to believe (from unpublished investi¬ 
gations made by one of us) that right-sided paravertebral 
dullness is generally caused by pressure of enlarged 
bifurcation glands on the right pulmonary artery. 

3. Those with double porn vertebral dullness (Fig. 2) due to 
pressure on lines of communication (? branches of pulmonary 
artery) on both sides. 

4. Those with parasternal dullness (Fig. 3) due, apparently, 
to enlargement of tracheo bronchial glands. Normally, in 


in many cases. Group 2 points to bifurcation glands and is 
often the earliest disease manifestation ; Group 3 suggests 
in addition the involvement of hilum or pulmonary glands ; 
Group 4, disease of tracheo-bronehial glands. 

Lung involvement is notoriously difficult to estimate in 
cases of central disease spreading from hilum glands, as 
occurs in the case of children. In but few were signs 
suggestive of lung infiltration discovered, symptoms were 
ruled out, and there remained only the reflex areas of per¬ 
cussion impairment (Fig. 4) described by one of us 2 as 
present in cases of pulmonary tuberculosis for investigation 
here as evidence of active lung involvement. 

Clinical results.—Class A. —Of 23 children from healthy 
households, 12 (52 per cent.) showed abnormal physical 
signs in the chest. Of these, 7 cases (58 3 per cent.) came 
into Group 2, 4 cases (33 3 per cent.) into Group 3, and 
4 cases (33-3 per cent.) into Group 4. Three cases came into 
two groups ; 8 showed reflex bands of impairment. (Fig. 4.) 
In one case there were signs suggestive of tuberculous 
infiltration of the lung. 

Classes B and C. —Of 19 cases with a limited household 
infection, only 4 were free of signs, while of 19 cases with a 
severe household infection 5 were free of physical signs of 
disease. The remaining 29 cases of these classes (76 per 
cent.) showed signs which brought them into the following 
groups : 17 cases (60 per cent.) into Group 2, 9 cases (31 per 
cent.) into Group 3, and 7 cases (24 per cent.) into Group 4. 
Five cases came into two of these groups ; 9 showed reflex 
bands of impairment (Fig. 4) (in 7 cases this sign was not 
looked for). 

Remarks on clinical results. —Though the incidence of 
abnormal physical signs is much higher (76 per cent.) in 
Classes B and 0 than in Class A (52 per cent.), yet this 
latter is itself so high as to call for special comment. The 
children came from a poor and crowded neighbourhood 
(Bethnal Green) ; among school-children in a healthy 
northern suburb (less laboriously examined) one of us found 
only 1-3 per cent, with signs in Group 2, as against 30 per 
cent. here. Coincidence operating among a small material 
may help to swell the numbers, since two of the cases in 
Class A had been former patients under one of us at the City 
of London Chest Hospital. 

Lung involvement. —It was found that the reflex bands of 
impairment (Fig. 4) suggestive of active lung involvement 
showed a notably higher incidence in Classes A and B than 
in C, suggesting that with longer exposure the active pro¬ 
cesses have time to die down. Blowing breath sounds at 
one apex were marked in 6 cases, and in 1 were possibly due 
to active disease, but in the remainder probably to glandular 



children of this age, there exists about 1 cm. of impairment 
on each side of the sternum. In conditions of disease this 
is increased to 2 or 3 up to 5 cm., mainly on the left side 
curiously enough, since the right glands are those most 
prone to disease. In these cases, as would be expected, the 
chest veins commonly form a visible network, from pressure 
on the vena azygos, 1 and sometimes the external jugulars 
are full from pressure on the superior vena cava. In some 
cases these latter signs were present without the discovery of 
any parasternal dullness. 

The signs thus gave evidence of three different localisations 
of disease, though tending, as would be expected, to overlap 


enlargement or healed lung infiltration. Rdles and crepita¬ 
tions were present in 12 cases, and in many were obviously 
of bronchitic origin. In a few there were heard showers of 
fine crackles, superficial-sounding and often fleeting, generally 
round the nipples or near the lung bases. These seem some¬ 
what characteristic of these cases, but are perhaps of multiple 
causation, atelectasis, lung oedema, pleurisy, perhaps tissue 
sounds, and, more rarely, lung infiltration. Enlarged supra¬ 
clavicular glands were noted in a few cases, and appear to be 
of some value where found. Nutrition was found to be 
better among the cases without physical signs than in those 
showing evidence of disease. 


1 Overend; The Lancet, August 31st, 1901. 


2 Itiviere: The Lancet, August 21st, 1916. p. 387. 
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Radiological Examination. 

Each case was screened and a radiogram taken in three 
positions, supine, prone, and in the oblique posture. The 
appearances of the pulmonary fields were found to fall into 
four types : (a) the normal with good illumination and clear 
pulmonary areas; (4) the cloudy and indistinct; (a) the 
granular; and (d) the cloudy and granular, a combination 
of ( b) and (c). The oblique position was so selected that 
the space between spine and pericardium just above the 
diaphragm was of maximal width, with the leaden disc 
fixed on the fifth spine as near the external margin of the 
chest as possible. 

Radiological diagnosis. — Tracheo-bronchial opacities .— 
Outside the sternum a shadow occupying the posterior 
second, third, and fourth intercostal spaces is frequently 
noticeable. It lies parallel to the sternum, often with a 


Fig. 4. 



sharp straight or slightly curved border, and sometimes 
shows definite outline of glands within it. For diagnosis 
its relation to the trachea and right bronchus must be 
obvious. Occasionally the opacity is as manifest on the 
ventro-dorsal plate ; the oblique radiogram shows these 
glands to spread forwards as well as laterally. When an 
opacity is present on the left edge of the sternum it must be 
distinguished from fa) the bend of the aorta ; (4) an enlarged 
thymus ; (c) a dilated left auricle; (d) pulmonary artery ; 
(e) hilum opacities and infiltration. 

* An increased hilum opacity is generally irregular in shape 
and contains deeper shadows, but its density is commonly 
less than that of the heart, and is therefore readily separated 
from it. If enlarged with an appearance of diffuse cloudiness 
activity is probably present. The external margin of the 
opacity may not be quite definite, but may fade gradually 
into the pulmonary field. Often it has a convex border from 
which lines radiate in a fan-shaped manner towards the 
clavicle, axilla, lateral walls, and diaphragm. Peribronchial 
foci may be present close to the circumference of the hilum 
opacity. 

Enlarged bifurcation glands are practically invisible except 
on the oblique radiogram. In this an opacity is almost 
invariably present, though of varying dimension. For a 
positive diagnosis the right and left bronchi must be 
discernible, the former passing to the left over the spine, 
the latter to the right through the cardiac shadow, and the 
gland shadow must lie between. Its intensity and its 
uniform character or otherwise will determine whether the 
glands are merely swollen. Caseous, calcareous, or shrivelled 
into a small oval fibroid residue. 

Radiological remarks concerning each class. —Of the 23 
members of Class A only 3 (13 per cent.) could be pronounced 
normal to the radiological examination. Of the remaining 
20, 12(52 per cent.) showed no signs of activity, but many 
exhibited marked evidence of old peribronchial infection 
with conspicuous striation, arrested caseous or calcareous 
foci, enlarged hilum opacities, with caseating or calcareous 
tracheo-bronchial and bifurcation opacities. In one case 
a small—now calcareous —primary focus was obvious in the 
lower part of the right upper lobe, and in association with it 
a double calcareous opacity in the lower part of the right 
tracheo-bronchial shadow. Many of the cases were markedly 


granular on the screen, but some illuminated well during 
inspiration. Eight of the 23 (35 per cent.) showed radio¬ 
logical evidence of activity. 

In Class B not one showed an absolutely normal radio¬ 
gram. Altogether 9 exhibited no signs of activity in the 
picture, although the pulmonary fields in each of these cases 
were filled with numerous small foci, producing a finely 
granular appearance, with an accompanying striation (old 
and healed peribronchial tuberculosis). The remaining 9 
(47 per cent.) revealed on the radiogram signs of activity. 

Of the members of Class C 6 (31 per cent.) showed signs 
suggestive of activity to radiological examination ; nearly 
60 per cent, had for the time successfully arrested the pro¬ 
gress of the disease. All these inactive cases showed 
generally dull and granular fields to the fluoroscopic screen, 
permeated on the radiogram by disseminated peribronchial 
tubercle sometimes to the extreme periphery of the lung. 
Occasionally the deposition was unilateral, and sometimes 
restricted to one lobe. In 6 cases the question of activity 
or arrest could not be settled by the methods at our disposal, 
and these it is proposed to re-examine periodically. 

Correlation of Clinical and Radiological findings. 

These were for the most part closely in accord, and may be 
considered under three headings. 

(a) Elands .—1. Tracheo-bronchial.—Wherever clinical evi¬ 
dence existed of their involvement this was confirmed by the 
X rays. In a few cases radiograms showed tracheo-bronchial 
opacity unnoted at the clinical examination, but parasternal 
dullness was not carefully looked for among the earlier cases 
examined. 

2. Bifurcation glands. —These were visible in nearly all 
cases on the oblique radiogram—evidently a definite degree 
of enlargement is necessary to produce the characteristic 
right paravertebral dullness to clinical examination. 

3. Hilum and pulmonary glands. —The relation of hilum 
opacities to double paravertebral impairment could not be 
clearly established. 

(4) Lung. —In hilum tuberculosis—the common form of 
dissemination in childhood—the deep areas of lung affected 
in the early stages lie quite beyond the reach of clinical 
examination. Only when the process reaches nearly to the 
surface are stethoscopic signs present, and only when the 
disease is markedly unilateral does oontrast dullness to per¬ 
cussion make itself evident. When disease is active sym¬ 
ptoms may indicate hidden lung disease, and the reflex 
bands of impairment (Fig. 4) may confirm its presence. 
Where it is arrested clinical signs may entirely fail. It 
appears to be in these cases of deeply situated disease that 
the X rays are particularly of value in giving evidence as to 
its extent and nature. At the same time, school age is 
admittedly the period of greatest resistance to tuberculous 
infection, and active pulmonary disease is far less often seen 
than at ages above and below this period. For this reason 
many of the appearances noted in our series of cases may be 
said to fall short of obvious clinical disease as generally 
understood. In other words, gross evidences of lung disease 
were for the most part absent. 

Evidences of activity. —With a few exceptions the results 
of physical and radiological examination were, on this point, 
in accord. It must be noted, however, that no final appeal 
to symptoms, temperature, or special tests was available in 
this investigation, and this was admittedly a grave draw¬ 
back in slight cases which appeared to be on the borderland 
between activity and arrest. 

Comments. 

Some general remarks on the significance of the findings 
of this investigation may not be out of place. For many 
years the profession has been familiar with the ubiquity of 
tubercle “ infection,” even at school ages, as exemplified in 
the results of the von Pirquet and intracutaneous tuberculin 
tests in the hands of Hamburger and the Vienna school, and 
subsequently confirmed by others for crowded communities 
generally. These results received pathological support from 
the well-known figures of Niigeli, and still more from those 
of Bollinger and Muller, not to speak of more recent contri¬ 
butions. This pathological confirmation served to demon¬ 
strate that tubercle “infection” has a physical basis, and 
depends in truth on actual, though limited, disease, but 
nevertheless it has still been convenient in practice to 
maintain a clear distinction between tuberculous “ infection ” 
and tuberculous “disease ” from the clinical standpoint. The 
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results of the present research only serve to increase our 
sense of the high artificiality of this distinction, since 
they demonstrate that with modern methods of diagnosis 
signs of disease can be detected in infected children 
by clinical methods in the majority and in practically 
ail by means of the X rays. Not only, it appears, is 
tubercle “ infection ” widespread, as we have long known, 
but also actual tuberculous disease of a degree that can be 
detected clinically. This demonstration marks, in truth, 
neither more nor less than an extension into the clinical 
field of the pathological evidence cited, and it seems to call 
for some readjustment of our clinical concepts. 

At the time when Hamburger and Monti’s well-known 
figures showed that some 94 per cent, of children at the age 
of 12 to 14 years were already infected with tubercle there 
were some who received the fact with scepticism. But 
among those who accepted its truth there were not wanting 
persons who took “scare” views of its significance—the 
widespread infection which it indicated loomed large in 
their view 1 Others, with a saner judgment, were more 
greatly struck with the high resistance to tubercle infection 
which the new facts undoubtedly revealed. To them the 
discovery was rather a matter for encouragement than 
otherwise, and paved the way towards modern views on the 
valuable immunity which arises from slight infection among 
civilised communities. The results of the present investiga¬ 
tion seem in a sense to confirm and amplify these latter 
views. Firstly, we cannot but be struck with the power of 
recovery which must exist in later childhood, since the 
majority of these children appear to overcome successfully a 
disease-process of no limited extent. What proportion of 
them will relapse as cases of phthisis when the limits of 
childhood are past can only be matter of conjecture. 
Secondly, it becomes obvious that, at this age period, the 
presence of certain physical signs and shadows of disease, 
apart from clear proof of activity, is not in itself evidence of 
a need for treatment or even, in many cases, for a change to 
more hygienic surroundings. 

We are presented with evidence of infection and truly of 
something more— of disease which has spread so far as to 
modify the normal physical signs and the normal X ray 
picture. Yet these children for the most part may be said 
to flourish in spite of this, and attend school and enjoy life. 
Obviously a wide latitude must be allowed in gauging the 
gravity of these abnormal physical signs; apart from clear 
evidence of active disease, the need for medical interference 
must be based on other grounds. These will usually be 
supplied on the side of symptoms, of which wasting, or per¬ 
sistent malnutrition, is perhaps the commonest. Among an 
infected child community the weighing machine will prob¬ 
ably be found the most practical means of deciding when 
the danger point has been reached or overstepped. In addi¬ 
tion a proportion may reach the physician on account of 
cough, fever and sweating, chest pains, and the like ; no 
record ol symptoms is available, unfortunately, among the 
cases which were submitted to us for investigation. 

At the conclusion we would discount the obvious criticism 
that proof of the tuberculous nature of the processes giving 
rise to the physical signs and X ray shadows described is 
here based on presumptive evidence alone. This must, of 
course, be admitted—no other evidence, in the nature of 
thiogs, could be available. But the presumptive evidence is, 
we think, of a sufficiently sound and ample nature to support 
the conclusions based upon it, and is, moreover, reinforced 
by direct evidence from parallel cases known to us, but not 
coming within the limits of the present investigation. 


The Bishop of Crediton has dedicated a mortuary 
chapel erected for the South Devon and East Cornwall 
Hospital. Dr. Trefusis in his address alluded to the keen 
interest which the late Mr. W. L. Woollcombe had taken in 
the building, for he had presented the handsome carved oak 
altar. By Mr. Woollcombe’s desire his body rested in the 
little sanctuary before burial. 

The Royal Portsmouth Hospital : Treatment 
op Venereal Disease. —The committee of the Royal 
Portsmouth Hospital have approved of the suggestions of 
the Local Government Board in reference to the provision 
at that hospital of facilities for the diagnosis and treatment 
of venereal diseases, provided that no part of the cost shall 
fall on the general funds of that institution, and that resort 
to the facilities for treatment shall be purely voluntary and 
open to all, irrespective of means or residence. 


ENUCLEATION OF THE TONSILS. 

By WALTER G. HOWARTH, M. A.. M.B. Camb., 
F.R.C.S. Eng., 

SURGEON TO THE THROAT DEPARTMENT, ST. THOMAS'S HOSPITAL. 


During the past months soldiers have been sent back from 
France or from the various camps in hundreds to have the 
tonsils removed on account of tonsillitis, quinsy, acute 
middle-ear suppuration, or rheumatism. In the large majority 
of cases enucleation of the tonsil or the complete removal 
of the tonsil with its capsule intact appears to be indicated, 
and as there have been many questions as to the best method 
to adopt it seems advisable to review the various operations 
at onr disposal and to try to estimate their degrees of useful¬ 
ness. It must, however, 


main 

( 1 ) 


be stated that these re¬ 
marks are intended to 
apply to the more difficult 
cases in adults and have 
no reference to the com¬ 
paratively simple 
cases in children, 
where enucleation 
may be accom¬ 
plished by almost 
any method. 

There are two 
types of operation 
Enucleation by dissection ; 
and (2) enucleation with 
the blunt guillotine; and 
of these there are very 
many modifications, which, 
however, are chiefly de¬ 
pendent on details of 
technique or on the use of 
special instruments for 
their claims to notice. 

Enucleation by distortion 
was until a few years ago 
practically the only satis¬ 
factory operation at our 


Fig. 1. 



The tonsil Is grasped by the forceps. 


disposal and owes its popularity in this country mainly to the 
advocacy of Mr. G. E. Waugh and to the simplified technique 
introduced by him. For its performance two tonsil-holding 
forceps, a pair of fine rat-toothed forceps, and a pair of 
blunt-pointed scissors curved on the fiat are the only instru¬ 
ments that are necessary. 


Fig. 2. 


After the mouth has been 

widely opened with a gag 

(Doyen’s or better still 

Denham’s) and the 

tongue drawn forwards by 

means of a silk ligature 

through its tip, the tonsil 

is seized with the 

holding forceps 

and pulled 

forcibly inwards 

towards the 

mouth and at the same 

time a little forwards. 

(Figs. 1 and 2 ) The 

deeper part of the tonsil 

which lies against the 

pharyngeal wall is thus 

made to bulge the anterior 

pillar of the fauces and to 

put it on the stretch. A 

nick is then made in the 

tightly stretched mucous 

membrane just behind the 

point where it is reflected 

on to the tonsil near the 

.inner nnle anti the shinimr The tonsil pulled inwards and forwards, 
upper pole ana tne snimng an(t thus made to bu ,g 0 tho interlor 

white fibrous capsule of the faucial pillar. 

tonsil comes into view. 

When this is seen, a blunt instrument is inserted and swept 
round the outer surface of the tonsil, keeping close to the 
capsule. (Fig. 3.) If the sweeping movement is first 
carried upwards over the top of the tonsil and then down 
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th 

is; 

IT 



The blunt dissector Is swept round the tonsil 
and separates it from the superior con¬ 
strictor muscle. 


alongjthe posterior faucial pillar, the upper pole of the 
tonsil!is shelled from its bed. A firmer grasp of the tonsil 
is ensured by the application of the second tonsil-holding 
forceps to this upper pole, and the tonsil may then be 
drawn somewhat more forcibly into the mouth. Further 
sweeping movements from above downwards with the blunt 
instrument will serve to shell the remainder of the tonsil 
from its bed until it is only held by its firm attachment 
to the base of the tongue. The tonsil is then pulled forwards 

towards the incisor 
Fig. 3. teeth, the blunt- 

pointed scissors 
slipped along the 
dorsum of the tongue 
benea t h 
the ton¬ 
sil, and 
a snip 
through 
the lingual attach¬ 
ment serves to com¬ 
plete the operation. 
(Fig. 4.) 

The initial nick 
through the tightly 
stretched mucous 
membrane may be 
made with scalpel, 
scissors, or the sharp 
tooth of a rat-toothed 
forceps, whilst the 
closed forceps or 
some special instru¬ 
ment may be used as 
a blunt dissector. 
Hmmorrhage may be 
free for a few 
moments after the 
vessels entering the 
tonsil are [torn through by the blunt dissector, but it soon 
stops, and is easily controlled by sponge pressure. 

Enucleation with the blunt guillotine .—The credit of this 
operation belongs to Dr. S. S. Whillis and Dr. F. C. Pybus, who 
first described the procedure in this country several years ago, 
but its recent popularity is due to its re-importation from 
America in the form of an operation on similar lines designed 
by Dr. Greenfield Sluder, of St. Louis. Though the details 

of technique vary some- 
Fig. 4. what considerably, yet 

the principle involved and 
the result achieved are 
the same—namely, the 
enucleation of the tonsil 
complete in 
its capsule by 
means of a 
blunt - bladed 
guillotin e. 
The following 
description, 
though modified by per¬ 
sonal experience, may 
serve to bring out the 
principal steps. The 
patient is placed in the 
recumbent position with 
the head slightly raised. 
The surgeon stands on the 
right side and faces the 
patient. The mouth is 
widely opened by means 
of a gag and the cavity 
of the mouth illuminated 
by a frontal mirror or 
headlight. 

To remove the left ton¬ 
sil the surgeon takes the 
guillotine in his left hand and introduces it from the right side 
of the patient’s mouth. The end of the guillotine is inserted 
behind and rather below the tonsil, between the posterior 
pillar of the fauces and the tonsil, the upper surface of the 
fenestra of the guillotine thus being against the projecting 



The tonsil nulled forward into the 
mouth, attached onty by its lingual 
portion. The empty sinus tonsillaris 
is seen. 


surface of the tonsil. 
(Fig. 5.) This, as will be 
seen from Fig. 5, is a 
reversal of the ordinary 
procedure with the sharp 
guillotine, where the lower 
surface of the guillotine is 
applied against the tonsil. 
The next step consists in 
pressing the end of the 
guillotine behind the tonsil 
towards the pharyngeal 
wall and then drawing it 
forwards and upwards. 

By this manoeuvre the 
tonsil is dislocated on its 
bed (which is the loose 
areolar tissue between the 


Fig. 5. 



upwards, 
the tonsil 


capsule of the 
tonsil and the 
superior con¬ 
strictor of the 
pharynx), and as 
the tonsil is freely 
moveable on this 
bed, it, too, moves 
forwards and 
The free portion of 
is thus engaged in 
the fenestra of the guillotine 
whilst the deep portion of the 
tonsil bulges the anterior pillar 
of the fauces. The guillotine 
is held firmly in this position, 
and the forefinger of the right 
hand applied to the bulging 
anterior pillar can, by stroking 
and pressing movements, make 
the remainder of the tonsil engage in, and slip through, the 
fenestra of the guillotine, care being taken that the anterior 
pillar itself is not also pushed through the fenestra. (Fig. 6.) 
At this moment, with the forefinger of the right hand.still 
in position, the blunt blade 


The end of the guillotine is in¬ 
serted below and behind the 
tonsil. 


of the guillotine is driven 
home gradually. (Fig. 7.) 
This blade having no cutting 
edge forces its way along 
the line of least resistance 
between the capsule of the 
tonsil and the superior 


Fig. 6. 



The tonsit is dislocated forward 
on its bed and its deep portion 
made to bulge the anterior 
faucial pillar. The forefinger of 
the opposite band presses the 
tonsil into the fenestra of the 
guillotine. 


constrictor muscle and thus completely invaginates the tonsil 
through the fenestra of the guillotine. The mucous mem¬ 
brane reflections of the anterior pillar on to the tonsil, and 
of the posterior pillar on to the tonsil, alone hold the 
tonsil and remain to be severed. By pressing home the blunt 
blade very strongly these may be crushed through, and with 
a twisting movement, whereby the under surface of the 
guillotine is brought uppermost, the tonsil in its capsule is 
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successfully removed. The vessels which supply the tonsil 
are crushed and torn through as the blunt blade of the 
guillotine passes through the areolar tissue which separates 
the superior constrictor from the capsule of the tonsil, and 
the bleeding, though free for a moment, quickly ceases as 
the torn vessels retract into 
the superior constrictor F la - 7. 

muscle. (Fig. 8.) 

This short description of / —P>>T\ 

the operation does not con- / . . 

form in many ways to that / / S )S~ AfcSLA \ 
described by Sluder. In his j \ 

laid on a projection of bone 4. \ 

near the back of the lower ,r ’ A agg-a 

jaw, which is called the I 

eminentia alveolaris, and it 

is advised that when the pSs / 


\ (W / tonsil is drawn forwards 

| / j / on * ts bed the end of the 

I I j / f / guillotine should be fixed 

/ JjJ J on this point as a ful- 

ImJJs crum. He regards the 

- YZs tonsil as lying below and 

The blunt blade of the guillotine driven well behind this point, 
home and acting as a ha’!:ms’a!. but my experience is that 

the tonsil is more often 
mainly above this eminence, and that it is better to press 
the end of the guillotine into the wall of the pharynx 
nearer to the upper alveolus. The advantages of this 
manoeuvre seem to me to outweigh the loss of a fixed bony 
point for the fulcrum. 

I have described these two operations, as they seem to me 
to be the two main types, but it is almost unnecessary to say 
that various modifications of them are employed, and the 
subject would perhaps be incomplete without reference to a 
method which is a combination of the two—namely, enuclea¬ 
tion by means of the cold-wire snare. In this operation the 
capsule of the tonsil is displayed, as in the early steps of 
the dissection operation, and at this stage a thick wire snare 
is slipped over the tonsil, and being gradually tightened 
acts somewhat in the manner of the blunt guillotine. The 
operation is much used in America, and is warmly advocated 
by some surgeons in this country. 

As the “dissection ” operation was, until a few years ago, 
the only method, those who have practised it most extensively 
are somewhat inclined to deny merit to any other. A large 
experience of it during the past six years certainly enables 
me to say that: (1) It is applicable to all cases ; (2) it 
ensures the complete removal of the whole tonsil by a 
thoroughly surgical procedure; and (3) an intimate know¬ 
ledge of its technique is essential before embarking on 
enucleation of the tonsil by any other method in a series of 
unselected cases. But when this is said, I think that in a 
large number of cases enucleation with the blunt guillotine 
is the procedure which should be considered in the first place. 
My reasons for this statement are that : (1) It is a much 
simpler procedure ; (2) it is quicker ; and (3) haemorrhage 
is less. 

I am aware that the advocates of the dissection method 
say that it is not possible to remove the whole tonsil 
with the guillotine, and that the lingual process is apt to be 
torn through and left behind. This certainly may occur, as 
the lower pole of the tonsil is somewhat firmly bound to the 
tongue, owing to the fact that some fibres of the palato¬ 
glossus actually pierce the capsule of the tonsil and are 
lost in the tongue musculature, and so the line of cleavage 
may take place above this attachment, but if care is taken 
this may be avoided and the whole tonsil completely 
removed. It is important that pressure should be applied 
over the anterior pillar with the index finger until the 
whole tonsil is felt to have slipped through the fenestra 


of the guillotine before the blunt blade is driven home. 
If the whole tonsil cannot be pressed through the fenestra 
or if during the closing of the blunt blade a portion of it 
bulges up again and cannot be engaged, I think it is better 
to relinquish the procedure and remove the tonsil by dis¬ 
section. If the guillotine is one’s only instrument it is quite 
possible in such cases to remove the tonsil in two pieces, but 
it will be understood that in many cases, after the major 
portion has been removed, it is not altogether easy to engage 
the remainder in the fenestra, and this more especially as 
the portion one has to deal with is lying at the bottom of the 
sinus tonsillaris, and hiemorrhage is free since the mouths 
of the torn vessels are held open in that portion of the 
capsule which still remains applied to the superior constrictor 
muscle. I do not think that the guillotine should be one’s 
only instrument, and it is, I think, the endeavour to apply 
it to unsuitable cases that has led some to minimise its merit 
in suitable cases. 

It is not easy to say what percentage of “ difficult ” cases 
is amenable to the guillotine method, but I should think 
that 70 per cent, would be a fair estimate. In the present 
instance the class of case with which I am concerned is the 
strong muscular adult who has septic friable tonsils which 
are often bound to the underlying muscle by adhesions due 
to peritonsillar inflammation. From the point of view of 
ordinary hospital practice, including women and children, the 
percentage would probably be well over 90. 

The type of guillotine is not a matter of importance, 
provided that it is rigid and has a blunt blade ; the ordinary 
Mackenzie instrument does 

well enough, but guillotines Fig 8. 

with scissor handles are 
more efficacious because 

greater pressure can be / TX.'X 

exerted to crush through the \ 

two layers of intact mucous / /) &" \ 

membrane that must be / 4 / — \ 

severed in the final stage of j L £ - ~ ~ ~ 

the operation. Even with / 
these guillotines an r 

additional tearing movement 

is often required to separate it f J 

the tonsil at the line of fa r J 

crushing, and for this reason l / 

it has seemed advisable to \ yt \ VIY J 

make a double guillotine Vl \ &J/ 

with a blunt blade and a \ Vl’ 

sharp blade which works a 

just beneath it, and which \ H 

may be used to effect the \ A 

final separation after the \ V\ 

tonsil has been displaced \ 

from its bed ItT] 

and is only 

held by the J 

mucous mem- )s1 / s' if Tl 

brane reflec- T /// If 

tions. There \—l/s' / \*\ 

are two . of s' 

common use ,/t^ w O' 

country, one of which was designed J \ 

by myself and the other by Dr. ^ \ 

J. G. F. Elphick. Both these guillo- \ 

tines also serve another purpose— J I I 

namely, that of diminishing the S' v 

hiemorrhage, as the blunt blade s' , 

may be driven home and held in S 

position for a minute or two before Thc ^.niotlnc bring rotated, 
the final severance is effected with so that the under surface 
the sharp blade. becomes uppermost asthe 

This use of the blunt blade as and the tonBil removed.’ 
a hiemostat may be extremely 

useful as the vessels are crushed through and then held 
until coagulation has time to take place, so that when 
the tonsil is removed practically no bleeding occurs. Dr. 
Elphick’s instrument is more especially designed to this end, 
and though it is, I think, unnecessarily heavily built, 
it possesses a ratchet attachment to the handle of the 
blunt blade which obviates the necessity for hand pressure. 
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which mine requires. Both these instruments may be called 
useful improvements on existing types, bnt they are in no 
way a necessity—there are endless others. 

Hemorrhage after the operation is usually slight, and if a 
hiemostatic guillotine is used is practically negligible. Cases 
in which bleeding persists or recurs are, I think, usually due 
to a piece of the capsule being left behind and thus prevent- 
ingjthe proper retraction of the vessels into the superior 
constrictor muscle. I think it is better to remove shreds 
of the muscle with the tonsil rather than run any risk of 
leaving any of the capsule behind. 

If bleeding is troublesome firm pressure with a gauze 
plug or marine sponge placed in the sinus tonsillaris will 
usually stop it. Pressure should be applied from the 
opposite corner of the mouth and kept up continuously for 
15-20 minutes. The ordinary styptics are messy and 
generally useless. If the bleeding is not controlled by this 
method, it may be necessary to suture the pillars of the 
fauces together over a roll of gauze. Michel’s clips are 
useful for this purpose, but require a special instrument for 
their application. I think it important that before the 
patient is removed from the operating table the surgeon 
should inspect the sinus tonsillaris very carefully and see 
that all bleeding bas actually stopped rather than trust to 
the probability of it so doing. 

Amesthctia is a matter over which much discussion has 
arisen, and I believe that the advocates of the dissection 
method still regard very deep chloroform ansesthesia as an 
important factor in the successful performance of the opera¬ 
tion. It is. of course, a help to the operator if the pharyngeal 
reflex is abolished, and there is apt to be less bleeding, as 
there are no movements of the pharyngeal muscles to prevent 
the proper retraction of the torn vessels, but this depth of 
anaesthesia is to my mind not without its dangers, and 
personally I do not employ it or regard it as essential. For 
the guillotine operation ordinary anaesthesia with the chloro¬ 
form and ether mixture is quite adequate. 

I think that it is advisable to give the patient an injection 
of atropine, 1/120 grain, half an hour before the operation, as 
this diminishes any shock that may occur. In some cases 
the pharyngeal wall is pulled upon a good deal, and conse¬ 
quently the pharyngeal plexus disturbed. Atropine helps to 
protect the heart from any reflex vagus impulses that might 
arise from this cause and affect it adversely. 

After-treatment.—The patient should be kept in bed for 
at least a week. Gargling should not be allowed, as it 
disturbs the slough which forms over the sinus tonsillaris 
and increases the liability to bleeding. A simple mouth¬ 
wash will serve to keep the mouth clean and fresh. 

I have no wish to do an injustice to any other operation 
for enucleation of the tonsils, but, as far as my experience 
goes, the two that I have described seem to me to be by far 
the most useful. Enucleation with the blunt guillotine in 
cases amenable to it and the dissection operation as the 
sheet anchor. 

Harley-street, VV. _ 


TREATMENT OF CLOTH BY ANTISEPTIC 
SUBSTANCES IN RELATION TO 
WOUND INFECTIONS. 

By MARY DAVIES, 

BACTERIOLOGIST, THE ROBERT WALTON GOKLKT RESEARCH FUND, 
H6PITAL MIL1TAIKK V.R. 76. 


The object of this paper is to suggest the possibility of 
adopting some means by which clothing may be prevented 
from becoming a potential factor of infection. The present 
method of periodical sterilisation of dirty clothing, as 
practised by some military organisations, can only prove 
reliably effective in cases where the wearers happen to be 
wounded before a fresh contamination of their garments can 
take place. 

It is generally conceded that dirty clothing, when carried 
into a wound by a projectile, becomes a focus of infection. 
In smears made from fragments of cloth removed at opera¬ 
tion, innumerable organisms are seen which correspond in 
form with those found in the pus taken from any other part 
of the infected tract. If planted out bodily into culture- 
media, these fragments sometimes give rise to a large crop 


of gas-forming anaerobic bacilli quite different from the 
aerobic flora revealed in the smears, or grown from swabs 
passed over the surface of the cloth or from the pus issuing 
from the wound. In other cases these organisms are 
already present in full vegetative activity both upon the 
cloth and throughout the entire area of infection. 

Examination of the clothes worn by wounded men return¬ 
ing from the front constantly reveals the presence of spore¬ 
bearing anaerobes and other bacteria usually found in garden 
earth. This is particularly the case when the men have been 
fighting over highly-cultivated districts. It depends upon 
the nature of the wounds to which the bacteria may be 
transplanted whether or not they find conditions suitable for 
their development. 

Work has been done in this laboratory by Dr. Kenneth 
Taylor and myself with a view to ascertaining whether anti¬ 
septic substances incorporated with cloth would have any 
power to inhibit the growth of bacteria after the cloth so 
treated had been exposed to the open air for some time before 
being heavily infected. The antiseptics tested for this pur¬ 
pose included pyxol 5 per cent., formol 5 per cent., tincture 
of iodine 5 per cent., chinosol If per cent., sodium fluoride 
2/ per cent., ammonium fluoride 2/ per cent., thymol 
saturated solution, and guaiaool saturated solution. The one 
finally chosen for further experimentation was pyxol (a com¬ 
pound of cresols and soft soap), which has the advantages of 
being easily procurable, fairly inexpensive, inoffensive as 
regards odour and colour, and not irritating to the skin even 
when undergarments saturated in a 5 per cent, solution are 
worn before the antiseptic has thoroughly dried on them. 
No great alteration is apparently caused in materials thus 
treated. 


Experiments conducted in vitro.—Experiment 1 .—Blue cloth 
from the uniforms of French soldiers was boiled in dilutions 
of pvxol ranging from 0-5 per cent, up to 5 per cent., exposed 
to the weather for one month, and then left uncovered in 
the laboratory for three weeks. After this length of time 
the pieces were heavily smeared with a thick emulsion of 
garden soil containing the spores of B. aerogenes capsulatus 
welchi (perfringens), B. tetani, and other organisms com¬ 
monly found in wounds. Untreated cloth, smeared with the 
same mud in like manner, was used as control. After drying 
for one night at 37 C. the loose dust was shaken off, and discs 
measuring 0 5 cm. in diameter were punched out of each 
specimen. These were pushed into deep melted agar through 
a sterile glass funnel which was then removed, leaving a 
disc at the bottom of every tube. The results were as 
follows 


Tube 1.—Control (untreated cloth). Cloth pushed half-way up tube 
by gas: agar fragmented; gas bubbles issuing from cloth. 

Tube 2.—Control (untreated elotb). Heavy growth throughout tube 
and around cloth. No gas. 


Tube 3.—Cloth treated 4% pyxol 
.. 4.- ,. ., 3 7. „ 

„ 5.- ., ., 27 

,. 6.- .. .. lg ,. 

„ 7.- „ ,. o-6y „ 


Agar around cloth Bterlle for 
0'5 cm. distance. Occasional 
isolated colonies scattered 
throughout rest of tube arising 
from the particles of dust dis- 
lodged during inoculation. 


Similar experiment have been frequently made. The 
results were always consistent. When the above experiment 
was performed with cloth which had been treated two days 
before with pyxol 5 per cent., and dried, a zone of at least 
1 cm. remained sterile around the disc. 

Experiment 2 .—Cloth soaked in a 5 per cent, solution of 
pyxol for 24 hours and aired out of doors for two weeks was 
tested, the discs being dropped one bv one upon a plate of 
agar still sufficiently soft to allow of their sinking in a little. 
Emulsions of a 24-hour broth culture of staphylococcus 
aurens, B. proteus, B. pyocyaneus, and B. aerogenes capsu¬ 
latus (plate inverted for anaerobiosis) were used, as well as 
of a mixed culture from garden soil, and pus freshly taken 
from two cases of badly infected wounds containing strepto¬ 
coccus and other organisms. No growth occurred with the 
treated discs, except in the case of B. pyocyanons, while in 
the controls growth took place in each instance. Each of 
the control discs had an aura of growth around it. B. pyo¬ 
cyaneus appeared to have a partiality for pyxol ; it will 
grow in 2 c.c. of broth to which 0’5 c.c. of a 1 per cent, 
dilution has been added. 


Bacteria adherent to the surface of cloth previously 
treated by pyxol, or remaining within the actual zone of 
its antiseptic influence (0 5 cm. to I cm., according to 
whether two months or one day had elapsed since it was 
applied), did not multiply in the agar. The few dislodged 
in process of implantation were active beyond that sphere. 
The proportion of organisms remaining upon the cloth was 
greater than that of those which became separated. There 
was a remarkable difference as regards growth throughout 
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the total length of a tube full of agar according to whether 
it had been planted with treated or with untreated cloth, 
though both were equally infected. Agar tubes containing 
the latter became completely clouded or broken up by gas 
several hours before isolated colonies appeared in the former, 
in greater or less number according to the amount of dust 
dislodged in process of implantation. 

Experiments on guinea-pigs. — Experiment 1 .— A piece of 
soldiers’ cloth which had been boiled in 4 per cent, pyxol, 
exposed on the roof for nine days and in the laboratory for 
two more, together with a piece of untreated cloth for 
control, were smeared with an emulsion of garden earth 
(tested for and proved to contain B. aerogenes capsulatus, 
tetanus and other pathogenic organisms) and tap-water, 
dried, and a disc 0-5 cm. in diameter punched out of each. 
Two guinea-pigs were anaesthetised, the skin over the region 
of the right thigh being shaved, and painted with iodine. 
An incision was made in the skin and a stab wound in the 
muscles. One of the treated cloth discs described above 
was pushed, through a sterile glass tube, deep into the 
muscle tissue of one pig and one of the untreated discs into 
the muscle of the other. A few drops of lactic acid were 
added in order to promote the growth of anaerobic spores. 
After removal of the tube the wound was closed by strappings. 
The results were as follows :— 

Pig 1—Eon-treated cloth (a large strong pig). 

24 hours : Wound open, purulent discharge, thigh about twice normal 
Bize ; animal apparently sick, but still eating. 

48 hours: Wound open, swelling increased, gas and purulent discharge 
from wound; animal sick, refusing food. 

Killed. Smear from interior of wound Infected by numerous forms 
of bacteria. 

Pig. 2—Treated Cloth (a smaller animal). 

24 hours: Wound open, slight serous discharge, moderate swelling; 
animal well. 

36 hours: Wound closed, swelling less. 

48 hours : Thigh approximately normal in size, wound closed. Some 
induration, but animal apparently well. 

Experiment 3.—Cloth steeped in pyxol three days previously 
and dried, heavily covered with an emulsion of the same 
earth (this time emulsified by infected pus) and again dried 
for two days, was brushed and stamped out into discs as 
before. Untreated cloth was infected in a similar manner. 


Fig. 1. 



Right thigh. Result following implantation of untreated and 
infected cloth, x 10. 


Three pigs were operated, receiving (through the glass tube) 
a disc of cloth inserted into a stab wound made in the 
muscles of each thigh. No cut muscle or lactic acid was 
used in this experiment. The wounds wereclosed by stitches 
in muscle-sheath and skin as before. The results were as 
follows:— 

Time: !*8 hours. 

Right thighs—untreated cloth. Left thighs—treated cloth. 

Pig 1 1 All clean wounds: no dis- Pig P | All clean wounds ; no dis- 

„ 2 r charge. All pigs seemed „ 2 > charge. All pigs seemed 

„ 3 \ well. „ 3 J well. 

Time: 56 hours. 

Pig 1. Leg indurated ; wound clean. I Pig 1. Leg normal. 

m „ „ ; slight puru- ,, 2 . 

lent discharge. 

„ 3. Leg indurated; wound clean. | ,, 3. „ „ 

The animals were then killed, legs hardened entire, then 
dissected, and cloth removed. 


Pig 1 .—Untreated cloth. Right thigh about three times thickness of 
left. Cloth firmly embedded. A large abscess Involving greater part 
of thigh filled with white cheesy material. Remaining tissues 
discoloured and infiltrated. (Fig. 1.) 

Pig 1 .—Treated cloth. Left thigh shows cloth tightly enclosed in 
small cavity. Slight amount of discolouration immediately around it. 
(Fig. 2.) 

Pig 2 .—Untreated cloth. Right thigh about half as thick again as 
left. Cloth enclosed in cavity (slightly larger than left), together with 
a small amount of cheesy material. Cavity connecting with exterior 
surface of leg. Musole around cavity discoloured and infiltrated for a 
considerable distance. 

Pig 2 .—Treated cloth ; left thigh. Cloth tightly enclosed In very small 
cavity. Appearance of surrounding tissues normal except for minute 
abscess a short distance from cloth. 

Pig 3 .—Untreated cloth ; right thigh. Cavity a little larger than 
cloth and connecting with exterior. Tissues around infiltrated and 
discoloured for several millimetres. Large abscess on inner side of 
thigh about 1 cm. diameter, containing white cheesy material. Thigh 
twice as thick as left. 

Pig 3 .—Treated cloth ; left thigh. Very small cavity tightly enclosing 
cloth. Surrounding tissues normal in appearance. 

Fig. 2. 



Left thigh. Result following implantation of treated and 
Infected doth, x 10. 

Experiment 5.— Whole discs, 0’5 cm. in diameter, of the 
same infected cloths as those used seven days previously for 
Experiment 3, were inserted into both thighs of three guinea- 
pigs by means of the same technique. The right legs 
received untreated, and the left legs treated, cloth. Apiece 
of muscle was cut out and reinserted with the disc in the 
left thighs; this was not done in the case of the right thighs. 

Time : 1 day. 

Right thighs—untreated cloth. Lcjt thighs—treated cloth. 

Pig 1. —Skin wound closed. No Pig. /.—Skin wound closed, 
change. No change. 

Pig 2.— Skin wound closed. Slightly Pig 3.— Skin wound closed, 
more induration than on left thigh. Some induration. 

Pig 3.— Skin wound closed. More Pig 3.— Skin wound closed, 
induration than on left thigh. Some induration. 

Time: 2 days. 

Pig 1.— Small amount of swelling. Pig I.—Normal. 

Gradual recovery. 

Pig 2.— Extensive swelling. Pig 2.— Apparently normal. 

Pig 3.— Considerable swelling. Pig 3.— Apparently normal. 

Time: 5 days. 

Pig 2.— Swelling. Pig 2. —Apparently normal. 

PigS.— Symptoms of tetanus. Killed. Pig 3.— One loop of thick 
About 1 c.c. of thin pus in muscles, cheesy pus. Smear showed 
Bacteria numerous in smear—Gram- a few Gram-negative cocci 
negative bacilli and cocci. Gram- only, 
positive bacilli, cocci, and diplococci. 

Time : 17 days. 

Pig 2 .—This animal, though appa- Pig 2. —Apparently normal 
rently in good health, was killed, as in Bize. On opening the 
the right thigh was enormously swollen, thigh a small, freely movable 
Examination showed some sub- tumour the size of a cherry- 
cutaneous oedema. A cystic tumour stone was exposed, and on 
the size of a small egg was exposed on incision was found to contain 
inner surface; this contained about thick cheesy pus and the 
40 c.c. thin w atery pus, which escaped cloth disc. Occasional cocci 
on Incision, leaving the tumour and bacilli, 
collapsed. Cloth dlBC found firmly 
embedded in muscular wall of cyst. 

Streptococcus numerous. 

Results of guinea-pig experiments summarised. —The fact 
that treated cloth was not found to be absolutely sterile 
when removed some days after being inserted into a guinea- 
pig's leg, but that it was walled off by a very small abscess 
cavity (causing no external appearance of inflammation) 
containing a few organisms, seems to suggest that as time 
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goes on the antiseptic properties contained in the cloth are 
absorbed and carried away by the blood, thus allowing the 
survival of some of the more resistant forms of bacteria. 
With untreated cloth streptococci and other bacteria (less 
resistant to the influence of antiseptics although more toxic 
in their effects) appear to multiply in the wound tissues, 
causing an extensive inflammatory reaction often affecting 
the whole limb, with consequent suppuration and induration. 
The difference between the appearance of the thighs im¬ 
planted with treated cloth and of those with control cloth 
was very striking and constant. 

It is obvious that the severity of an infection must, to a 
great extent, depend upon the size of the dose of pathogenic 
bacteria which is put into the muscles under conditions 
favourable to their multiplication. It is also logical to 
suppose that an antiseptic introduced into the same place 
and at the same time would sensibly diminish the number of 
individual organisms which could simultaneously awaken 
into activity. The power of the antiseptic would doubtless 
decrease by degrees, but as the spores would probably also 
develop at a proportionately slow rate the body of the animal 
should have far less difficulty in combating such a gradual 
infection than if it were suddenly called upon to meet a host 
of virulent invaders while still suffering from the damage 
caused by the injury itself. 

Conditions. 

1. It is possible experimentally to prevent cloth from 
becoming a ferns of infection in the test tube and in wounds 
by treating it with an antiseptic before it is contaminated 
with infected material. 

2. Cloth thus prepared remains sufficiently antiseptic to 
inhibit growth of spores and bacteria (provided these remain 
attached to it and do not become dislodged), even when it is 
implanted into culture media favourable to their growth. 
Some degree of bactericidal value is retained after at least a 
month’s constant exposure to hot sun and storms of rain, 
and probably for a greater length of time. The antiseptic 
contained in the cloth diffused into agar to a distance of at 
least 0 5 cm. from material exposed to the air for seven weeks, 
preserving a sterile zone around a cloth disc planted into a 
tube inoculated with bacteria. This suggests that were 
underclothing also to be treated in the manner described it 
might, to some extent, lessen the vitality of organisms such 
as streptococci and staphylococci upon the skin, as the 
moisture arising from the latter should cause the diffusion of 
a certain amount of antiseptic. 

3. An open wound coming into contact with antiseptic 
clothing should be less likely to become badly infected, even 
if both clothes and skin are extremely dirty at the time, than 
is the case when neither clothes nor skin have any property 
of inhibiting the growth of the bacteria with which they 
become saturated in the course of trench fighting. 

4. It is also probable that body lice would find the constant 
diffusion of antiseptic substances inimical to their well-being. 
No experiments have been made in that connexion in this 
laboratory, but the idea of using antiseptics against vermin 
is not new. 

5. If these deductions are correct, the practice of periodi¬ 
cally impregnating the clothing of armies upon active service 
with an antiseptic would fully repay its cost in reducing the 
proportion of highly septic wounds. Such a result would be 
so desirable that if it be possible of attainment no time 
should be lost in attempting to bring it about. The organi¬ 
sation already in existence for cleaning and sterilising the 
soiled clothing of troops could probably be used, as the" 
addition of antiseptic to the water in which they are boiled 
would involve little extra trouble or expense. In view of 
the fact that pyxol has given the best results in these experi¬ 
ments, it is suggested that antiseptics of the cresol type 
would be the best to use. 

I am deeply indebted to Dr. Kenneth Taylor, who very 
kindly performed the animal experiments, besides giving me 
every possible help in the way of supervising and criticising 
my share of the work, and to Mr. H. E. Magee, who under¬ 
took the microscopical sections. My thanks are also due to 
Dr. Joseph A. Blake for his kindness in reading over and 
approving of this paper. 

Since writing the above further experiments have been 
made with cloth treated in March last. This was reinfected 
with pus containing B. aerogenes capsulatus and strepto¬ 
coccus and remained perfectly sterile when reintroduced 
into culture-media. 


Jlebiefos anb JUiites of $oaks. 


Laboratory Manual in General Bacteriology. 

Prepared by the Laboratory of Bacteriology, Hygiene, 

and Pathology, Michigan Agricultural College. London : 

Chapman and Hall. 1916. Pp. 418. Price 10s. Qd. net. 

This is a schedule of practical work in general bacteriology 
which is based on the lengthy experience of the teachers of 
the subject in the Michigan Agricultural College. The work 
is divided into a series of lessons, each of which affords 
instruction in some general method or is used to demon¬ 
strate some important bacteriological fact or principle. The 
ground covered is very extensive, and the time occupied 
by the course must be long. In Part I. general cultural 
methods and morphology are dealt with, and Part II. is 
concerned with the physiology of micro-organisms. The 
applications of bacteriology to the investigation of air, water,, 
sewage, soil, and plants are studied in Part III., which, in* 
addition, treats of the problems of the dairy, the diseases of' 
animals, and the phenomena of immunity. The book is. 
intended to be used in the laboratory, and the actual work 
to be carried out in each lesson is stated and instructions, 
are given as to the methods to be employed. In addition, 
there are short explanations of the methods or the 
theoretical principles which the practical work is intended 1 
to teach the student, and appended to most of the* 
lessons are questions as to the deductions which may 
be drawn or the information which may be obtained 
from the experiments made. The first part certainly puts 
the student in possession of all the most important tech¬ 
nical methods employed in bacteriology. In the second part 
the exercises seem well selected to demonstrate the principal 
facts in the physiology of micro-organisms, especially as 
to their food requirements and fermentation activities. The 
practical applications of bacteriology studied cover a wide 
area and are naturally tinged with the special interests of 
agriculture. At the end of each lesson references are 
supplied to text-books or special manuals which illustrate 
the work done. 

Courses of bacteriological instruction are so varied in their 
aim and so modified by contingent limitations that it is difficult 
to utilise, as a whole, any scheme which has not been devised 
for the particular circumstances, but it may be safely predicted 
that this book will be of considerable service to teachers. The 
course, to make it suitable for medical students, would require 
to be shortened in many directions, and expanded somewhat 
in others. There is a very full bibliography attached, and 
the book is well printed and illustrated. 


LIBRARY TABLE. 

The Healthy Girl. By Mrs. Joseph Cunning, M.B. 
Lond., and A. Campbell, B.A. London. Henry Frowde 
and Hodder and Stoughton. 1916. Pp. 191.—Price 4*. 6d. 
net.—This book is the product of the experience of a medical 
director to an open-air school and of a lecturer on hygiene 
at a technical institution. The authors describe it as an 
attempt to help the girl who is leaving school to understand 
herself, and to be of use to mothers and teachers in regard to 
school life. We think the attempt will succeed. Without 
anything new and startling to say, the authors contrive to 
make each subject they deal with of interest and to clothe 
the dry bones of hygiene with an attractive garb of everyday 
application. We get much elementary physiology re-stated 
in simple language, but the chapter on work and rest embodies 
the results of original observation at 8windon School. 
Graphs are given showing the fall in weight of girls working 
for an examination and the rise in weight during the summer 
holidays. There are wise remarks on concentration. 
“Working hoars should be short, and during that time 
there should be absolute concentration ; if the hours are too 
long, the girls fall into a habit of half-working in self- 
defence, or with an enthusiastic teacher they are overdone.’" 
“An Australian who came over a year or two since was 
struck by the little work done in so much time.” “ I have 
noticed the way in which boys and girls will go on with 
home lessons all evening in a hot room ; they had much 
better have a real break in the middle." These considera¬ 
tions are strikingly similar tj those emerging from the 
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experience with munition workers, and have a Dermanent 
value. We commend the book to the study of teachers, 
parents, and older girls. 

Notes on the Causation of Cuncer. By the Hon. ROLLO 
Russell. With a Preface by Dr. Dawtrey Drbwitt. 
London: Longmans, Green, and Co. 1916. Pp. 116. 
Price 3*. 6d. net.—The late Mr. Rollo Russell had been as an 
undergraduate at Oxford a diligent student of science, and 
maintained throughout his life an engrossing interest in the 
influence of physical factors on human life and health. One 
such study of the relation of the atmosphere to health 
brought him the medal of the Smithsonian Institution, and 
he was chosen by the Royal Society to be the historian of 
the great cataclysm at Krakatoa. It was, therefore, with a 
well-trained and judicial mind that he turned to the subject 
of the causation and prevention of cancer which occupied 
his later years. “Preventable Cancer: A Statistical 
Research ” appeared in 1912; “ The Reduction of Cancer” 
a little later ; and the book before us has been completed for 
the press by Mrs. Russell after her husband’s death. Mr. 
Russell concluded from his investigations, which covered the 
incidence of cancer the world over, that irritation is the 
chief cause of cancer, and that the source of this irritation 
is to be found in the diet. He found that cancer is very 
common in the richer and more luxurious countries of the 
world, less common in the frugal countries, and very un¬ 
common or absent in those countries where simple cereal, 
vegetable, or fresh raw animal food and fat is the staple, 
and where food and drink are unstimulating, fresh, and cool 
—that is (as he adds) not far above blood heat and without 
toxic matter. Mr. Russell was so sure of his ground that he 
advocated a great national campaign of instruction on these 
lines. 

Materia Medioa, Pharmacy , Pharmacology , and Thera¬ 
peutics. By W. Hale White, M.D. Lond., Senior Physician 
to Guy’s Hospital. Fifteenth edition. London : J. and A. 
Churchill. 1916. Pp. 712. Price Is. 6d. net.—A new 
edition of this well-known handbook has so far continued to 
appear during each year of the war. In this edition, as in 
the fourteenth, the data have been adapted to the new 
British Pharmacopoeia published at the end of 1914. Other 
additions have kept the book up to date, for evidence of 
which it is only necessary to turn up in the index such 
headings as arsenobenzol, galyl, and tetanus antitoxic serum. 
The book will maintain its popularity among students and 
practitioners. 

Aids to Bacteriology. By C. G. Moor, M.A. Cantab., 
F.I.C. ; and William Partridge, F.I.C. Third edition. 
London : Baillitire, Tindall, and Cox. 1916. Pp. 278. 
Price 3s. 6d. net.—This is not a mere cram-book. It is a useful 
summary of the whole field of bacteriology in its relation to 
disease both in man and animals. The paragraphs on 
technique are succinct but easy to follow, space being saved 
by the omission of out-of-date methods. The book contains 
the results of the recent researches, with special mention of 
the lessons to be drawn from the bacteriological experiences 
on the field of battle. 

Vocabulary of Indian Medical Substances and Drugs. By 
C. M. Gupta, F.T.S. Lahore: Khosla Bros. 1916. Pp. 237. 
Price 11** 4 d. post free.—The author, who was formerly 
assistant of the director of public instruction in the Punjab, 
has made exhaustive study of Indian medical lore and has 
bestowed much labour on this compilation. Following a 
short introduction, in which the various systems of medicine 
are defined, there is an index covering 41 double-column 
pages giving in alphabetical order the names of Indian 
medicinal substances, mineral and vegetable, and a vocabu¬ 
lary spread over 192 pages, each opening of two pages 
being divided into seven columns, giving respectively : 
(1) The names of the drug in Urdu or Bhasha and in 
Roman characters ; (2) Sanskrit; (3) Arabic ; (4) Persian ; 
(5) English ; (6) familiar languages—i.e., Latin, Greek, 
Hebrew, or Saxon ; and £l) the reputed properties of the drug 
in English. Another table gives the names of parts of plants, 
such as root, stem, leaf, and so forth, in the various languages 
enumerated above, while there is an arrangement of medical 
preparations in order of Ayurvedic forms of medicines as 
given by ancient writers. The book should prove useful to 
those engaged in pharmaceutical investigations on the 
indigenous plants of India. 
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NEOCAINE-SURRENINE. 

(The Anglo-French Drug Company, Limited, Gamagb 
Buildings, Holborn, London, E.C.) 

The composition of neocaine-surrenine is simple. One 
gramme of neocaine is combined with two milligrammes of 
borated adrenalin. The adrenalin is animal-derived (Taka- 
mine), and not a synthetic product. Neocaine itself is 
described as a synthetic preparation of French manufacture, 
a type of cocaine with a di-methyl-ethyl-benzol grouping. 
This combination has received trial in surgical and in dental 
practice, and, while it is said to be equal both as an anaesthetic 
and in rapidity of action to cocaine, it possesses one-sixth 
of the toxicity of that alkaloid. It is further stated that it 
does not produce a habit. It is employed as a local anaes¬ 
thetic, and the anaesthesia is said to be complete from 5 to 15 
minutes after the injection, while lasting from 30 minutes to 
1| hours. The activity of the neocaine-surrenine is increased 
when the powder is dissolved in proper quantity in isotonic 
serum which is supplied with the anaesthetic. Neocaine- 
surrenine itself is contained in convenient sterile “ gelules 
in the one case 0'05 gramme of neocaine-surrenine is present, 
and in the other 0 50 gramme. Solutions are also prepared 
ready for use in sealed ampoules. 

SOUP SQUARES AND ROLLS (DIRK BRAND). 
(Gordon McDonald and Company, 13, Northumberland- 

ALLEY, FeNCHURCH-STBEET, LONDON, E.C.) 

We have received an interesting series of dry-soup pre¬ 
parations from these manufacturers of soup and meat 
extracts. The specimens comprised contents for preparing 
respectively kidney, hare, ox-tail, mock-turtle, and pea- 
soups. They all yielded first-rate soups, possessing the 
characteristics of the respective constituents, and ailord 
a very convenient way of preparing extemporaneously 
nourishing soups. The process by which these preparations 
are desiccated has been quite successful, for they are 
nutritious and palatable. 

COLLOSOL IODINE AND COLLOSOL SULPHUR. 
(Crookes Collosols, Limited, 50, Elgin-crescent, 
London, W.) 

Medicaments in the colloidal state promise to become of 
considerable importance in therapeutics. It is well known 
that the colloidal state connotes an increased activity of the 
agent. Indeed, in some cases the agent is practically inert 
until it is in the colloidal condition. This appears to apply 
particularly to colloidal sulphur, and the claims made in 
regard to its therapeutic effects deserve attention. Sulphur, 
of course, is an important constituent of the animal economy, 
and at the moment greater attention is being given to the 
role of sulphur in metabolism. Whether the administration 
of sulphur proves to be important or not, it is evident that it 
is desirable that it should be given in a form that is readily 
absorbed. This does not appear to be the case with ordinary 
elementary sulphur, while absorption is secured when 
colloidal sulphur is employed. In this form recent trials 
appear to indicate that colloidal sulphur gives benefit in 
cases of rheumatism and other disorders in which some 
relief has been suggested by the use of sulphur or of organic 
sulphur compounds. The fluid exhibited the usual charac¬ 
teristics of a colloidal condition. We have also received a 
specimen of colloidal iodine which again presents the agent 
in its most active form, aud smaller doses than usual can be 
employed with equal therapeutic effect. It is stated that 
colloidal iodine does not give rise to “ iodism.” The solu¬ 
tion is practically colourless and exhibits none of the charac¬ 
teristics of ordinary iodine fluid, but is shown to contain 
plenty of iodine on decomposing it with well known chemical 
reagents. It is applicable in all cases where iodine has been 
shown to be therapeutically valuable. This comparatively 
new field of pharmacology is suggestive, and no doubt the 
preparation of other medicaments in colloidal form will 
follow when their advantage over ordinary preparations is 
established. 
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SOLIDIFIED FORMALDEHYDE. 

(L. WARNEP., 1 AND 3, JEWIN CRESCENT, LONDON, E.C.) 

The volatilisation of formaldehyde for disinfection pur¬ 
poses can be readily and conveniently effected, as is indicated 
by an apparatus, designed for the process, which we have 
received from Mr. Warner, together with the contained 
solidified product. A small tin bowl contains a layer of a 
wax-like substance. This is placed over a lamp provided, 
with the result that the wax melts and there is a separation 
of water, and as the heat rises vapour is given off strongly 
impregnated with formaldehyde. Each fumigator, according 
to the amount of formaldehyde used, is calculated to treat a 
definite cubic capacity ; thus one ounce is sufficient for the 
disinfection of 1000 cubic feet. The apparatus is so sealed 
before it is opened that its disinfecting capacity is preserved 
unimpaired. The tin bowl is inverted into a saucer, which 
subsequently forms the lamp ; the rim of this saucer is filled 
with wax, which effectually keeps the solidified formaldehyde 
up to strength and prevents the escape of the disinfectant. 
This is a very ingenious contrivance. 

EMETINE BISMUTHOUS IODIDE. 
Burroughs Wellcome and Co., Snow HtLL-BUiLDtNGS, 

London, E.C.) 

While the value of emetine hydrochloride in amoebic 
dysentery is well established, the necessity of injecting 
hypodermically is sometimes a hindrance to treatment, and 
it has been found that this method is not so successful when 
dealing with two classes of cases. The first class consists 
of patients who have undergone relapse after treatment and 
have become chronic “ carriers.” The second class includes 
those who are apparently “ contact carriers ” without a 
previous history of dysentery or treatment. In such cases it 
would appear from investigations carried out in the depart¬ 
ment of biochemistry and pharmacology, Medical Research 
Committee, that the oral administration of the double iodide 
of emetine and bismuth promises results more favourable 
than those obtainable by the hypodermic injection of emetine 
hydrochloride. The original investigations were carried out 
with material supplied by Messrs. Burroughs Wellcome 
and Co., who now offer this double salt as * ‘ Tabloid ” Emetine 
Bismuthous Iodide gr. 1, keratin-coated. The “Tabloid” 
products are very convenient for administration, and as the 
source of the drug guarantees its purity and is that from 
which the supplies of the original investigators were drawn, 
it may be safe to assume that those who desire to try this 
treatment will be doing so under most favourable conditions 
by using “Tabloid” Emetine Bismuthous Iodide. 

SMALL TEA. 

(Brooke Bond and Co., Limited, Goulston-street, 

Aldgate East.) 

The chief claim made in regard to this tea is that it con¬ 
sists only of the fine part of the leaf edge, and that all stalky 
and coarse fibre is carefully rejected. Upon this is based the 
view that it contains a minimum of tannin or practically no 
free tannin at all. Farther, the leaf is reduced to small flakes, 
which, of course, effects an economy, since the infusion of 
the principles in hot water is thus facilitated. We recorded 
our experience in a report in The Lancet some years ago 
that as a rule tea was more physiologically acceptable when 
its five-minutes' infusion was found to contain caffeine and 
tannin in the ratio of one of the former to three of the latter. 
In other words, a good tea yields neither an excess of tannin 
nor an excess of caffeine. An inferior tea may yield one or 
the other. A bitter-tasting tea, for example, generally means 
that the caffeine is in excess, while a harsh astringent tea 
commonly shows an excess of tannin. When, however, 
the caffeine and tannin are present in the ratio we have 
suggested, a definite compound tannate of caffeine appears 
to be present. It is noteworthy that when we reported upon 
certain teas as containing in a five-minutes' infusion this 
exact ratio of caffeine to tannin the expert tea-taster pro¬ 
nounced the tea of superior quality. We have examined 
this “small tea” on the lines suggested by the results of 
this inquiry, and we found that the caffeine and tannin were 
present in approximately the ratio of one of the former to 
three of the latter. Thus the tannin amounted to 8 20 per 
cent, and the caffeine to 2 80 per cent. There is thus 
neither free caffeine nor free tannin, both being present in 
true combination. This accounts, in our opinion, for the 


excellent character of the tea infusion made with “small 
tea.” The flavour is peculiarly soft and round, while there is 
agreeable body and aroma. The claims in regard to this 
tea under the heads of digestibility and palatability appear 
to ns to be quite justified. 

B.D. BREAD. 

(Bread Developments, Limited, Oak Tree House, 
Matlock.) 

There can be no doubt that an important economy in the 
making of bread is effected when it is “ raised ” by means 
other than that of yeast fermentation. The chief loss, of 
coarse, in yeast-raised bread is due to the conversion of part 
of the carbohydrates into carbonic acid gas and alcohol. 
Some authorities state that yeast-raised bread is prone to 
cause dyspepsia owing to live yeast being left in the loaf, 
which subsequently excites fermentation in the stomach. 
B.D. bread is raised without yeast, and, besides, is made 
from the whole wheat berry. It is stated that one 6ack of 
280 lbs. produces 120 quartern loaves, whereas in the making 
of ordinary bread the same quantity of flour yields 96 
quartern loaves. Our analysis of the bread showed it to be 
of high nutritive value, the proteins amounting to 7 49 per 
cent., against an average of 6-5 per cent, in breads contain¬ 
ing approximately 40 per cent, of moisture. The sample 
of B.D. bread which we examined contained 45 16 percent, 
of moisture. The bread keeps well, is of the brown or whole¬ 
meal type, and is palatable, with an attractive wheaten 
flavour. It contains the branny particles, which carry an 
important amount of phosphates, besides the so-called 
vitamines. The total mineral matter amounted to 1-46 per 
cent. The economic production of bread in the way 
suggested is. of course, a matter of considerable importance 
just now. _ 


Stefa fnbcittitms. 


THE GWATHMEY GAS OXYGEN APPARATUS. 

The feature of this method of anaesthesia is the sight 
feed. This is a glass container with a column of water, into 
which the oxygen and nitrous oxide pass by means of two 
tubes. The tube for the former has four standardised holes 
below the water level, that for the latter five. The first 
oxygen and the third gas hole give an approximate pro¬ 
portion of 10 per cent, oxygen and 90 per cent, gas and some 
litres per minute. Each additional hole amounts to an 
increase of 10 per cent, of the components of the mixture. 
The gas and oxygen cylinders are suspended from a stand 
with conveniently placed control valves. On the gas outlet 
of the sight feed there is an ether attachment, which is on the 
wash-bottle (Junker) style, with a controlling stopcock. In 
position “pass ” there is no contact between gas and oxygen 
and ether. In position “ on ” gas, oxygen, or the mixture pass 
through the ether, and intermittent positions allow fractions 
of the mixture to pass through the ether and the balance 
direct. An adjustable mercury gauge is attached for intra¬ 
tracheal work, as well as a safety blow-out in case of the 
pressure rising beyond permissible limits through kinking of 
the rubber connexions. A lamp is fixed for warming the gases. 
A gas bag with an air-tight face-piece is provided, also a 
nasal inhaler. The bag in working is filled with gas, and the 
mask is applied with the gas running through the third or 
fourth jet and the oxygen at the first hole. The ether posi¬ 
tion is at the commencement at “pass,” after the first half¬ 
minute it is turned on so as to obtain complete anesthesia, 
then it is turned off and used as required for deeper anaes¬ 
thesia and complete relaxation as the individual case requires. 
Experience will give dexterity in switching the ether on and 
off and in maintaining absence of cyanosis. Combined with 
Crile’s method of local infiltration the results are found to be 
most satisfactory. It has obtained much favour in the United 
States, and has been used here by various anesthetists, who 
have reported favourably upon it. 

The portable outfit with three cylinders weighs about 
100 lb. It is manufactured by the Foregger Company, 
of New York, and can be obtained in this country through 
Mr. Hope Pearse, of Norfolk House, London,E.C. It can be 
supplied with an oxygen-producing plant as well as a wash- 
bottle apparatus for chloroform and ether. 
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SURGICAL DIRECTOR FOR ASSISTING IN THE 
EXTRACTION OF LOCALISED FOREIGN BODIES. 

When an embedded ballet or piece o£ shell has been 
localised by X rays, it is usual to mark a point on the 
patient’s skin beneath which vertically, at a given distance, 
the foreign body is shown to be lying. This is the quickest 
method, and speed is specially desirable at the present time 
in view of the large numbers of wounded who pass through 
the surgeon's hands. It may, however, become seriously 
inaccurate if care is not taken to ensure that the position of 
the patient on the operating table is identical with the 
position previously occupied on the X ray couch. It is 
obvious, for example, that if a spot be marked on the 
thigh below which vertically at a considerable distance 
-a bullet is situated, the slightest rotation of the limb 

■ will confuse the indication, for it will no longer be 
true that the foreign body is situated in the plumb-bob 

dine from the point marked on the surface. The vertical 

■ direction only holds good for the one position, which position 
must be maintained during operation, or at least there must 

-be some means of referring to this position when required. 
Jhe difficulty is still greater in the case of a bullet in the 


skin where these three feet touch can be marked with silver 
nitrate, and as ordinarily they will be outside the operative 
incisions, they furnish a useful means of reference for the 
surgeon. When the wound is deepened and the flaps pulled 
aside by retractors, the original direction for the foreign 
body is likely to be lost, but if this arrangement is placed 
again over the part, its three feet coinciding with the posi¬ 
tions previously marked, the needle in the centre will inevit- 
ably point in the ascertained direction of the foreign body, 
and can, of course, be pushed down into the operation 
wound and right through the tissues until it impinges upon 
the bullet which is being sought for. The exact depth of the 
foreign body can also be marked on the needle. The needle 
with its holder can then be hinged backwards out of the 
way so that the surgeon may have an uninterrupted view of 
the position. 

The general design of the apparatus will be best appre¬ 
ciated from the stereoscopic illustrations here given. The 
needle may be seen projecting right down upon a bullet 
(through a hole drilled in the skull), and it will be evident 
that, the needle always maintaining the same direction, the 
tripod arrangement on the surface will again furnish the 
required information, although the original mark may have 



brain, for, owing to the roundness of the skull, the direction 
of the foreign body is not easy to keep in view once the 
operation has begun. 

The idea occurred to me that it might be of some assist¬ 
ance to the surgeon if a simple arrangement could be devised 
which, on being laid over the part, would give at once the 
required direction at any moment while the operation was 
proceeding. Dr IV. Ironside Bruce 1 has constructed a very 
ingenious X ray director for use with a combined radio- 
graphic couch and operating table, but the little instru¬ 
ment I have to bring forward, while involving the same 
idea of a vertical guide, is quite a small and portable 
(even pocketable) contrivance, intended for occasional refer¬ 
ence by the surgeon as may be necessary, and capable of 
being removed entirely out of the way when it has served 
its purpose. It consists of a circular metal piece, some 6 in. 
in diameter, supported on three feet, and carrying a hinged 
arm above, which serves as a needle-holder. Within this 
holder iB fixed a long needle, capable of movement only 
upwards and downwards, and arranged so that its point can 
correspond exactly with the marked spot on the skin. Each 
of the three feet is furnished with a separate screw so as to 
permit of the whole arrangement being levelled upon any 
rounded or unequal surface. The respective points on the 


been obliterated by the superficial incision. The needle is 
made to pass through a small block of vulcanite which 
insulates it from the metal, so that with the telephone 
attachment - the needle will detect the metallic foreign body 
on contact. The shape and size of the levelling framework 
can, of course, be varied in any desired way to suit the 
surgeon. An extra attachment may also be added for use in * 
cases in which the surgeon prefers not to operate from the 
vertical plane. This takes the form of a separate needle- 
holder (not shown in the illustration), with a needle adjust¬ 
able in any direction in which the surgeon chooses to go to 
work. It is simply attached to the main instrument, and 
by so arranging the verticle needle that its point coincides 
with the needle at which the bullet is lying, the second 
needle can be run down or across at the selected angle 
until the points of the two needles are in contact. The 
second needle will then indicate as accurately as the first 
the direction of the foreign body along the plane which 
has been chosen. 

Messrs. Watson and Son, Great Portland-street, W., are 
the makers of the apparatus. 

James Mackenzie Davidson, M.B., C.M., 
Honorary Consulting Radiologist to the Military Hospitals 
Park-crescent, "W. of the London District. 


1 Tax Lancet, Feb. 6tb 1915, p. 275. 


Tug Lancet, Jan. 39th, 1915, p. 217 
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special circumstances may render scopolamine and 
morphine justifiable and advisable treatment, but 
he condemns it as a routine method. In this con¬ 
nexion it is important not to overlook the fact that 
success with any newly introduced treatment is 
far more apt to be reported than failure. It is 
possibly true that the critics and opponents of 
“twilight sleep” have not been more numerous in 
recent medical literature in this country than its 
supporters; but inquiry amongst those who have 
tried the methods on any large scale in maternity 
institutions reveals a degree of dissatisfaction very 
much greater than a summary of published cases 
would indicate. 


Domiciliary Treatment of 
Tuberculosis. 

The Local Government Board issued last week 
an Order prescribing anew the methods of domi¬ 
ciliary treatment to be employed in the cases of 
insured persons who are suffering from tuber¬ 
culosis, and who are approved by the Board for 
the purposes of the National Insurance Act. The 
term “ sanatorium benefit,” as employed in the 
National Insurance Act, is not a happy one, for 
it gives a wrong idea of the measures which 
have been adopted. It suggests that all patients 
coming under the control of the Act are sent to a 
sanatorium, and thereby gives support to the 
popular belief that when an individual is the 
subject of tuberculosis, more particularly of the 
pulmonary variety, a sanatorium is the only 
place where successful treatment can be adopted. 
Both these suppositions are incorrect; a patient 
under “ sanatorium treatment ” may be sent either 
to a sanatorium or to a hospital, or be treated 
in his own home. But when a patient is told 
that under the insurance scheme he will be sent 
to a “ sanatorium ” he expects to be transferred 
forthwith to the country, and is much disappointed 
when he finds that he is retained in an urban insti¬ 
tution, not being in a condition to undergo the 
routine treatment adopted in the more modern 
sanatoriums. This is at the present time par¬ 
ticularly noticeable in men discharged from 
the Army suffering from pulmonary tuberculosis, 
who have been led to infer that they will at once 
be sent to the country; many of them have 
too advanced disease to render treatment in a 
sanatorium advisable and must be retained in 
hospitals. In many instances they have already 
been for several weeks in military hospitals, and are, 
to use their own expression, “ fed up ” with hos¬ 
pital life. They therefore refuse further treatment 
and return to their homes. It would be of great 
advantage to men with less advanced disease if 
they were kept under military control, so that they 
would not have the power, as they now have, to 
select where they will go. 

If the term “ tuberculosis benefit' had been 
employed in the Act instead of “ sanatorium 
benefit,” the expression “ domiciliary treatment ” 
would have been better understood, and, if we 
remember rightly, discussion in this direction 


did arise during the passage of the Act. Domiciliary 
treatment must be of the first importance in the 
national treatment of tuberculosis. It enables the 
tuberculosis authorities to keep in touch with those 
patients who have been treated in sanatoriums and 
have returned to their own homes, for such patients 
are likely to have a recurrence of the more acute 
symptoms unless the mode of life inculcated during 
their treatment is as far as possible maintained, and 
the educational value of the sanatorium worked 
for all it is worth. Domiciliary treatment is without 
appreciable risks to others in many cases, assuming 
that the patient is under the care of the tuberculosis 
officer, and that the attention of health visitors 
ensures the hygienic arrangements of the home 
being made as satisfactory as circumstances permit. 
Keeping the advanced cases in their own homes is 
obviously unsatisfactory owing to the possibility of 
infection, and for the care of such cases domiciliary 
treatment requires no popularisation. But until 
institutions for advanced cases are forthcoming no 
other course is open, and the risk of infection 
can be diminished by the watchful care exercised 
by the nurses and visitors from the local 
dispensary. 

The work of the medical practitioner in charge 
of such cases has been made heavy by the regula¬ 
tions in regard to the reports demanded. He was 
required to keep a continuous record of the 
clinical history of the illness of the patient 
and particulars of the treatment given to the 
patient under his direction, and to submit the 
card or sheet containing the record periodically to 
the consulting (i.e., tuberculosis) officer. Under 
the new regulations now issued, to come into force 
on .Jan. 1st, 1917, the medical practitioner will 
be required to “ prepare and transmit to the 
consulting officer at such reasonable intervals, 
not being less often than once in every three 
months, as may be arranged between them, a 
report in regard to each patient” in a form which 
has been already set forth. This form is not 
unduly complicated, and is so arranged that the 
necessary information can be provided without 
much labour. Among the points inquired into the 
practitioner has to state whether the conditions 
under which the patient is living are satisfac¬ 
tory, especially with regard to food and personal 
attention, and also whether the patient is fully 
carrying out the instructions which have been 
given. The abolition of continuous records will 
appreciably diminish the calls upon the time of 
practitioners undertaking the domiciliary treat¬ 
ment of insured tuberculous patients, while the 
supervision of the cases will be more practical and 
thorough under the new arrangements. For the 
regulations contain clauses directing that each 
patient shall be examined by the consulting officer 
not less often than once in every 12 months, 
and that the practitioner shall confer with the 
consulting officer should need arise, The advanced 
cases will thus receive due medical attention, and 
the less severe or arrested cases will be supervised 
with a view to enabling the patients to pursue 
their avocations without being a danger to the 
community. 
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Annotations. 


“Ne quid nimia.” 


A HOSPITAL AND AMBULANCE MUSEUM. 

In a recent letter to the Times Sir John Furley 
proposed the establishment of a museum for the 
display of ambulance and hospital material, with a 
view to the study and comparison of the various 
patterns of apparatus and equipment that are 
brought forward from time to time, and the attain¬ 
ment of a standard as the result of such comparison 
and of the criticism that would arise. This propo¬ 
sition was first made several years ago, when Sir 
John Furley submitted to the late Lord Wantage a 
scheme for standardising the various patterns of 
stretchers and other means of sick transport. From 
his long and varied experience in the methods of 
dealing with the removal and disposal of wounded 
men in many campaigns, Sir John Furley has been 
much impressed by the suffering that results 
from the transfer of the man from one stretcher 
to another, such transfer being rendered necessary 
because of the variation in dimensions of the 
numerous patterns in use. On account of this 
the ambulance carriages available with any parti¬ 
cular force might not be able to accommodate 
the various stretchers of the different units from 
which the wounded men would be derived. The 
main proposition is that a museum should be 
opened in London or the suburbs, under the control 
of a small committee of experts, and that any 
object or appliance accepted should be exhibited 
for a year ; and at the end of this period it should 
be removed if, in the opinion of the expert 
authorities, it was found to have been improved 
upon, or superseded by a subsequent invention. 
In this case, the latter should then be substituted 
for the original appliance under similar conditions. 
Everyone interested and experienced in the subject 
would then have an opportunity for comparing the 
inventions, criticising, and possibly further im¬ 
proving them in some points. The result would 
be that inventions which had been put forward 
long ago, and condemned by competent authorities 
as useless, would not continue to be re-introduced 
as supposed valuable improvements by well- 
meaning persons unacquainted with the prac¬ 
tical history of ambulance development. Sir John 
Furley’s original proposition fell through, partly 
because no eligible site was available. It may 
be remembered that Mr. Henry S. Wellcome has 
offered £2000 to be awarded in prizes for im¬ 
provements in motor ambulance construction 
for Red Cross field-work, and that in 1914 a 
Commission was formed to deal with the matter. 
At the Royal Army Medical College in Grosvenor- 
road we understand that there is a considerable 
amount of material illustrating progress in ambu¬ 
lance construction, and no doubt the military 
authorities w'ould be approached in the first 
instance by the supporters of Sir John Furley s 
proposal. As to the practical value and interest 
of such a collection, suitably arranged and con¬ 
veniently accessible, we imagine there can be no 
two opinions—indeed it is surprising that there 
should be no such comprehensive exhibition 
already in existence. 


THE THORACOSCOPE IN ENDOPLEURAL 
OPERATIONS. 

At the International Congress of Medicine held 
in London three years ago Dr. H. C. Jacobaeus, of 
Stockholm, gave an account of laparothoracoscopy, 
or the art of inspecting the peritoneal or pleural 
cavities through an instrument resembling a 
cystoscope pushed into them. This inspection can 
also be used, in the case of the pleural cavity, for 
the purpose of controlling operative procedures 
such as the division of pleural adhesions by the 
electric cautery. In a recent paper 1 Dr. Jacobaeus 
recounts his further experiences with the thoraco¬ 
scope and galvano-cautery, employed on five 
patients with pulmonary tuberculosis who had been 
treated by the establishment of artificial pneumo¬ 
thorax. In each case X ray examination showed 
the presence of pleural adhesions preventing com¬ 
plete collapse of the affected lung. Under local 
anaesthesia the thoracoscope is pushed into the 
pleural cavity through a convenient intercostal 
space, usually the fourth, fifth, or sixth, between the 
nipple-line and the mid-axillary or scapular line. 
The trocar for the galvano-cautery is then pushed 
through the intercostal space next above or below 
the thoracoscope, as maybe most convenient, and the 
two instruments are manipulated in such a way as 
to give the operator a good view both of the adhe¬ 
sions it is desired to sever by cautery and of the 
progress of the severance. Dr. Jacobaeus remarks 
that the X ray examination does not as a rule give 
full or satisfactory information as to the nature of 
adhesions present in the pleural cavity, or the ease 
with which they will be reached by the galvano- 
cautery ; the operative manoeuvres are often 
unexpectedly difficult. In one case, after the 
adhesion had been burnt through, the cautery 
was brought too close to the pleura, and the 
patient felt a slight sudden pain. In another 
there was a slight capillary oozing of blood 
from the pleural end of the severed adhesion; 
the oozing could not be checked by the cautery, 
and must have stopped spontaneously, for no ill 
consequences ensued. In a third patient the local 
anaesthesia was unsatisfactory and the operation 
was painful in consequence; three bands of 
adhesions were burnt through, but a fourth could 
not be reached by the cautery. Ten weeks later 
the X ray examination showed that a pulmonary 
cavity previously measuring 3 by 3 cm. had collapsed 
considerably, measuring only 1 by It cm.; five 
weeks later it had almost entirely collapsed. In 
another patient whose lung had collapsed upwards, 
as a result of the artificial pneumothorax treat¬ 
ment, but was prevented from fully collapsing by 
the presence of a broad adhesion passing forwards, 
outwards, and downwards, there was great difficulty 
in effecting the severance. As soon as the cautery 
had been got to work on the adhesion the latter 
slipped away, probably as a result of the respiratory 
movements. In consequence the two instruments 
had to be manoeuvred into position again 10 or 12 
times before the adhesion was fully divided, the opera¬ 
tion taking 30 to 40 minutes. The results, however, 
were satisfactory. In a fifth patient there was a 
large and thick pleural adhesion running from the 
lung upwards, backwards, and outwards to the 
second or third rib in the scapular region. The 
thoracoscope was inserted in the seventh intercostal 
space in the scapular line ; the galvano-cautery was 
entered in the fifth space just internal to the 

iNordiskt Medicinskt Arkiv, 1914* Klrurgi, Afd. I., h. 4, Stockholm, 1915. 
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anterior axillary line. The thick adhesion was 
burnt through in the course of a few minutes and 
the lung collapsed at once. The pleural cavity was 
then aired to disperse the fumes caused by the 
burning, when it was seen that blood was dripping 
slowly from the pleural end of the severed adhesion ; 
but this haemorrhage ceased spontaneously, after 
about 50 c.c. of blood had escaped into the pleural 
cavity. This blood was absorbed in a few days with¬ 
out becoming septic, as was proved by paracentesis 
five days after the operation. Dr. Jacobaeus gives a 
full discussion of each of his cases, coming to the 
conclusion that his method of dividing pleural 
adhesions in suitable patients is undoubtedly of 
great service, promoting the full collapse of the 
lung, tending to cause the healing of pulmonary 
cavities and lessening the amount of the sputum. 
His paper is illustrated by a series of skiagrams, 
which show clearly the presence of pleural adhesions 
before operation and the fuller collapse of the lung 
that follows their severance. In addition he gives 
a full account of the histology of the pleural 
adhesions met with in pulmonary tuberculosis; 
many of them, as two plates show, are highly 
vascular structures. 


STREPTOCOCCAL INFECTIONS IN THE ANGLO- 
EGYPTIAN SUDAN. 

Dr. Albert J. Chalmers, director of the 'Wellcome 
Tropical Research Laboratories, Khartoum, has 
recently, in collaboration with several other experts, 
published in the Journal of Tropical Medicine and 
Hygiene a series of very interesting “ notes ” on 
streptococcal infections in the Anglo-Egyptian 
Sudan. Already four of these “ notes" have 
appeared. The first dealt with septicmmia arising 
from the streptococcus equinus, which was found 
in pure culture in blood taken from a vein of a 
young Sudanese groom who had accidentally injured 
his big toe, the injury having remained untreated 
for some time. When the case came under observa¬ 
tion there were cellulitis and abscess of the groin 
and scrotum, and from this he died 10 days after 
admission to hospital. This appears to be the first 
time that the organism has been recorded as 
pathogenic to man, and also apparently the first 
occasion in which it has been recognised in the 
tropics. When the streptococcus equinus was 
differentiated by Andrewes and Horder it was 
thought that the organism was devoid of pathogenic 
properties. The second “note” on streptococcal 
puerperal fever in the Sudan was discussed in 
The Lancet on its appearance. 1 The third of 
the series deals with some pathogenic strepto¬ 
cocci belonging to the fmcalis group which are 
believed not to have been, so far, described as 
occurring in the tropics. In this “ note ” four cases 
of illness are mentioned in which streptococci of 
the fmcalis group were found and which belonged 
to two species—namely, S. faecalis (Andrewes and 
Horder, 1906) and S. versatilis (Broadhurst, 1915). 
These organisms, it seems, may gain an entrance 
to the circulation in man and may cause a sub¬ 
acute form of septicaemia and heart affection in the 
tropics, as in temperate climes. The fourth “ note” 
is on the vaccine treatment of streptococcal 
puerperal fever, and gives incidentally the results 
of this method in two illustrative instances. In 
Maliommedau countries, as is known, obstetrical 
practice is attended with difficulties not experi¬ 
enced by practitioners at home. It is, for 

1 Tas Hkcet, April 29th, 1916, p. 926. 


example, extremely difficult to obtain permission to 
examine, douche, or curette the uterus in Mahom- 
medan women, though there is less opposition to 
the taking of blood for examination from a vein. It 
is therefore possible, when the latter is allowed, 
to identify the particular organism which is 
causing the illness, and as a result to treat the 
case by special vaccine methods. The urgent 
necessity for cleansing the cavity of an infected 
uterus is obvious ; but it often happens that the 
Mahommedan woman prefers to risk death rather 
than submit to the cleansing process if it is to be 
carried out by a European medical man. The 
vaccine treatment offers an opportunity of raising 
the resistance of the body against the germs which 
may be passing from the uterus into the blood 
stream in such small quantities that they are 
killed in the blood and yet do not produce suffi¬ 
cient reaction to raise the antibacterial powers of 
that fluid. If necessary, polyvalent serum with 
saline injections can also be used to combat and 
remove the toxins. Under these conditions it is 
important to know the strains of streptococci caus¬ 
ing puerperal fever in any district and to prepare a 
polyvalent vaccine for that district. Having decided 
that vaccine therapy is to be used, the experience at 
Khartoum in vaccines of all natures is that the 
therapeutic dose should be sufficiently large, and 
it is believed that failures of vaccine therapy may 
be due to the use of too small doseB. It may be 
mentioned that Dr. George Haddad, medical officer, 
Civil Hospital, Khartoum; Dr. Atiyah, medical 
officer in charge of the Civil Hospital, Omdurman; 
Mr. Alexander Marshall, assistant in the Bacterio¬ 
logical Research Laboratories, Khartoum; and 
Captain W. R. O’Farrell, R.A.M.C., protozoologist to 
the AVellcome Tropical Research Laboratories, col¬ 
laborated respectively in one or other of the four 
“notes” published by Dr. Chalmers. These com¬ 
munications have all been of value and full of 
interest to medical practitioners in the tropics and 
at home, and we trust that the series will be 
steadily continued. _ 

THORIUM IN PYELOGRAPHY. 

In the Johns Hopkins Hospital Bidletin for June 
Dr. J. E. Burns has called attention to the value 
of a new substance for pyelography—thorium. 
Collargol, which is generally used, has an irritant 
action when it escapes into the tissues and death 
has followed its use. Its elimination from the 
urinary tract is somewhat prolonged in conse¬ 
quence of its viscosity. It stains everything into 
which it comes in contact and is expensive. Various 
attempts have been made to replace it without 
success. An ideal solution for pyelography should 
be non-toxic (within ordinary limits of usage), 
non-irritating, quite opaque to the X rays, have a 
marked degree of fluidity permitting ready escape 
from the urinary tract, and be inexpensive. As 
the opacity to the X rays depends on atomic weight, 
Dr. Burns decided to investigate thorium, which is 
the second heaviest known element. The nitrate and 
chloride are very soluble, giving markedly acid and 
astringent solutions, which precipitate salts in the 
urine and proteins. They are also irritating. All 
these qualities render them unfit for clinical use, 
but they are valuable for the injection of pathological 
specimens for radiography. After a series of experi¬ 
ments with various salts of thorium it was found 
that a solution containing a double citrate of 
sodium and thorium with an excess of sodium 
citrate and some sodium nitrate gave excellent 
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results. To make the solution 10 gm. of thorium 
nitrate are dissolved in a little distilled water. 
To this solution, kept on a water or steam bath, are 
gradually added 30 c.c. of a 50 per cent, solution of 
sodium citrate, care being taken to shake the solu¬ 
tion after each addition. At first, after the addition 
of the citrate, a white gummy precipitate is formed, 
which later becomes granular, and finally dissolves 
on the addition of all the citrate. The solution is 
then made neutral by the careful addition of normal 
solution of sodium hydroxide,and made up to 100 c.c. 
with distilled water. On filtration a clear solution is 
obtained, which when sterilised by boiling is ready 
for use. The shadow of the renal pelvis and 
ureter given with this solution is of remarkably 
clear delineation. In addition to its great opacity 
to the X rays the solution, either by its adhesive 
properties or its absorbability by calculi, accentuates 
the shadows of the latter in the urinary tract when 
they are not ordinarily seen in X ray plates. Its 
non-irritating properties are shown by the facts 
that no urinary symptoms have followed its 
use, and that subsequent cystoscopic examina¬ 
tion or operation within a few hours have 
shown no signs of irritation. The solution 
is introduced by gravity, as it has been shown 
that with the syringe over-distension of the renal 
pelvis may result. Small doses of the thorium 
solution given intravenously produced no effect, 
and larger doses caused diarrhcea. Fatal doses 
were so high that they would allow the use of 
140 c.c. in the case of a man of 70 kilogrammes, ten 
times as much as is required for a pyelogram and 
hundreds of times greater than the amount which 
could possibly be absorbed during the procedure. 
The solution has been used in 125 cases at the 
Johns Hopkins Hospital without any untoward 
effects. In one case as much as 600 c.c. were intro¬ 
duced into the bladder, ureters, and pelves of a 
boy, aged 12 years, suffering from dilatation of the 
Idadder, double hydro-ureters, and hydronephroses 
due to congenital obstruction of the posterior 
urethra. Attempts to simplify the solution were 
not successful. A solution containing only double 
neutral citrate of sodium and thorium proved toxic 
to animals. 


BRADYCARDIA WITH BIGEMINAL PULSE. 

Dr. P. H. Enthoven, of Amsterdam, records 
(Nederl. Tijdschr. voor Geneeskun.de, Amsterdam, 
1916, i., 2275) the case of an apparently normal 
militiaman of 28 who was thought to stand 
in need of an operation for hernia. On examina¬ 
tion he was found to have a remarkably slow 
pulse, which entirely altered in character on 
exertion. No history of syphilis or of abuse of 
tobacco or alcohol could be obtained ; the only 
fact of note elicited was that the man became 
short of breath on violent exertion, which he con¬ 
sequently avoided as far as possible. His father, 
who was dead, was said to have shown a similar 
bradycardia. On examination the man was practi¬ 
cally normal apart from the cardiac condition. He 
was taken into hospital for diagnosis. The slow 
and irregular pulse became slow—36—and regular 
after (perhaps in consequence of) rest in bed, but 
the electrocardiogram showed a continual bigeminy 
due to extrasystoles following 0'04 second after 
each cardiac systole. The conduction-time in the 
bundle of His was normal—0'12 second. The pulse 
was regular, the extrasystoles were ineffective, 
and did not affect the pulse at the wrist. Electro¬ 
cardiograms taken while the patient was up and 


about showed the cardiac action to be very irregular 
both in frequency and also in detail so far as the 
records of the various waves building up the tracing 
of each complete systole were concerned. There 
were numerous irregular or alternating extra- 
systoles arising from various localities, such 
as the auriculo-ventricular junction or the right 
ventricle, with occasional complementary pauses. 
Dr. Enthoven remarks that the diagnosis of 
this patient's cardiac condition was obscure. 
Extrasystoles such as he showed are commonly— 
in 19 cases out of 20—-due to taking digitalis, a 
drug he had never used; for the rest, they may 
follow infectious or nervous disorders, of which, 
again, the patient showed no evidence. It was 
therefore decided to try the effect of certain drugs 
on his cardiac action—namely, morphine, atropine, 
digitalis, and adrenalin, obtaining evidence by 
means of electrocardiograms. A plate containing 
seven electrocardiographic reproductions is given. 
It was found that the subcutaneous injection of 
a twelfth or a sixth of a grain of morphine hydro¬ 
chloride did not affect the heart’s action ; the con¬ 
clusion was that the vagal centre in the medulla 
was not depressed by these doses, and was either 
hypertonic or indifferent. Subcutaneous injections 
of 1/60 and 1 120 gr. of atropine sulphate, a drug 
which paralyses the endings of the vagus, appeared 
to be without any obvious influence on the action 
of the patient's heart; it is argued that this ex¬ 
cludes the possibility of increased vagal tonus. 
The exhibition of 3 or 4 grs. of powdered digitalis 
leaves produced no change in the electrocardiogram 
taken 36 hours later ; the drug is one that increases 
the autonomy of the cardiac muscle and lessens the 
conductivity of the bundle of His. Finally, adrenalin 
was administered, 1 c.c. of the 1 in 1000 solution 
being injected hypodermically. This caused the 
pulse-rate to quicken up from 44 to 62, and 
the extrasystoles disappeared from the electro¬ 
cardiogram for about an hour and a half. The 
action of adrenalin is, according to Elliott, equiva¬ 
lent to stimulation of the sympathetic nerves. 
Speaking generally, Dr. Enthoven finds it impos¬ 
sible to explain some of these observations ; if the 
case was one of vagotony, or increased vagal 
tonus, wherein the secondary autonomous cardiac 
centres caused extrasystoles during the long pauses 
due to vagal inhibition, why did not atropine 
quicken the pulse by abolishing this inhibition ? 
If, on the other hand, the case be regarded from the 
point of view of the sympathetic nervous system, 
is it to be assumed that the patient showed the 
“ sympothotony ” of Eppinger and Hess because 
so small a dose of adrenalin produced so distinct an 
action on the pulse-rate for so long a time? Again, 
is the patient to be regarded as a sick man ? Dr. 
Enthoven answers “ No ” to this question, adding 
that the patient’s heart has an abnormally small 
reserve of power to fall back on. It may be added 
that triple heart sounds were at times heard at the 
patient’s apex; the third of these was the least 
well heard, and is explained by Dr. Enthoven as 
the sound caused by the incomplete and premature 
extrasystoles. _ 

At the Section of Obstetrics and Gynaecology of 
the Royal Society of Medicine the first meeting will 
take place on Thursday next, Oct. 5th. A special 
discussion w ill be held at the meeting of the section 
on Thursday, Nov. 2nd, which will be opened by 
Dr. S. G. Moore, the subject being “ The Need for 
Improvement in the Care of Pregnant Women.” 
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THE FOURTH AND FINAL REPORT OF 
THE YELLOW FEVER COMMISSION 
(WEST AFRICA ). 1 


The Yellow Fever Commission, appointed by the Secretary 
of State for the Colonies in January, 1913, to study the 
nature and relative frequency of the fevers occurring in West 
Africa, including yellow fever, have already issued three 
reports. The first and second of these we reviewed in 
The Lancet of Jan. 23rd, 1915, and the third on May 6th, 
1916. In addition, the Commission has published three 
supplementary volumes containing reports of the investigators 
appointed by them and of the other experts who participated 
in the work. The first report set out the scope of reference 
of the Commission and the steps which had been taken to 
give effect to these instructions. In their second report they 
dealt chiefly with the history of yellow fever in relation to 
the West African Colonies, and the third report was almost 
entirely devoted to questions connected with the claim of 
Dr. Harald Keidelin that he had discovered the virus of yellow 
fever in the form of bodies to which he had given the name 
of Paraplasma flavigenum. But the careful investigations of 
the Commission led to the conclusion that these bodies had 
no pathological significance, and that they were in no way 
specially connected with yellow fever. 

Ihe Fourth and Final Report. 

This report is divided into five parts : the first gives a 
r£sum6 of the Commission's previous work; the second deals 
with the presence of various fevers among natives and 
Europeans in West Africa, including yellow fever ; the third 
is devoted specially to the consideration of yellow fever in 
various aspects ; the fourth contains suggestions for further 
research and in regard to “quarantine,” the general con¬ 
clusions at which the Commission have arrived, and also 
reference to the special services of the expert investigators 
and others ; while the fifth part consists of four appendixes, 
including one by Dr. L. Gr. Chacin Itriago, giving his 
experiences of yellow fever in Venezuela, and one by Dr. 
Alexander Lundie, formerly of the West African Medical 
Staff, relating his own personal recollections of an attack 
of the disease. The work of the Commission was greatly 
upset by the outbreak of war, and many researches which 
had been begun had in consequence to be abandoned. 
Some of the experts had to take up other work in the 
service of their country, and it was found necessary to 
recall members of the West African Medical Staff who had 
been acting as appointed investigators under the Commission. 
For these and other reasons the inquiries had to be brought 
to a termination, leaving many of the problems under 
investigation unsolved. It is, however, suggested by the 
Commissioners that possibly, at a later period when condi¬ 
tions have become more favourable, these researches may 
be resumed and carried to a successful conclusion. Another 
adverse circumstance was the fact that some members of 
the Commission were called upon for other service abroad. 
Professor W. J. Simpson, for example, was absent on an im¬ 
portant mission in East Africa from May, 1913, to January, 
1914 ; Sir Ronald Ross was engaged in special work in Cyprus 
during March and April, 1913. and was on military duty in 
Egypt from July to the end of November, 1915 ; Dr. Andrew 
Balfour, who was added to the Commission towards the end 
of 1914, was called up for service in the Eastern Medi¬ 
terranean in July, 1915. The services of Sir William 
Leishman have not been available since the beginning of the 
war. So that the joint labours of the Commission were 
greatly hindered by these absences of the members. 
Altogether 74 meetings were held and a considerable number 
of expert witnesses placed their special knowledge at the 
disposal of the Commission. 

General Conclusions of the Commission. 

The following fevers other than yellow fever and malarial 
fever are met with on the West Coast of Africa—viz., 
typhoid, paratyphoid, and pappataci fever; (possibly) 
undulant fever and seven days fever, and possibly also 
dengue in a sporadic form ; but there is no evidence of the 
occurrence of widespread epidemics of any of these fevers in 

1 Yellow Fever Commission (West 1 Africa), Fourth and Final Report. 
London. 1U16. J. and A. Churchill. Pp. 274. Pricc5s.net. 


recent times. Malarial fever is the most widely diffused of 
all the fevers met with in West Africa. Yellow fever is 
endemic in the British and other dependencies on the 
West Coast, but no sufficient evidence has been obtained of 
its occurrence in the Republic of Liberia. The number 
of cases diagnosed in the British dependencies as 
yellow fever has not exceeded 60 in any one year 
during the last six years, nor 180 in all ; but the Commission 
are of opinion that many more cases have occurred. 
Probably the continuous presence of the disease is main¬ 
tained by the existence of endemic foci and areas or other¬ 
wise rather than by its almost universal prevalence amongst 
the native population. The latter is not immune from yellow 
fever, although, as a rule, when attacked the natives suffer 
from a milder type of the disease than Europeans. So far 
the nature of the virus remains unknown. There is nothing 
to show that yellow fever has been brought to West Africa 
during recent years from outside Africa. Epidemics of a 
disease have occurred in other parts of Africa presenting 
some features of a kind similar to those met with in 
yellow fever, and in these epidemics the mortality amongst 
the natives appear to have been much greater than usually 
now occurs when natives of the dependencies on the West 
Coast arc attacked by yellow fever. A disease of uncertain 
nature known to the natives by various names, one of which 
is “ yellow eye,” prevails in certain dependencies, usually 
at a distance from the coast. The knowledge of such diseases, 
other than malaria, common amongst the native population, 
both children and adults, inhabiting the “bush”is, however, 
very defective. In conclusion, the Commission feel that it is 
hardly necessary to emphasise the prime importance of a 
vigorous prosecution of anti-mosquito measures against all 
mosquito-borne diseases. Certain special acknowledgments 
of assistance by various authorities are made and the report 
is signed by the five Commissioners—viz., Sir James Kingston 
Fowler, Professor W. J. Simpson, Sir Ronald Ross, Sir 
William B. Leishman, and Dr. Andrew Balfour; it is also 
countersigned by the secretary, Mr. Alexander Fiddian, 
of the Colonial Office. 


MEDICINE AND THE LAW. 


Rent-stroke as an Accident: Pyper v. The Manchester 
Liners , Limited. 

This was an appeal under the Workmen’s Compensation 
Act, 1906, from the decision of a county court judge in 
favour of the representatives of a stoker who died in the Red 
Sea from heat-stroke. In support of this award it was 
argued that the decision in Ismay, Imrie, and Co. v. William¬ 
son must govern all cases of heat-stroke and that compensa¬ 
tion must be paid in such cases as for an accident. It was, 
however, urged on behalf of the employers that the deceased 
had complained for several days of the excessive heat, and 
although he said that be was ill had resumed work on 
the day of his death, succumbing finally in the afternoon. It 
was contended that this enabled his case to be distinguished 
from that of Williamson, who was suddenly and unexpectedly 
overcome by the heat of the furnaces. In delivering a 
reserved judgment in favour of the employers the Master of 
the Rolls said that the nature of the injury seemed to have 
been accurately stated in the original application as “ heat¬ 
stroke and exhaustion on the 2nd, 3rd, 4th, 5th, and 
6th of June, 1915, death taking place on the last-named day.” 
An amendment made at the hearing before the county court 
judge giving as the date of the accident June 6th did not 
diminish the effect of this original statement, which was fully 
borne out by the evidence. His lordship was prepared to 
follow the judgment in Ismay, ice., v. Williamson in similar 
circumstances, but not to extend it to a case where 
every element of an accident was wanting. Lord 
Justice Pickford arrived at the same conclusion after 
saying that he had had doubts as to whether the case of 
Ismay, ice., v. Williamson, Maskery r. Lancashire Shipping 
Co., and other decisions, in which the first-named had been 
followed, did not apply. There was not, however, in those 
cases a voluntary submission to a well-known normal cause 
affecting the greater part of the crew and known by the 
deceased to be likely to affect him, though he did not know 
to what extent. Lord Justice Warrington gave judgment to 
| the same effect, and the appeal, as stated, was allowed. It 
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may be noted that in the case of Maskery one of the points 
raised unsuccessfully was that tnere was no evidence to 
prove that the heat-stroke was the result of exposure to the 
heat of the furnaces, and not the result of the normal heat 
in the Red Sea to which the whole of the crew was exposed. 

Inquest on an Old-age Pensioner. 

At a recent inquest at Southwark Dr. F. J. Waldo had an 
opportunity to call attention again to a point in connexion 
with old-age pensions, which has now become of increased 
importance owing to the war. As is well known, instances 
occur of old people trying to subsist upon their pensions, 
although entirely without other means. The result, unless 
they give up the attempt in time and enter the work- 
house, is likely to be death from starvation. In any 
case the struggle, while it continues, must entail consider¬ 
able suffering upon aged persons whose ambition to remain 
free and independent causes them to avoid having recourse 
to the Poor-law until the last possible moment. At the present 
time the rise in prices due to the war renders existence upon 
5n. per week even more impracticable than before. In the 
case of the death inquired into at Southwark, the deceased 
was an old man, 85 years of age, who died in St. George's 
Infirmary, and who, according to the evidence of a relative 
with whom he had lived, had so good an appetite that it was 
found impossible to keep him on 5s. per week. He had, 
however, added to his own difficulties by entering a Poor-law 
institution, through doing which he forfeited his pension, and 
by then leaving the workhouse before he had taken steps to 
obtain the renewal of the weekly dole. The jury appears to have 
found a verdict of “ Accidental Death,” and to have added 
a rider recommending that pensions should not be granted 
except to persons provided with other separate and sufficient 
means of subsistence. It may be noted that a proposal was 
at one time made, and was discussed by the London Local 
Pension Committee, that a pension should not be allowed to 
any applicant not capable of keeping himself, or herself, in 
a reasonable state of domestic and body cleanliness. The 
carrying ont of such a regulation was not, however, con¬ 
sidered practicable. 

A Mid/vife and a Cane or Pemphigus. 

At a recent inquest at Worcester a medical practitioner 
was censured by the coroner in the following circumstances. 
He was called in to attend recently born twins, both of 
whom developed and died of pemphigus, but although the 
midwife who was attending the mother was present he did 
not inform her as to the nature of the disease or warn her 
that it was infectious. He admitted in his evidence that it 
might be a serious matter if the midwife went to another 
confinement without being disinfected, and that she might 
not have seen a case of pemphigus before. Upon his adding 
the observation that she was an uneducated woman, the 
coroner replied by pointing out that this was all the more 
reason for warning her, saying, in conclusion, “ I think, and 
I think the jury will agree with me, that although you were 
under no legal liability to inform the midwife that the 
disease was infectious you were under a moral obligation to 
do so.” 


IRELAND. 

(From our own Correspondents.) 

Referee»for Approved Societies. 

The Irish Insurance Commissioners have recently notified 
the Approved Societies of their intention to make a grant to 
the societies to cover the expense of employing referees or of 
obtaining “second opinions” in cases in which societies 
entertain doubts of the correctness of a certificate of 
incapacity. The societies are to make their own arrange¬ 
ments with medical men, and may pay them either by a fixed 
salary or by a fee for each case. The Commissioners retain 
no control over the choice of referee. The maximum grant 
to be made to any society will be at the rate of 1 \d. per 
insured member. Societies may incur expenditure in 
excess of the grant, but must meet it out of their 
own funds. If less than the maximum is expended only 
the amount expended will be paid to the society. The 
scheme is of a purely temporary nature ; it may be discon¬ 
tinued at any time on giving a month's notice to the 
Approved Societies. It will be remembered that 12 months 


ago the Commissioners came to an understanding that referees 
were to be appointed as whole-time civil service officers, in¬ 
dependently of any control or patronage from the societies. 
It was found, however, that it was difficult to proceed to 
make such appointments in war time, and the question of 
referees was, with the consent of the medical profession, 
postponed until after the war. The present action of the 
Commissioners is unfortunate in that it gives to the societies 
the entire control through referees, who should, to perform 
their duties efficiently, be independent in their position as 
between the society and the individual member It will be 
difficult for the Commissioners, having once given sanction 
to a system of society patronage, to terminate it abruptly. 

Tuberculous Soldiers. 

An instructive report has been written by Dr. J. Lumsden, 
senior physician to the Mercer’s Hospital, Dublin, on the 
future of the tuberculous soldier. The report is made to the 
St. John Ambulance Association and the local branch of the 
British Red Cross Society, and urges that the care of such 
victims of the war should be taken in hand at once, domi¬ 
ciliary treatment being as much required as sanatorium 
benefit. 

The Army Medical Service in Belfast and the District. 

A feeling is expressed here that it would give great satis¬ 
faction if the organisation prevailing were inspected from 
Whitehall independently. The principal medical officer and 
bis staff have been doing splendid and satisfactory work, but 
recently their efforts seem to have been nullified, with the 
result that troub'es have arisen both in respect of provision 
of beds for wounded soldiers and of transport. Wards have 
been opened and closed, leaving the authorities and the 
public puzzled as to what the real need may be. Belfast, of 
course, like other great medical centres, is embarrassed by 
the loss of so many surgeons and physicians who are with 
the colours, and the difficulties of the Army Medical Service 
in this and other directions are not lost sight of. 

Sept. 26th. _ 


THE SERVICES. 


Indian Medical Service. 

The Secretary of State for India has decided that any officer 
appointed by nomination to the Indian Medical Service during 
the present suspension of appointments by competitiveexami- 
nation shall be allowed to count: 1. As service for pension. 
Any service rendered by him during the present war as a 
medical or combatant officer or in a position usually filled 
by an officer. 2. As service for promotion. Any service 
rendered after July 16th, 1915, which counts for pension 
under 1. The reason for confining the service specially 
counting for promotion to service rendered after July 16th, 
1915, is that this condition is necessary in order to prevent 
officers appointed by nomination during the suspension of 
appointments by competitive examination from obtaining 
seniority over those previously appointed by competitive 
examination. - 

Surgeon-General Sir C. P. Lukis, K.C.S.I., to be Director- 
General (ranking as Lieutenant-General) (dated Sept. 22nd, 
1916). _ 

Royal Naval Medical Service. 

Deputy Surgeon-General W. W. Pryn to be Surgeon- 
General. 

Fleet-Surgeon W. J. Colborne to be Deputy Surgeon- 
General. 

To be temporary Surgeons: F. O. Fehrsen and A. L. Punch. 

The following appointments have been made :—Surgeons: 
H. M. Whelan to Leith Naval Hospital and H. White to 
Victory, additional, for disposal. Surgeons (temporary): 
J. A.' D. Skinner to Shannon: A. Williams-Walker to 
Exmouth : L. Mandel, T. Norman, A. Toulmin, and J. L. 
Owen to Leith Naval Hospital; H. E. Scowcroft to Vernon ; 
and J. Richardson, G. C. Mathie, and T. C. Summers to 
Victory, additional, for Hasiar Hospital. 

Army Medical Service. 

Lieutenant-Colonel F. M. Caird, R.A.M.C. (T.F.), to be 
temporary Colonel. 

Royal Army Medical Corps. 

Lieutenant-Colonel J. S. Green retires on retired pay on 
account of ill-health. 

Temporary Honorary Lieutenant-Colonel D. W. Finlay 
relinquishes his commission on vacating the appointment of 
Officer in Charge, Red Cross Hospital, Ballahouston, 

Glasgow. 
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Temporary Major R. T. McKenzie relinquishes his com¬ 
mission. 

Temporary Honorary Major H. Chaffer to be temporary 
Honorary Lieutenant-Colonel whilst Officer in Charge, Red 
Cross Hospital, Ilallahouston, Glasgow. 

Temporary Captains relinquishing their commissions on 
account of ill-health : H. C. C. Rennie and C. C. Keates. 

Temporary Captain W. Hutcheson relinquishes his com¬ 
mission. 

Temporary Honorary Captain C. W. M. Hope to be tem¬ 
porary Honorary Major. 

Temporary Lieutenants to be temporary Captains: 
W. H. W. Attlee, C. H. Brookes, C. D. Pile, W. S. Badger, 
E. Fullerton, J. E. Barnes, and J. Fraser. 

To be temporary Captain : L. S. Kidd. 

Temporary Lieutenant C. Checchi relinquishes his com¬ 
mission. 

To be temporary Lieutenants: C. H. Houghton, Lieutenant 

G. A. Lyons (C.A.M.C.), Lieutenant A. Moyse (C.A.M.C.), 
W. H. O’Heffernan, E. W. Atkinson, J. F.’ Powell, R. C. 
Macpherson, G. R. Hughes, F. W. Lyle, Temporary Honorary 
Lieutenant G. T. Symons, Temporary Honorary Lieutenant 

H. J. H. Symons, Temporary Honorary Lieutenant H. H. 
Castle, \V. C. E. Bower, E. Williams, ,1. Maguire, H. C. 
Wimble, W. L. Johnston, H. Somerville, R. Adam.L. Kilroe, 
A. J. P. Nowell, H. Granger, S. Nix, S. R. Sibbald, W. J. G. 
Johnson, R. Cunliffe, G. G. Butler, T. H. Harker, J. E. 
Spence, J. W. Miller, J. L. Pbibbs, A. Macintyre, E. D. 
Richardson, A. Glen, J. R. Davies, T. Stang, J. H. 
McAllum, R. McC. Blair, F. G. Adve-Cnrran, S. C. Pritchard, 
E. W. Cross, H. Case, J. Forrest, H. W. B. Monteagle 
C. J. E. Edmonds, S. F. Lusk, W. Gemmill, J. W. Elliott, 
J. Brownlee, H. Angel, J. F. Windsor, W. Shaw, fi. T. 
Dobson, P. W. Leathart, A. H. Style, P. Levick, Temporary 
Honorary Lieutenant A. H. Clarke, A. Falconer, G. L. 
Ranking, N. S. Neill, J. V. McNally, G. C. March, W. P. 
Pinder, P. A. Steven, C. W. Coghlan, C. F. P. Plunkett, 
W. Beckton, F. L. Wood, D. L. Lindsay, J. R. McFerran, 
A. J. Pirie. R. Govan, L. Cohen, R. M. Fenn, P. Bowes, G. H. 
Wilkinson, R. D. R. Allison, T. Taylor, M. J. Ahern, A. H. 
Wade, G. H. Hanna, G. C. Belcher, J. M. Smith, W. 8. 
Sheldon, J. H. Wilks, H. Austin-Smith, G. A. Ticehurst, 
H. E. Newman, C. E. Clay, J. A. C. Doonau, E. B. Hill, 
G. Hargreaves, Temporary Honorary Lieutenant W. T. 
Warwick, and W. Gibson. 

Special Reserve of Officers. 

Royal Army Medical Corps. 

Supplementary to Reyular Units or Corps. —Lieutenant E. T. 
Gaspey relinquishes his commission on account of ill-health. 

Lieutenant (on probation) A. A. Dear relinquishes his 
commission. 

Lieutenant (on probation) R. L. Newell is confirmed in 
his rank. 

To be Lieutenants: E. Kean and R. W. H. Miller (Edin¬ 
burgh University Contingent, Officers Training Corns). 

Corporal J, C. Attridge, from 7th Royal Dublin Fusiliers, 
to be Lieutenant. 

Territorial Force. 


Royal Army Medical Corps. 

West Lancashire l' ield Ambulance : Lieutenant N. McCall- 
Smith to be Captain. 

London Field Ambulance: Lieutenant J. H. Lloyd to be 
Captain. 

Northumbrian Field Ambulance: E. S. Simpson to be 
Lieutenant. 

North Midland Casualty Clearing Station: Lieutenant 
N. H. Hill to be Captain. 

Wessex Casualty Clearing Station : Captain A. C. Alport to 
be temporary Major whilst commanding a Casualty Clearing 
Station. 

London Sanitary Company: Captain T. J. Murray is 
seconded for duty as Anti-Gas Instructor. To be Captains : 
Lieutenant W. C. Lyons and Lieutenant T. Legge. 

Attached to Units other than Medical Units. —Major W. W. 
Jones, from Territorial Force Reserve, to be Major. Surgeon- 
Captain H. J. Taylor, from Loyal North Lancashire Regi¬ 
ment, to be Major. Captain H. C. Barr, from a Field Ambu¬ 
lance, to be Captain. 


The Legios of Honour. 

This decoration has been conferred upon Surgeon-General 
Guy Carleton Jones, C.M.G., C.A.M.C., Director of Medical 
Services, Canadian Contingents, by the President of the 
Prench Republic. 


Kitchener Scholarships.—T he Council of the 
Lord Kitchener National Memorial Fund have resolved to 
found a number of scholarships which will enable young 
Britons destined for a commercial career to travel, study, 
and gain business experience in the countries of the allied 
nations—viz., France, Russia, Italy, Japan, Belgium, 
Roumania, Portugal, and Serbia. 


VITAL STATISTICS. 


VITAL STATISTICS OF LONDON DURING AUGUST, 1916. 

IN the accompanying table will be found summarised 
complete statistics relating to sickness and mortality in 
the City of London and in each of the metropolitan boroughs. 
With regard to the notified cases of infectious diseases, it 
appears that the number of persons reported to be suffer¬ 
ing from one or other of the 10 diseases specified in the table 
was equal to an annual rate of 4 0 per 1000 of the civil popula¬ 
tion, estimated at 4,310,030 persons ; in the three preceding 
months the rates had been 4-7, 4-8, and 4-9 per 1000 respec¬ 
tively. The lowest rates during the month were recorded in 
Kensington, the City of Westminster, St. Marylebone, Hamp¬ 
stead, Battersea, and Wandsworth ; and the highest rates 
in Holborn, Shoreditch, Bethnal Green, Stepney, Southwark, 
and Greenwich. The prevalence of scarlet fever showed a 
marked decline from that recorded in other recent months; 
this disease was proportionally most prevalent last month in 
Paddington, Stoke Newington, Shoreditch, Bethnal Green, 
Stepney, and Deptford. The Metropolitan Asylums Hos¬ 
pitals contained 991 scarlet fever patients at the end 
of last month, against 1325, 1256, and 1201 at the end 
of the three preceding months; the weekly admissions 
averaged 120, against 155, 159, and 163 in" the three 
preceding months. Diphtheria was rather less pre¬ 
valent than in any preceding month of this year; 
the greatest proportional prevalence of this disease 
last month was recorded in Fulham, Holborn, Finsbury, 
Bethnal Green, Stepney. Southwark, Greenwich, and Wool¬ 
wich. The number of "diphtheria patients under treatment 
in the Metropolitan Asylums Hospitals, which had been 
1313 and 1280 at the end’ of the two preceding months, had 
further declined to 1236 at the end of last month ; the 
weekly admissions averaged 135, against 152 and 153 in the 
two preceding months. The prevalence of enteric fever 
showed but little variation from that recorded in either of 
the two preceding months; this disease was proportionally 
most prevalent in Hammersmith, the City of Westminster, 
Bethnal Green, Wandsworth, Greenwich, and Lewisham. 
There were 35 enteric fever patients under treatment in the 
Metropolitan Asylums Hospitals at the end of the month, 
against 44 and 40 at the end of the two preceding months; 
the weekly admissions averaged 5 last month, against 7 
and 5 in "the two preceding months. Erysipelas was 

g roportionally most prevalent in the City of London, 
horeditch, Bethnal Green, and Stepney. The 21 cases 
of puerperal fever notified during the month included 5 in 
Poplar, 4 in Hammersmith, 3 in Islington, 2 in Fulham, 
and 2 in the City of Westminster. The 25 cases of cerebro¬ 
spinal meningitis included 5 in Islington, 4 in Southwark, 
2 in Kensington, 2 in Finsbury, 2 in Stepney, and 2 in 
Lewisham ; and the 46 cases of poliomyelitis included 8 in 
Hacknev, 8 in Poplar, 4 in Southwark, 4 in Lambeth, and 3 
each in Islington, Bethnal Green, Stepney, and Camberwell. 
The mortality statistics in the table relate to the deaths of 

f ersons actually belonging to the several metropolitan 
oroughs, the deathB occurring in institutions having been 
distributed among the several boroughs in which the 
deceased persons had previously resided. During the five 
weeks ending Sept. 2nd the deaths of 4394 London 
residents were registered, equal to an annual rate of 10-6 

f er 1000; in the three preceding months the rates were 
2 9,11-5, and 10 7 per 1000 respectively. The death-rates last 
month ranged from 7 0 in Hampstead, 7-2 in Stoke Newing¬ 
ton, 8 0 in the City of London, 8 7 in the Citv of West¬ 
minster, and 9 2 in Kensington and in Wandsworth, to 
12 0 in Shoreditch, 12 6 in Lambeth, 13 3 in Southwark, 
134 in Finsbury, 136 in Poplar, and 14-5 in Holborn. 
The 4394 deaths from all causes included 415 which 
were referred to the principal infectious diseases; of 
these, 83 resulted from measles, 7 from scarlet fever, 47 
from diphtheria, 25 from whooping-cough, 10 from enteric 
fever, and 243 from diarrhcea and enteritis among children 
under 2 years of age. No death from any of these 
diseases was recorded in the City of London; "among the 
metropolitan boroughs they caused the lowest death-rates 
in Kensington, Paddington, Hampstead, Chelsea, the City of 
Westminster, and Islington ; and the highest rates in Shore¬ 
ditch, Bethnal Green, Poplar, Southwark, Bermondsey, 
Lambeth, and Greenwich. The 83 deaths from measles 
were 25 fewer than the corrected average number in the 
corresponding period of the five preceding years; this disease 
was proportionally most fatal last month in Fnlham, Shore¬ 
ditch, Poplar, Southwark, Bermondsey, and Lambeth. The 
7 fatal cases of scarlet fever were only one-third of the 
corrected average number, and included 2 in Hammer¬ 
smith and 1 each in St. Pancras, Shoreditch, Stepney, 
Bermondsey, and Lambeth. The 47 deaths from diphtheria 
were 11 in excess of the corrected average; this disease 
was proportionally most fatal in Hackney, Holborn, Bethnal 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING AUGUST, 1916. 

(SpeoiaUy nmnpiled for The Lancet.) 
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* Including membranous croup. 


Green, and Greenwich. The 25 deaths from whooping-cough 
were 42 below the corrected average number, and included 4 
in Lambeth, 3 in St. Pancras, and 2 each in Fulham, Chelsea, 
Islington, Bethnal Green, and Stepney. The 10 fatal cases of 
enteric fever corresponded with the corrected average 
number, and not more than one death from this disease was 
registered in any borough last month. The deaths from 
diarrhoea and enteritis among children under 2 years of age 
numbered 243, against an average of 939; the greatest pro¬ 
portional mortality from this cause last month was recorded 
in Hammersmith, Shoreditch, Bethnal Green, Poplar, Lam¬ 
beth, Deptford, and Greenwich. In conclusion, it may be 
stated that the aggregate mortality in London last month 
from these principal infectious diseases was 64-8 per cent, 
below the average. 

HEALTH OF ENGLISH TOWNS. 

In the 96 English and Welsh towns with populations 
exceeding 50,OCX) persons at the last Census, 7695 births and 
4244 deaths were registered during the week ended Saturday, 
Sept. 23rd. The annual rate of mortality in these towns, which 
had increased from 10'5 to 12 0 per 1000 in the five preceding 
weeks, further rose in the week under notice to 12*8 per 1000 
of their aggregate civil population, estimated at 17,312,295 
persons for the year 1915. During the first 12 weeks of 
the current quarter the mean annual death-rate averaged 
11*2, against 10 9 per 1000 in London. Among the several 
towns the death-rate last week ranged from 4'3 in Oxford, 6 - 6 
in Bath, 6’9 in Northampton, 7T in Walthamstow and in 
Swindon, and 7 3 in Tottenham to 19 6 in Middlesbrough, 19*7 
in Liverpool, 19-8 in Walsall, 20*1 in Bradford, and 21 - 6 in 
Exeter. 

The 4244 deaths from all causes were 268 above the 
number in the previous week, and included 548 which were 
referred to the principal epidemic diseases, against numbers 
increasing from 212 to 594 in the nine preceding weeks. 
Of these 548 deaths, 448 resulted from infantile diar¬ 
rhoea! diseases, 39 from diphtheria, 28 from whooping- 
cough, 21 from measles, 8 from scarlet fever, and 4 
from enteric fever, but not one from small pox. The 


annual rate of mortality from these diseases was equal to 1*7, 
or 0T per 1000 less than in the previous week. The 
deaths of infants (under 2 years) from diarrhcea and 
enteritis, which had steadily increased from 46 to 477 in 
the nine preceding weeks, fell to 448. and included 93 
in London, 56 in Liverpool, 27 in Birmingham, 18 in 
Manchester, 16 in Sheffield, 15 in Leeds, 12 in Hull, and 11 in 
Bootle. The deaths referred to diphtheria, which had 
been 27, 47, and 35 in the three preceding weeks, rose to 
39, of which 5 occurred in London and 3 in Birmingham. 
The fatal cases of whooping-cough, which had been 24, 28, 
and 53 in the three preceding weeks, fell to 28; 5 deaths 
were registered in Liverpool, 3 in Birmingham, and 2 each 
in London, Leyton, and Salford. The deaths attributed to 
measles, which had been 50, 37, and 29 in the three pre¬ 
ceding weeks, further declined to 21, and included 
9 in London, 4 in Sheffield, and 2 in West Ham. The deaths 
referred to scarlet fever, which had been 15, 4, and 11 in the 
three preceding weeks, fell to 8, and included 2 each in 
Walsall and Gateshead. The 4 fatal cases of enteric fever, of 
which 2 occurred in Sheffield, were 4 below the average in 
the earlier weeks of the quarter. 

The number of scarlet fever patients under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, which had steadily declined from 1221 to 980 
in the eight preceding weeks, rose to 1012 on Saturday 
last; 158 new cases were admitted during the week, 
against 145, 142, and 130 in the three preceding weeks. 
These hospitals also contained on Saturday last 1292 
cases of diphtheria, 98 of measles, 73 of whooping-cough, 
and 38 of enteric fever, but not one of small-pox. The 968 
deaths from all causes in London were 15 less than the 
number in the previous week, and corresponded to an 
annual death-rate of 11*7 per 1000. The deaths referred to 
diseases of the respiratory system, which had increased 
from 66 to 90 in the three preceding weeks, further rose to 
109 in the week under notice. 

Of the 4244 deaths from all causes in the 96 towns, 186 
resulted from violence and 352 were the subject of coroners’ 
inquests, while 1255 occurred in public institutions. The 
causes of 40, or 0-9 percent., of the total deaths were not 
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certified either by a registered medical practitioner or by a 
coroner after inquest. All the causes of death were duly 
certified in Sheffield, Leeds, Bristol, West Ham, Newcastle* 
on-Tyne, and in 72 other smaller towns. Of the 40 un¬ 
certified causes, 7 were registered in Birmingham, 5 in 
Liverpool, 3 e.ich in Manchester, Preston, and Gateshead, 
and 2 each in London, Stoke-on-Trent, St. Helens, Hull, and 
Darlington. _ 

HEALTH OF SCOTCH TOWNS. 

In the 16 largest Scotch towns with an aggregate popula¬ 
tion estimated at 2,372,000 persons at the middle of this year, 
984 births and 591 deaths were registered during the week 
ended Saturday, Sept. 16th. The annual rate of mortality 
in these towns, which had been 11-7, 14-3, and 13T per 10CO 
in the three preceding weeks, fell to 13 0 per 1000 in the 
week under notice. During the first eleven weeks of the 
current quarter the mean annual death-rate in these towns 
averaged 12 4, against 11T per 1000 in the large English 
towns. Among the several towns the death-rate during the 
week ranged from 6 4 in Leith, 6 7 in Hamilton, and 6-9 in 
Clydebank, to 17T in Dundee, 18‘7 in Perth, and 19'5 in 
Coatbridge. 

The 591 deaths from all causes were 4 less than the 
number in the previous week, and included 72 which 
were referred to the principal epidemic diseases, against 
88 and 83 in the two preceding weeks. Of these 72 deaths, 
50 resulted from infantile diarrhoeal diseases, 7 from 
whooping-cough, 6 from diphtheria, 4 from measles, 3 from 
scarlet fever, and 2 from enterio fever, but not one from 
small pox. The annual death-rate from these diseases was 
equal to 1-6, against 1-8 per 1000 in the large English towns. 
The deaths of infants (under 2 years) from diarrhoea and 
enteritis, which had been 52, 61, and 56 in the three pre¬ 
ceding weeks, further fell to 50, and included 36 in 
Glasgow, 6 in Dundee, and 2 each in Paisley and 
Greenock. The deaths referred to whooping-cough, which 
had been 4, 3, and 5 in the three preceding weeks, rose 
to 7, and comprised 4 in Glasgow, 2 in Coatbridge, and 1 in 
Hamilton. The 6 fatal cases of diphtheria were slightly in 
excess of the average in the earlier weeks of the quarter, 
and included 3 in Glasgow, 2 in Leith, and 1 in Edinburgh. 
The deaths attributed to measles, which had been 5, 8, and 
10 in the three preceding weeks, fell to 4, and were all 
registered in Glasgow. The 3 deaths from scarlet fever 
were 2 below the average in the earlier weeks of the 
quarter, and were recorded in Glasgow, Paisley, and Perth 
respectively. The fatal cases of enteric fever occurred in 
Glasgow and Greenock. 

The deaths referred to diseases of the respiratory system, 
which bad been 54, 57, and 45 in the three preceding "weeks, 
rose to 49, but were 34 below the number registered in the 
corresponding week of last year. The deaths from violence 
numbered 37, against 27 and 25 in the two preceding weeks. 


HEALTH OF IRISH TOWNS. 

In the registration area of Dublin 215 births and 119 
deaths were registered during the week ended Saturday, 
Sept. 23rd. The annual rate of mortality, which had been 
19 3, 14-8, and 17'3 per 1000 in the three preceding weeks, 
fell to 15 6 in the week under notice, against 11-7 and 15'0 
per 1000 in London and Glasgow respectively. 

The 119 deaths from all causes included 34"of infants under 
1 year and 26 of persons aged 65 years and upwards. 
Twenty-three deaths (of infants under 2 years) were referred 
to diarrhoeal diseases, 2 each to enteric fever and scarlet 
fever, and 1 to whooping-cough. The causes of 4 deaths 
were uncertified, and those of 3 others were the subject 
of coroners’ inquests, while 40, or 34 per cent., of the total 
deaths occurred in public institutions. 

During the same period 154 births and 109 deaths were 
registered in the city of Belfast. The deaths corresponded 
to an annual rate of 14 6, or 19 per 1000 above that 
recorded in the previous week, and included 29 of infants 
under 1 year and 20 of persons aged 65 years and upwards. 
Eighteen deaths (of infants under 2 years) were referred to 
infantilo diarrhoea, and 1 each to enteric fever, measles, 
scarlet fever, and whooping-cough. The causes of 5 deaths 
were the subject of coroners’ inquests, and 1 other was 
uncertified, while 22 of the total deaths occurred in public 
institutions. 


Cottage Scheme fob Disabled Soldiers. —The 
memorial stone has been laid at the Longniddry Cottage 
Settlement in connexion with the Scottish Veterans Garden 
City Association for men who have been disabled in the war. 
Lady Wemyss laid the foundation-stone of the first settle¬ 
ment at Longniddry, and Mrs. Parker, his sister, laid the 
foundation-stone of the cottages which are being erected as a 
Scottish memorial to the late Lord Kitchener. 


®j)e ISctr. 


The Casualty List. 

The following names of medical officers appear among the 

casualties announced since our last issue :— 

Killed. 

Captain C. E. H. Smith, R.A.M.C., attached to the High¬ 
land Light Infantry, was educated at Edinburgh Uni- 
versityandqualilied in 1911. He had held appointments 
at the East Suffolk Hospital, Ipswich, and was surgeon 
at the British Red Cross Hospital, Tripoli. Before 
joining the R.A.M.C. he was in practice at High Green. 
Cannock, Staffs. 

Lieutenant-Colonel R. P. Campbell, Canadian Army Medical 
Corps, received his medical education at McGill 
University, Montreal, and his licence to practise in 1901. 

Captain R. J. Wooster, R.A.M.C., attached to the Rifle 
Brigade, who qualified in 1911, was a student at 8t. Mary’s 
Hospital, London, where he held various house appoint¬ 
ments. He joined the R.A.M.C. soon after the war 
broke out. 

Captain M. P. Inglis, R.A.M.C., attached to the Border 
Regiment, qualified M.B., Ch.B. Edin. in 1914, and went 
to the front in February, 1915, and has been mentioned 
in despatches. 

Accidentally Killed. 

Captain Thomas Strain, R.A.M.C., was educated at the 
University, Anderson’s College, and St. Mungo’s College, 
Glasgow, qualifying in 1906. At the time of joining the 
R.A.M.C. he was medical officer of health and school 
medical officer of Heston and Isleworth, and was consult¬ 
ing physician to the local isolation hospital committee. 
He had previously held appointments at Barnes, Enfield, 
and Ayrshire. 

Died of Wounds. 

Captain E. P. Leahy, R.A.M.C., was educated at the Victoria 
University, Manchester, and qualified in 1913. He was 
in practice in Manchester, which he gave up on the 
outbreak of war, and joined the R.A.M.C. 

Major A. A. Martin, New Zealand Medical Corps, graduated 
at Edinburgh University in 1900, and took the F.R.C.S. 
in 1903. He saw service in the Boer War. After holding 
appointments at the Royal Hospital, Sheffield, and at the 
Children’s Hospital, Great Ormond-street, London, he 
practised at Palmerston North. New Zealand, and came 
over with theNewZealand Expeditionary Force. 

Lieutenant E. C. Lambert, R.A.M.C., was a student at 
Westminster Hospital, and qualified in 1903. At the 
time of joining the R.A.M.C. in November last year 
he was in practice at Wandsworth, London, "and 
was assistant medical officer of the workhouse. He 
had previously held the appointment of assistant medical 
officer and pathologist to the Banstead, Darenth, and 
Hanwell Asylums. 

Captain M. Peto, M.C., R.A.M.C., attached to the Roval 
Berks Regiment, was educated at Leeds University, 
qualifying in 1912, and held appointments at Leeds 
Infirmary and at the Women’s and Children’s Hospital 
in that city. He joined up on the outbreak of war, and 
went to France within a few weeks. He has been 
mentioned in despatches and received the Military Cross. 

Wounded. 

Captain K. B. Dickson, R.A.M.C., attached to the Coldstream 
Guards. 

Captain J. M. D. Mitchell, R.A.M.C., attached to the 
Northumberland Fusiliers. 

Captain J. W. Gilbert, R.A.M.C., attached to the Somerset 
Light Infantry. 

Captain W. P. MacArthur, D.S.O., R.A.M.C. 

Lieutenant S. A. MeClintock, R.A.M.C. 

Captain H. A. Pallant, R.A.M.C., attached to the Loyal 
North Lancashire Regiment. 

Captain J. A. Pridham, R.A.M.C. 

Captain W. R. Rawson, R.A.M.C., attached to the Suffolk 
Regiment. 

Captain G. H. Watson, R.A.M.C. 

Captain H. Good, New Zealand Army Medical Corps. 

Captain H. Hart, Canadian Army Sledical Corps, attached 
to the Canadian Infantry. 

Captain R. R. McClenahan, "Canadian Army Medical Corps. 

Captain C. F. Brady, R.A.M.C., attached to the Royal Irish 
Fusiliers. 

Captain H. A. Harris, R.A.M.C., attached to the Royal 
Flying Corps. 

Captain J. Hart, R.A.M.C., attached to the London 
Regiment. 
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Captain I. S. Wilson, R.A.M.C. 

Lieutenant G. B. Buckley, R.A.M.C., attached to the Hamp¬ 
shire Regiment. 

Captain D. Childe-Evans, D.S.O., R.A.M.C. 

Lieutenant H. Farncombe, R.A.M.C., attached to the 
Middlesex Regiment. 

Captain V. C. Martvn, R.A.M.C., attached to the Coldstream 
Guards. 

Lieutenant R. Puttock, R.A.M.C., attached to the Royal 
West Kent Regiment. 

Lieutenant E. W. G. Young, R.A.M.C., attached to the East 
Surrey Regiment. 

Captain fi. A. Aldridge, R.A.M.C., attached to the Army 
Service Corps. 

Captain H. A. Gillespie, R.A.M.C., attached to the Oxford¬ 
shire and Buckinghamshire Light Infantry. 

Captain W.L. A. Harrison, R.A.M.C. 

Captain W. Morrison, R.A.M.C., attached to the King’s 
Royal Rifle Corps. 

Lieutenant F. J. Strachan, R.A.M.C., attached to the Rifle 
Brigade. 

Lieutenant J. Williamson, R.A.M.C., attached to the Royal 
Fusiliers. 

Misting . 

Captain T. L. Ingram, D.S.O., R.A.M.C., attached to the 
Shropshire Light Infantry. 

Previously reported Believed taken, Prisoner at Kut-el-Amara , 
non reported Prisoner. 

Captain N. K. Bal, l.M.S. 

Previously reported Prisoners in Turkish Hands, rwn reported 
exchanged Prisoners and transferred to India. 

Major C. H. Barber, l.M.S. 

Captain P. B. Bbarucha, l.M.S. 

Major S. Bose, l.M.S. 

Colonel P. C. B. Hehir, l.M.S. 

Captain H.H. King, l.M.S. 


OBITUARY OF THE WAR. 


DUGALD BLACK MACLEAN, M.B. Toronto, 

CAPTAIN, ROYAL ARMY MKDICAL CORPB. 

The death is announced of Captain D. B. MacLean, 
killed in action at the front while attached to the East 
Lancashire Regiment. He was one of the many Canadian 
officers who transferred their services from the Canadian 
to the Royal Army Medical Corps. Born in March, 1889, 
after graduating in medicine at the University of Toronto, 
he obtained an appointment as house physician at the 
Winnipeg General Hospital, where he was on the resident 
staff for two years. He had just commenced practice in 
Winnipeg at the beginning of the war. Joining the Canadian 
Army Medical Corps, he came to London in June, 1915, and 
obtained a captaincy in the Royal Army Medical Corps. 
Captain MacLean’s name appears in the Honours List in 
another column under the awards of the Military Cross. 


MILWARD CECIL HAYWARD, M.B., B.C. Cantab., 
M.R.C.S., L.R.C.P. Lond., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS (T.F.). 

Captain M. C. Hayward, who died from acute septic 
pneumonia at Brighton on August 23rd, was the second 
son of the late Henry Hayward, of Queen Anne-street, 
London, by his second marriage. He was educated at 
Epsom, Cambridge, and Guy’s Hospital. He graduated 
B.A. in 1893, M.A. in 1898, and M.B. and B.C. in 
1903. He also took the English double qualification in 
1898. He filled the post of clinical clerk at the Samaritan 
Hospital for Women, house surgeon and house physician at 
Paddington Green Children's Hospital, and resident medical 
officer at the North-West London Hospital, afterwards 
setting up in practice in Abingdon in 1902. At the time of 
the Boer War he was appointed civil doctor to the Guards at 
Windsor, and he volunteered at the beginning of the present 
war with a good deal of official experience. He joined 
the 3rd Home Counties Field Ambulance on Dec. 3rd, 1914, 
and after recovering from severe concussion was sent 
to France. Here shortly afterwards he was dangerously 
wounded, a shell hitting him in the back, and causing 
concussion of the spine, while a ballet pierced his lung. After 
- being on sick leave till March 1st of this year he was sent to 
a military hospital, but while on duty there he succumbed 
to pneumonia. 


ROBERT INGLIS BINNING, M.B., Ch.B. GlASG., 

CAPTAIN, INDIAN MEDICAL SERVICE. 

Captain R. I. Binning, who died of fever at Basra, Persian 
Gulf, on August 16th at the age of 31, was the son of 
Mr. and the late Mrs. John Binning, of Glasgow. After 
finishing his school education at Glasgow Academy he 
entered the University of Glasgow for the study of medicine, 
and graduated M.B.. Ch.B. in 1907. During the succeeding 
two years he acted as 
dispensary resident in 
the Western Infirmary, 
resident house physician 
under Dr. J. M. Cowan, 
and house surgeon under 
Dr. Balfour Marshall in 
the gynecological wards 
of the Royal Infirmary, 

Glasgow. On the com¬ 
pletion of his hospital 
work in 1909 he passed 
into the Indian Medical 
Service, but before going 
abroad he returned to 
Glasgow for further 
training in gynaecology 
with a view to specialis¬ 
ing in this direction. 

While in India, at the 
outbreak of the war, he 
was called up with the 
Meerut Division and proceeded to France, where he so distin¬ 
guished himself as to receive special mention in despatches. 
At the end of last year he went to the East with his division 
and served with the force engaged in the unsuccessful relief 
of Kut-el-Amara, on the Tigris. 

Captain Binning had already made a name for himself by 
his sterling devotion to duty, thus fulfilling the promise of 
his house surgeon days, and had he not fallen a victim to 
fever contracted during the exercise of his military duties 
would doubtless have risen to a position of eminence in the 
medical profession. 



HARRY FRANCIS GOLDING NOYES, M.B., B.C.Cantab., 

CAPTAIN, ROYAL ARMY MEDICAL CORPS. 

Captain H. F. G. Noyes died from paratyphoid fever in 
Bombay on Sept. 5th, at the age of 36, while acting as 
surgical specialist to a stationary hospital. He was educated 
at St. Lawrence College, Ramsgate, where he was captain 
of the school and gained a scholarship at Gonville and 
Caius College, Cambridge. He took his degree in 1907 
and joined the medical 
school of the London 
Hospital, where he held 
the appointments of 
house surgeon, resident 
ansesthetist, and emer¬ 
gency officer. He was 
also clinical assistant to 
the Great Ormond-street 
Hospital. He was a 
keen athlete, playing 
cricket and football for 
his school and college. 

He was in practice in 
l’arporley, Cheshire, 
from 1909 till 1913, 
when he went to Worth¬ 
ing and took up a part¬ 
nership. In December, 

1914, Captain Noyes 
joined the Royal Army 
Medical Corps as a tem¬ 
porary lieutenant. After being stationed in England for 
some time he went out to Alexandria. At the end of his 
first year’s service he was promoted Captain and proceeded 
to India, where he died. 

Captain Noyes married in April, 1910, Mary Graham, 
the elder daughter of the late Rev. G. Little, of Monk 
Hesledon, county Durham, and leaves a widow and three 
children. 
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Deaths among the Sons of Medical Men. 

The following sons of medical men must be added to our 

lists of those who have fallen during the war :— 

Second Lieutenant W. W. Myles, Cameronians, attached to 
the Trench Mortar Battery, youngest son of the late Dr. 
T. P. Myles, of Brechin. 

Lieutenant F. T. D. Cade, Hampshire Regiment, only son of 
Dr. S. E. P. Cade, of Fareham, Hants. 

Second Lieutenant D. P. Starr, Coldstream Guards, second 
son of Dr. Louis Starr, of Philadelphia, U.S.A. 

Second Lieutenant A. C. de B. Dalv, Royal Dublin Fusiliers, 
younger son of Dr. C. C. de B. Daly, of Dublin. 

Captain T. C. Tweedy, Northumberland Fusiliers, eldest 
son of Major R. C. Tweedy, R.A.M.C., of Kenilworth. 

Second Lieutenant A. G. S. Leggatt, Royal Field Artillery', 
only son of Dr. A. S. Leggatt, of Walton-place, London. 

Lieutenant J. C. P. Barkas, Durham Light Infantry, son of 
Dr. T. C. Barkas, of Newcastle. 

Second Lieutenant T. R. Fawsitt, York and Lancaster Regi¬ 
ment, elder son of Dr. T. Fawsitt, of Oldham. 

Second Lieutenant J. H. Snowball, Royal Field Artillery, 
eldest son of the late Dr. W. Snowball, of Melbourne, 
Australia. 

Second Lieutenant G. Hoole, London Regiment, youngest 
son of the late Dr. Ii. Hoole, of Old Jewry, London. 

Lieutenant J. M. Milton, Northumberland Fusiliers, only 
son of Dr. H. M. N. Milton, of Cairo, Egypt. 

Lieutenant A. H. Douglas, Royal Scots, younger son of Dr. 
K. M. Douglas, of Edinburgh. 


The Honours List. 

The following awards to medical officers are announced :— 
D.S.O. 

Temporary Captain Lancelot Gerard Bourdillon, R.A.M.C. 
For conspicuous gallantry and devotion to duty. When an officer 
had been killed carrying in a wounded sergeant. Captain Bourdillon 
went out in broad daylight, bandaged the sergeant’s wounds, and 
only came in when certain that the latter could not live. 

Temporary Captain N. W. Broughton, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
During a very heavy bombardment he, on three'occasions, helped to 
dig out men from biown-in dug-outs. Shells were bursting all round 
him, but he refused to take cover, and it was mainly due to his efforts 
that most of the buried men were rescued. He has done other fine 
and gallant work. 

Captain William Realty Campbell, R.A.M.C., Special 
Reserve. 

For conspicuous gallantry and devotion to duty. He went ahead of 
the bearers and dressed the wounded in the open under heavy shell¬ 
fire. Whilst establishing advanced dressing stations he was wounded 
and half-blinded by the explosion of a shell, but carried on his work. 
He set a splendid example to those around him. 

Temporary Captain D. W. Hunter, R.A.M.C. 

For exceptional gallantry and devotion to duty. This officer laboured 
Incessantly, tending and clearing the wounded in the open and in 
front-line trenches, under very heavy fire. At a critical time when 
casualties had been heavy he steadied and reorganised his stretcher- 
bearers by his magnificent example and skilful control. After the 
battalion had withdrawn he continued searching the battlefield for 
wounded. He showed absolute disregard of danger. (Substituted 
for the announcement published In the London Gazrtte , dated 
August 25th, 1916.) 

Captain James Walker Jones, I.U.S. 

For conspicuous gallantry and presence of mind in closing with a 
soldier who had lost his reason and was moving along a trench prior 
to an attack with a bomb in each hand. Realising the situation. 
Captain Jones closed with him. and wrenched one bomb from his 
hand. It immediately started to bum. Captain Jones threw it some 
yards away, and it burst on touching the ground. Two officers were 
injured by the explosion, and several others might have been injured 
but for this prompt, and courageous action. 

Military Cross. 

Captain W. B. Allen, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He was telephoned 
lor when an artilleryman was severely wounded, and came in at once 
over ground which was being heavily shelled at the time. On another 
occasion he did similar fine work under heavy shell-tire. 

Temporary Captain G. G. Bartholomew, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
His dressing station was continually under shell-lire, but he tended 
the wounded w ith the greatest coolness and courage. He remained 
In the line 30 hours alter the battalion had been removed. He had 
previously done similar fine work. 

Temporary Lieutenant .John Vincent Bates, R.A.M.C. 

For conspicuous gallantry and devotion to duty when tending 
wounded men under heavy shell-fire, utterly regardless of his own 
safety. He made repeated efforts to save wounded men from 
burning when his dressing station was set. on lire by a shell. His 
conduct throughout several days of heavy fighting was very fine. 


Temporary Captain Cyril Armand Bernard, R.A.M.C. 

For great gallantry and devotion to duty in volunteering to conduct, 
under very heavy shell-tire, stretcher-bearers bringing in wounded. 
He made several trips and brought In many wounded. 

Temporary Captain Arthur Joseph Blake, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He tended wounded men Incessantly day and night under most 
trying conditions. He went out into “ No Man’s Land ” searching 
for any wounded men who might still be lying there. 

Temporary Captain F. Dallimore, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
Under heavy shell and machine-gun fire, after bis aid-po9t had been 
blown in, he continued dressing the wounded, and only retired after 
every man ha/I been attended to and safely removed. Twice pre¬ 
viously he had done similar fine work. 

Temporary Captain John Maitland Forsyth, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
When the battalion was subjected to continuous heavy shell-fire he 
tended the wounded with great courage. On hearing that an officer 
was badly wounded out in the front, he went out at once under 
heavy fire to look for him. He has always carried out his duties 
under fire with the greatest coolness and courage. 

Temporary Captain N. C. Graham, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
For several days he was constantly tending the wounded under heavy 
shell-fire. He refused to leave the lines when the battalion had teen 
relieved until he had attended to all the wounded of many other units. 
During the whole time he had hardly an hour's rest. 

Temporary Captain Francis Joseph Henry, R.A.M.C. 

For conspicuous gallantry and devotion during operations. Captain 
Henry attended the wounded night and dav unceasingly in the regi¬ 
mental “aid post,” which was in an exposed position and damaged 
by shell-fire. He also went into the open under heavy artillery’ and 
machine-gun fire. 

Temporary Lieutenant James Arthur Liley, R.A.M.C. 

For conspicuous gallantry and devotion to duty when tending the 
wounded in the open and in the front trenches under very heavy 
shell-fire. His coolness under heavy fire had a great moral effect on 
the men. 

Temporary Lieutenant P. MacD. Little, R.A.M.C. 

For conspicuous gallantry and devotion to duty. He collected and 
tended the wounded under very heavy fire during three days and 
nights. He also went out under heavy shell-fire and brought in two 
wounded stretcher-bearers, and was going out again for two more 
when a shell fell and killed them both. 

Captain George Reginald Edward Gray Mackay, R.A.M.C. 

For conspicuous gallantry and devotion to duty He went across 
the open to tend the wounded in a trench which was being 
heavily shelled, and helped them Into safety. On the same day he 
went out again to help some stretcher-bearers and wounded under 
heavy fire. He saved many lives and set a fine example of courage. 

Temporary Captain Dugald Black MacLean, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He worked incessantly, attending the wounded in the open, with 
practically no rest for three days, under heavy shell and machine-gun 
fire. His*keenness and bravery Inspired the stretcher bearers. 

Temporary Captain George MacLeod, R.A.M.C. 

For conspicuous gallantry and devotion to duty during several days 
of operations. He worked unceasingly tending and bringing in 
wounded officers and men, frequently in the open and under heavy 
fire. He set a splendid example to those round him. 

Captain Campbell McNeil McCormack, R.A.M.C., Special 
Reserve. 

For conspicuous gallantry and devotion to duty during operations. 
He directed the stretcher-1 »earers under heavy shell - fire with the 
greatest coolness and courage. He succeeded in entering a village 
which had been heavily shelled, and. with another captain, a sergeant 
and lour men. collected the wounded into a dug-out and succeeded in 
getting them back later. He has frequently shown great courage. 

Temporary Captain Samuel Wilson McLellan, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He brought 
up stretcher-bearers during the attack, and. though soon wounoed 
and rendered unconscious by a shell, he resumed work immediately 
on liis recovery, and carried on under very heav 3 f shell-fire. He 
worked without stopping for 30 hours. 

Temporary Lieutenant Frank Percival Montgomery, 
R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He collected and evacuated large numbers of wounded under heavy 
shell and machine-gun fire, working for five days in the open practi¬ 
cally without sleep. He set a splendid example. 

Temporary Captain J. Mcl. Morgan, R.A.M.C. 

For conspicuous gallantry and devotion to duty in action. He has 
shown an utter disregard of personal danger on several occasions 
when tending and removing the wounded. 

Temporary Captain B. N. Norman, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He worked for practically 48 hours attending the wounded. His post 
was often shelled, but he only ceased work when he was physically 
Incapable of further effort. 

Temporary Captain Duncan Westlake Pailthorpe, R.A.M.C. 
For conspicuous gallantry and devotion during operations, when 
attending the wounded in the open near the firing line under heavy 
fire of all descriptions, utterly regardless of personal danger. 
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Temporary Captain Murray Hulme Paterson, R.A.M.C. 

For consplcuoun gallantry and devotion to duty during operations. 
He went out twice by daylight into “No Man's Land” and brought 
in wounded men. When hie battalion was relieved, he remained in 
his aid post till it was cleared of wounded. He did fine work. 

Temporary Captain Arthur Owen Plavford Reynolds, 
R.A.M.C. 

For conspicuous gallantry and devotion during operations, when 
tending the wounded under heavy fire for 36 consecutive hours. 
He also made two gallant attempts to bring in a wounded officer under 
I’ very heavy fire. 31.^8 _- 

Captain Archibald] Watson Russell, R.A.M.C., Special 
Reserve. 

For conspicuous gallantry and devotion during protracted opera¬ 
tions. He voluntarily remained days and nights in the trenches and 
in the open dressing the wounded under heavy fire. He carried in 
several wounded men, and on one occasion he was partially buried. 

Captain F. Sanders, R.A.M.C., Special Reserve. 

For conspicuous gallantry and devotion to duty in action. For 
48 consecutive hours he worked in " No Man's Land.” tending and 
carrying in the wounded, although he was wounded at the time. 

■Captain Noel Humphrey Wvkeham 8aw, R.A.M.C., Special 
Reserve. 

For conspicuous gallantry and devotion to duty. He worked 
incessantly for five days and nights tending the wounded brought in 
from “No Man’s Land." He went out himself to direct operations 
connected with collecting the wounded quite regardless of the heavy 
fire. 

Captain George Macdonald Scott, R.A.M.C., Special Reserve. 
For conspicuous gallantry and devotion to duty in tending the 
wounded in “ No Man’s Land ” under heavy artillery and machine 
gun fire. Finally he carried In a wounded officer on his back, but 
collapsed from his efforts. When he recovered he insisted on return¬ 
ing at once to duty, and continued dressing the wounded between the 
lines till he was knocked over by a shell and incapacitated. 

Captain J. W. 8cott, R.A.M.C. 

For conspicuous gallantry in going forward with his stretcher- 
bearers, and when all his party, with the exception of one non¬ 
commissioned officer, had become casualties ho reached our advanced 
. trench. In a shallow, broken trench he tended w ounded for several 
hours. He carried back w-ounded at great personal risk, and for some 
time organised the removal of wounded from the advanced trench. 
(Substituted for the announcement published in the London Gazette 
dated August 25th, 1916.) 

Temporary Captain Wilfred Archer Sneath, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He was out every night tending the wounded under fire. On one 
occasion he went out 200 yards in advance of our front line and 
dressed a wounded man under machine-gun fire, afterwards bringing 
him in. 

Temporary Captain J. M. Stenhouse, R.A.M.C. 

For conspicuous gallantry and devotion to duty during several 
days of operations, when attending to the wounded under heavy 
shell-fire. He repeatedly exposed himself when dressing wounds, 
and finally was himself w ounded. 

Temporary Captain James Smith Stewart, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations 
When the advanced dressing station was heavily shelled he worked 
continuously tending the wounded, and went up and down the road 
for the same purpose. He personally assisted in rescuing seven 
buried men under heavy fire. 

Temporary Captain Allen Edgar Thompson, R.A.M.C. 

For conspicuous gallantry and skill during operations when attending 
wounded under heavy fire for 36 consecutive hours. Many times he 
searched ruined trenches and open ground for wounded, and. 
although struck several times by shell splinters, and once buried by 
shell explosion, he continued his gallant work. 

Captain P. Thornton, R.A.M.C., Special Reserve. 

For conspicuous gallantry and devotion to duty during operations. 
He did fine work among the wounded under fire, and, though badly 
wounded in two places, stuck to his work, though repeatedly urged 
to have his wounds properly dressed. He refused to leave the trenches 
until every wounded man had been brought in. 

Captain G. Torrance, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He moved about under heavy fire and rendered first-aid to about 
180 officers and men. When his dressing-station was blown in by a 
shell and his sergeant mortally wounded he continued hia work in 
the open. 

Captain W. S. Wallace, R.A.M.C., Special Reserve. 

For conspicuous gallantry and devotion to duty in action. Under 
very heavy shell-fire he tended and directed the removal of the 
wounded. He continued working after being twice burled and partly 
stunned by exploding shells. 

Temporary Captain C. McM. Wilson, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
He worked for over an hour digging out wounded men at great 
personal risk. He then returned to his aid-post and attended to the 
wounded. Later, hearing that an officer had been wounded, he 
passed through 100 yards of the enemy's artillery barrage, dressed his 
wounds, and finally got him into safety as soon as the barrage per¬ 
mitted. On other occasions he bad done fine and gallant w ork. 


Lieutenant James Ernest Studholrae Wilson, R.A.M.C. 

For conspicuous gallantry and devotion to duty during operations. 
Ho went up to the front line from his aid post through a very heavy 
barrage, in order to assist the wounded. By his pluck and skill he 
undoubtedly saved many lives. He afterwards controlled the evacua¬ 
tion of the casualties under heavy fire. 

Captain William Louis Rene Wood, R.A.M.C. 

For consistent gallantry and devotion to dutv- On one occasion he 
wont under very heavy shell-fire to attend to the wounded, and also 
assisted to dig others out. By his coolness and example he has 
rendered great assistance under the most trying and dangerous 
conditions. 

Captain C. Cosgrove, Australian A.M.C. 

For conspicuous gallantry and devotion to duty in action. He tended 
the wounded throughout and for many hours after the action. He 
was frequently under heavy fire, but carried on quite regardless of 
personal danger. 

Captain Samuel Charles Fitzpatrick, Australian A.M.C. 

For conspicuous gallantry and devotion to duty during protracted 
operations. He dressed wounded in the open under heavy shell-fire, 
and worked continuously for four days with but little rest or sleep. 

Captain Joseph Patrick Fogarty, Australian A.M.C. 

For conspicuous gallantry and devotion to duty in action. He 
carried out his work among the wounded with utter disregard to his 
own personal safety. Two brigades own him a deep debt of gratitude. 

Captain K. H. Grieve, Australian A.M.C. 

For conspicuous gallantrj’ and devotion to duty in action. Owing to 
the battered condition of the front-line trenches he w’as compelled to 
carry on his work among the wounded In the open. Under very 
heavy shell-fire he showed the greatest coolness aud courage. Though 
joined, many hours later, by other medical officers, he stuck to his 
work without rest or sleep. 

Captain George Alovsius Makinson Heydon, Australian 
A.M.C. 

For conspicuous gallantry and devotion to duty during protracted 
operations. For four days he attended the wounded under incessant 
fire, carrying them to his dressing station when the stretcher-bearers 
had become casualties. 

Captain H. Rayson, Australian A.M.C. 

For conspicuous gallantry and devotion to duty In action. For 
several days he rendered first-aid in the trenches under very heavy 
shell-fire, and worked night and day till the wounded were finally 
evacuated. 


Mentioned in Despatches. 

In despatches received from General Sir Archibald 
Murray, Commander-in-Chief of the Egyptian Expeditionary 
Force, the names of the following medical officers are 
mentioned:— 

Army m Egypt. 

Lieutenant-Colonel (temporary Colonel) A. E. C. Keble, 
D.S.O., R.A.M.C. 

Major (temporary Lieutenant-Colonel) A. M. McIntosh, 
R.A.M.C. (T.F.). 

Colonel D. O'Sullivan, R.A.M.C. 

Captain M. O. Wilson, R.A.M.C. 

Captain R. H. Mackgill. R.A.M.C. 

Captain L. L. Satow, R.A.M.C. 

Captain (temporary Major) T. G. Buchanan, R.A.M.C. (T.F.), 
North Midland Mounted Brigade Field Ambulance. 
Captain R. Proudfoot, R.A.M.C. (T.F.), Welsh Divisional 
Sanitary Section. 

Captain A. L. S. Tuke, R.A.M.C. (T.F.), attached to the Fife 
and Forfar Yeomanry. 

Captain H. F. Humphreys, R.A.M.C. (T.F.), 2nd South 
Midland Mounted Brigade Field Ambulance. 

Captain G. L. Eastes, R.A.M.C. (T.F.), 2nd South London 
Sanitary Company. 

Captain E." Bremet, R.A.M.C. (T.F.), attached to the East 
Riding Yeomanry. 

Snlonica Army. 

Colonel A. A. Sutton. D.S.O., A.M.S. 

Colonel M. P. C. Holt, C.B., D.8.O., A.M.S. 
Lieutenant-Colonel E. T. F. Birrell, C.M.G., R.A.M.C. 
Captain G. F. Rudkin, R.A.M.C. 

Captain H. H. Davis, R.A.M.C. 

Captain (temporary Lieutenant-Colonel, R.A.M.C.) T. C. 
English, R.A.M.C. (T.F.),4th London General Hospital. 

- s 

The Board of Medical Appeal. 

A Central Medical Board has been appointed to consider 
the cases of men passed by recruiting medical boards but 
able to produce private certificates of invalidity. The Board 
consists of Colonel I.ynden .Bell, Sir Frederick Treves, and 
Sir James Mackenzie. 
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The Committee of Reference of the English 
Royal Colleges: the Problem of the 
Disabled Soldier. 

A memorandum on the work of the Committee of Refer¬ 
ence has recently been presented to the Royal College 
of Physicians of London and the Royal College of Surgeons 
of England The Committee was originally appointed in 
March last to advise the War Office, through the Central 
Medical War Committee, in respect of medical men on the 
staffs of the several metropolitan hospitals and medical 
schools with regard to whom the question arose as to 
military medical service. The circumstances of the appoint¬ 
ment of the Committee were commented on in these columns 
at the time, 1 and the memorandum now presented shows the 
value of the work done. 

In June last the Committee became recognised as a 
Statutory Committee under an Order in Council, under 
Section 7 of the Military Service Act, 1916 (Session 2), for 
specific duties above referred to. The Committee compiled 
lists of those members of the hospital and medical school 
staffs who, in its opinion, could be spared for service in 
the Army, has granted temporary and conditional exemptions 
from service to certain of such members, and has con¬ 
sidered various appeals made by individuals or by governing 
bodies of the hospitals and schools. The decisions of the 
Committee, necessarily sometimes involving delicate con¬ 
siderations, have apparently been received with general 
satisfaction. 

The Committee has worked in close association with the 
Central Medical War Committee, and the two bodies, in 
the course of their deliberations, have been drawn to consider 
the further problem of dealing with the disabled soldier. 
The functions of the Committee of Reference are affected 
by this problem, for the Committee has to safeguard the 
interests of the civil community by making provision for the 
retention of sufficient hospital staffs to provide adequate 
medical and surgical treatment. The military hospitals have 
already absorbed a large proportion of the skilled specialists 
in the profession, and so long as the disabled soldiers remain 
in a military hospital, depdt, or camp they can be treated 
by doctors specially qualified to secure the best results. If, 
however, these disabled soldiers are discharged from military 
hospitals, although still requiring further treatment to render 
them useful members of the community, the question of their 
destination becomes difficult. 

It is stated that already some 35,000 to 40,000 disabled 
soldiers have been discharged from the military hospitals, 
and it is estimated that those who will be unfitted for further 
service may reach the total of a quarter of a million. It is 
not possible to say what proportion of these men will require 
further treatment, but of those who do it is reckoned that 
90 per cent, will be under the National Health Insurance 
Commission—that is, they will be patients of the panel 
doctors. As the Committee of Reference points out, the 
panel doctors will require the assistance of experts in various 
departments of medicine—neurology, mental diseases, ortho¬ 
paedics—and it will be a serious question how such special 
treatment is to be provided. Are the patients to be thrown 
upon the general and special hospitals throughout the 
country ! Are they to he grouped into centres that special 
forms of treatment may be provided ! Who is to make pro¬ 
vision for this treatment ? Where is the expert medical staff 
to come from ? 

The Committee of Reference, together with the Central 
Medical War Committee, wisely, in our opinion, have deter¬ 
mined to move in these urgent matters. They have approached 
the vice-chairman of the War Pensions Statutory Committee 
on the subject, and have ascertained that so far no definite 
steps have been taken to solve the question. Each Com¬ 
mittee then decided to communicate with the Secretary of 
State for War to press upon him the desirability of retaining 
the men who clearly require further treatment under military 
control for a sufficiently prolonged period of time to enable 
the treatment to be completed. The Committee of Reference 
states, “That the medical aspects of the question are so 
urgent and important as to render advisable an immediate 
inquiry into the subject by medical experts, both civil and 
military.” 


1 Tub Lancet, April 1st, p. 750; July 22n<l, p. 164; August 12th, 
p. 300. • 


The two Royal Colleges have fully endorsed the views of 
the Committee of Reference by adopting a resolution to 
enlarge the powers of the Committee so as to enable it 
to consider, either independently or in conjunction with 
other bodies, urgent medical questions arising out of the 
war, such as the treatment of disabled soldiers, and so 
that it may, if necessary, take action in advising the 
Government upon such questions. 


Students in Captivity. 

The first meeting of the newly-formed committee for the 
management of the British Prisoners of War Book Scheme, a 
war charity hitherto carried on by Mr. A. T. Davies at the 
offices of the Board of Education, but now being registered 
under the War Charities Act, 1916, was held on Sept. 22nd 
at Whitehall. A letter was read from the Marquis of Crewe, 
President of the Board of Education, expressing his appre¬ 
ciation of the work done in the past, and of the invaluable 
services which the organisation could render to British 
prisoners of war by giving them the opportunity of develop¬ 
ing serious interests in different directions during the hard 
and dreary months of their detention. The following officers 
were elected : chairman, Mr. A. T. Davies (Board of Educa¬ 
tion) ; treasurer, Rear-Admiral J. F. Parry, C. B., hydro- 
grapher to the Navy. The appointment of a secretary was 
held over. A gratifying report was read from the principal 
examiner to the Board of Trade (Marine Department) 
on the result of the recent examinations held at the 
camp at Groningen in Holland. Nineteen candidates pre¬ 
sented themselves for examination for the second mate 
and other certificates, and all passed in a highly credit¬ 
able manner a searching examination, a fact which, 
the principal examiner stated, bore eloquent testimony 
to the value of the opportunities for self-improvement 
afforded at the camp. As a result further classes are now- 
being formed at Groningen for candidates for certificates of 
competency in the Mercantile Marine. Evidence is also 
coming to hand from camps as far distant as Asia Minor of 
considerable development in the organisation of educational 
work among the men interned there. From these camps a 
continuous stream of applications for books for serious study 
was reported to the committee, who have expressed the hope 
that the public will continue, by offers of suitable books 
(new or secondhand), to support a war charity the need 
for which is daily becoming more and more evident, and 
the machinery of which is being increasingly taken advan¬ 
tage of by the friends and relatives of prisoners in all parts 
of the British Empire. Further particulars respecting this 
work can be obtained on application to Mr. A. T. Davies, 
at the Board of Education, Whitehall, London, S.W. All 
communications should have the words, “ Prisoners of War ” 
written in the left-hand corner of the envelope. 


Physical Clinique for Wounded and Disabled 
Soldiers. —The Physical Clinique for Wounded and Disabled 
Soldiers, which was opened at 126, Great Portland-street, 
London, W., early in July last, has been taken over by the 
British Red Cross Society. At present only officers have been 
received, of whom a considerable number have taken advan¬ 
tage of the treatment offered, by means of whirlpool and 
other baths, massage, and mechanical exercise. The results 
have been encouraging, and the clinique is now closed for 
extensions, reopening on Monday next. Oct. 2nd. 

The Rota of Canadian Doctors for Military 
Service. —Lieutenant-Colonel Alexander Primrose, who 
was chief surgeon with the University of Toronto Base 
Hospital at Salonica, has returned to Toronto, where his 
services are required by both the medical department of the 
University and the Toronto General Hospital, of which 
institution he is one of the chief surgeons. Others who are 
also returning to Toronto from Salonica are Professor J. J. 
Mackenzie, of the pathology and bacteriology department 
of the University, and Dr. B. P. Watson, professor of 
obstetrics. As several of the other members of the medical 
staff at the University have qualified for the Canadian 
Army Medical Corps, the places of those returned who 
are required for teaching purposes can very readily be 
filled. 
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Comspaitkiut. 


“Audi alteram partem.” 


THE MANUFACTURE OF SALVARSAN PRO¬ 
DUCTS IN ENGLAND AND FRANCE. 

To the Editor of The Lancet. 

Sir, —In The Lancet of May 1st, 1915, I published a 
communication describing cases of acute arsenical poisoning 
following the use of novarsenobenzol and kharsivan, one case 
in which the latter preparation was employed, proving fatal. 
In a newspaper a few weeks ago there appeared an account 
of an inqnest held on a girl of 27, a patient at Guy's Hos¬ 
pital, whose death followed the administration of a dose of 
salvarsan “of English manufacture”—in other words, 
kharsivan. In the Evening Standard of August 23rd I find 
the account of an inquest held on a man, aged 40, also a 
patient of Guy’s Hospital, who died from acute arsenical 
poisoning following two injections of kharsivan. 

After my unfavourable experiences with novarsenobenzol 
and kharsivan, I had recourse to a French substitute for 
salvarsan—viz., galyl—and have used this preparation almost 
exclusively for the past 18 months with most satisfactory 
results. In The Lancet of Dec. 11th, 1915, Mr. Harold 
Spence, house surgeon at the Male Lock Hospital, gave 
an account of the clinical results of 1000 intravenous 
injections of galyl, which elicited your opinion that galyl 
was “certainly a substitute which deserves the careful study 
of the medical profession. " Since that communication more 
than 1000 further injections of galyl have been given at the 
Male Lock Hospital, and continue to be given at the rate of 
more than 50 a week, and with quite satisfactory results. I 
consider its effect on the symptoms of syphilis to be almost 
equivalent to that of the original salvarsan, whilst the 
reaction following immediately after its introduction is 
trifling, and up to the present no instance of arsenical 
poisoning has been observed. 

I have given a fair trial toiuargol, a new remedy for syphilis 
described by Dr. N. S. Bonard, house surgeon to the Female 
Lock Hospital, in The Lancet of Sept. 23rd, and regret to 
say that my experience of this substance does not tally with 
his, for in quite 50 per cent, of my cases thrombosis of the 
injected vein ensued, and extended so far up the arm as to 
give rise to some anxiety on my part. The injections were 
given with the most careful attention to technique and in 
strict accordance witli the printed instructions. I pointed 
out this objection to Dr. Bonard three months ago, and was 
informed by him that thrombosis following the injec ions 
was due to insufficiency of soda in the alkaline solution, 
that pure sodium hydrate is not to be procured in this 
country, and that consequently he had to obtain his sodium 
hydrate from Paris. It is satisfactory to learn that the risks 
of thrombosis are now reduced to a minimum by the intro¬ 
duction of sodic luargol, a preparation I hope to avail myself 
of at the earliest opportunity. 

I am, Sir, yours faithfully, 

J. Ernest Lane, F.R.C.S. Eng., 

Major, R. A.M.C. (T.); Senior Surgeon, London Lock Hospital. 

Sept. 25tb, 1916. 

THE EFFECT OF FERRIVINE AND 
INTRAMINE ON SYPHILIS. 

lo the Editor of The Lancet. 

Sir,— There are two statements in the letter by Mr. J. E. R. 
McDonagh in The Lancet of Sept. 2nd that seem to me to 
require comment, although I regret to occupy further space. 
I admit, of course, that the physical condition of a compound 
may have an effect on its activity. Bnt this physical con¬ 
dition is under the control of the manufacturer, just as the 
chemical nature is. I am not acquainted with the authority 
on which Mr. McDonagh bases his statement as to the supply 
of neokharsivan. It is to be remembered that none of the 
preparations of salvarsan, or substitutes for it, is a perfectly 
pure substance. They all contain impurities, partly of an 
unknown nature, in variable proportion. Hence the necessity 
of testing for toxicity each batch, even of the same maker, as 
is actually done. It is perfectly clear that the statement of 
the Medical Research Committee that neokharsivan is 


“ chemically the same ” as neosalvarsan was intended to 
mean only that they are both commercial preparations of 
the same chemical compound. They both contain the 
essential organic compound of arsenic, but also small 
amounts of unknown impurities, a circumstance at present 
unavoidable. 

Ferrivine, as snpplied by the British Drug Houses, Limited, 
diffuses through parchment paper, not, of course, as rapidly 
as ferric chloride, because it has a larger molecule. It is, 
therefore, not a colloid. Moreover, it gives the typical 
chemical reactions of electrolytically dissociated ferric salts, 
whereas compounds of iron in true organic combination do 
not. On the other hand, ferric hydroxide is a typical 
electro-positive colloid. If colloidal properties determine 
the aotivity in question, why is ferric hydroxide ineffective, 
while ferrivine is supposed to be effective 1 

I am, Sir, yours faithfully, 

University College, London, Sept. 25th, 1916. W. M. BAYLISS. 


THE APPLICATION OF DROP-MEASURING 
TO THE WIDAL TECHNIQUE. 

To the Editor of The Lancet. 

Sir, —In your issue of Sept. 23rd Dr. E. W. Ainley Walker, 
in a critical paper on An Application of Drop-measuring to 
Widal Technique, writes very strongly again-t the state¬ 
ments made by Mr. R. Donald, and Dr. Ainley Walker's last 
sentence is such that, as head of the Bacteriology Labora¬ 
tory of the London Hospital, I must take exception to it. 
The sentence in question is, “ It was still more unfortunate 
that such unsubstantial criticisms should appear under the 
name and aegis of an important institute.” 

Dr. Donald is a highly skilled, trustworthy, and meticu¬ 
lously accurate worker who has carried on laborious researches 
in the London Hospital Laboratory over a number of years. 
His paper was submitted to me, and I consider his state¬ 
ments accurate and his criticism just. It is also certain that 
several of Donald's pipettes could be made by a tyro in a 
fraction of the time that it would take to clean one of the 
pipettes made for the Oxford Laboratory, and at the finish 
their accuracy would be such that they might in fairness be 
considered and called “ standard " pipettes. 

I am, Sir, yours faithfully, 

William Bulloch. 

Bacteriological Department, London Hospital Medical 
College, dept. 25th, 1916. 


THE TREATMENT OF SEPTIC WAR 
WOUNDS. 

To the Editor of The Lancet. 

Sir, —It is a dangerous business to intervene in quarrels, 
but, now that the President of the Royal College of SurgeoDS 
of England has said that his unedifying rough-and-tumble 
with the Chief Bacteriologist to the Medical Research Com¬ 
mittee is over, it may perhaps be safe to suggest the two 
following propositions for the consideration of the pro¬ 
tagonists, their disciples, and indeed anyone else who feels 
that he must set the world straight in disputable matters: 
(1) That if you want to establish your point as against an 
opposing view, all that is necessary is that you should show 
that you are right, it is quite immaterial to demonstrate that 
the other man is wrong; (2) that nearly all controversies of 
the present kind end in the discovery that both vietvs are 
partly right and both are partly wrong. 

I am, Sir, yours faithfully. 

Iladlott, Sept. 21st. 1916. A. E. BOYCOTT. 


To the Editor of The Lancet. 

Sir,—I n May last I read before the Royal Society of 
Medicine a paper in which I ventured to criticise from the 
laboratory standpoint the work on wound treatment of 
Sir Almroth Wright, my former chief. As the criticisms 
have not been replied to, I would ask your kind permission 
to call attention to them again. 

In order not to trespass on your space, I will only refer 
now to one subject—that of the drawing power of salt. In 
this connexion Sir Almroth Wright in his paper in your issue 
of Sept. 16th repeats a statement “that the outflow of lymph 
from the tissues is due to osmotic forces brought into play 
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by the salt." I would therefore ask him, first, whether the 
explanations I offered in the case of the experiments by 
which he supported this statement are sufficient, and, if so, 
why they were not given by him. when the experiments were 
shown to his audience as analogous and. as illustrating, the 
same phenomenon ? Secondly, I would ask whether.he has 
made any quantitative experiments (or quantitative beyond 
those I criticised) to justify his statements on this subject. 
And can he direct me to any reputed authorities who would 
assent to his use of the expression osmotic forces or to his 
footnote recapitulating his explanations of the subject 1 
In conclusion, in order to avoid misconception, I would 
say for myself that I have not publicly passed judgment 
from the clinical point of view on any methods of wound 
treatment, certainly not on the treatment by salines. That 
judgment must be pronounced ultimately by the surgeons in 
charge, and it is interesting to note in this connexion that 
when they are declaring in favour of hypochlorite solutions 
Sir Almroth Wright, in seeking explanations of their action, 
tacitly refuses to take into account the peculiar bactericidal 
effects. I am. Sir, yours faithfully, 

Caidlff, Sept. 26th, 1916. W.M. PARR* MORGAN. 


THE CHOICE OF ANAESTHETIC FOR A 
MILITARY HOSPITAL. 

To the Editor of Thb LANOBT. 

Sir,— It is somewhat surprising to learn from his letter 
to The Lancet of Sept. 16th that Mr. A. de Winter Baker 
uses chloroform given by a Junker’s inhaler as an anesthetic 
for prolonged operations on soldiers. The method has 
been regarded by many as obsolete, and his patients 
must have been in comparatively good condition to stand 
the process. The exhausted, anaemic, and septic men 
upon whom we have to do serious operations at the base 
hospitals in France would certainly be bad subjects for the 
administration of chloroform, especially for long periods. 
Hence we welcome anyone like Captain A. G. Wilkins (whose 
communication appeared in The Lancet of Sept. 9th) who 
tries to minimise risks and give us better and safer anesthetic 
agents than chloroform. I can assure Mr. Baker that 
Captain Wilkins has given anesthetics for me and other 
operators in what may be truly termed a faultless manner. 
Moreover, his patients have run a minimum of risk in the 
anesthetic state and have suffered little inconvenience from 
sickness or other trouble afterwards. His intravenous 
alcohol, given by his modification of Rood's apparatus, is 
particularly satisfactory in men ran down by sepsis or loss 
of blood. It is equally suitable for small or great operations 
and for operations upon the abdomen, chest, head, or 
extremities. It deserves fall and sympathetic consideration. 

I am. Sir, yours faithfully, 

John Campbell, F.li C.S.Eng., M.D , M.Ch. 

The Anglo-American Hospital. Wlmereux, Sept. 18th, 1916. 


INDUSTRY AND MOTHERHOOD. 

To the Editor of The Lancet. 

Sir,—T he Women's Industrial Council is undertaking an 
inquiry into occupations and conditions of occupations likely 
to prove injurious to girls or women as prospective mothers 
At present, although a good deal of information bearing 
upon this point must exist in official records and in the 
private notes of medical practitioners, none of it has been 
so collected and collated as to be readily accessible. Vet 
the guidance of ascertained facts would be of great service to 
parents, teachers, and advisers of girls entering upon in¬ 
dustrial occupations, as well as to women workers of all 
grades, and ultimately to the country at large. 

The difficulties of the inquiry will obviously be great, but 
the methods employed in a somewhat similar American 
investigation furnish useful suggestions, and the officials of 
two Government departments have kindly promised advice 
and assistance which will be invaluable. Our aim is, 
primarily, to asoertain facts, and, secondarily, to agitate 
for the alteration of any unsuitable conditions whioh may 
come to light. As a general principle, we think the pro¬ 
hibition of any particular employment for women undesir¬ 
able, but if there does exist any employment likely to injure 
women as mothers we think it important that the facts which 
make it bo should be known to women. How far we shall be 
able to carry our inquiry will largely depend upon the amount 


of financial support which the Council receives from the 
public. Surely for a purpose of such national importance we 
shall not appeal [twain; 

We are, Sir, yours faithfully, 

Clementina Black, president 
F. V. M. Taylor, Secretary. 

Women's Industrial Council, 7, John-street, Adolpbi, 

Strand, W.C., Sept. 25tb. 1916. 

STATE ECONOMY AT THE EXPENSE OF 
MEDICAL MEN. 

To the Editor of The Lancet. 

Sir,—I do not think “ Major’s ” letter has come any too 
soon, and I do think by your addendum yon have thrown 
cold water, on it. The two chief medical organs—viz.. 
The Lancet and the Britieh Medical Journal —should support 
the profession as a whole, and not take sides with the 
Government, whether their intention, firm or otherwise, be to 
husband their resources at the expense of medical men. Of 
course this is the result of the profession being disunited ; 
and not only the Government, but societies like the 
Oddfellows and Foresters are aware of this state of 
things among us. There is no nnity among us, and 
the cause is jealousy among the profession in every 
large town. Had we been united, the corporations would 
never have dared to reduce our fees for notification, nor 
would our panel money have been reduced to 1*. 4 id. We 
appear to take every insult lying down. 

I would like to know if the salaries (?) of the Members of 
Parliament are to be reduced because of this “ firm intention 
to husband the national resources in our trial.” 

I am, Sir, yours faithfully, 

Sept. 25th, 1916. M EDICGS. 

*„* Our correspondent has misread the footnote ; we are 
of those who regret the action that has been taken. But 
we recognise that in other callings similar economies may 
have to obtain.—Eu. L. 


Stoical Sftfos. 


Royal College of Physicians of London.— A 
Comitia was held on Sept. 21st, Dr. Frederick Taylor, 
the President, being in the chair. Arising out of a 
resolution passed by the Committee of Reference at its 
meeting on Sept. 14th, the following resolution was proposed 
by the Second Censor (Dr. IV. Pasteur) and seconded by the 
Third Censor (Dr. Sidney Martin), and carrier!:— 

The College authorises its representatives on the Committee of 
Reference to consider in that Committee, and if necessary in con* 
junction with other bodies, urgent medical questions arising out of the 
war. such as the treatment of disabled soldiers, and when necessary to 
advise the Government thereupon, the President undertaking to report 
from time to time to the College. 

Pharmaceutical Society of Great Britain.— 
The soventv-flfth session of the School of Pharmacy will 
open on Wednesday, Oct. 4th, at 3 p.m. The Pereira medal 
will be presented to Miss Ella Caird, and the iuaugura! 
sessional address delivered by Mr. Edmund White, President 
of the society. 

King s College Hospital Medical School : 

Roll of Honour. —The dean of the school would be glad 
to receive the names of past and present members of the 
medical school who are serving in H.M. Forces, together 
with details of rank and regiments and of any honours which 
have been awarded, in order that the roll of honour may be 
brought up to date. 

Wellcome Historical Medical Museum: Folk¬ 
lore Exhibition.— An exhibition will be opened on Monday- 
next, Oct. 2nd, at the Wellcome Historical Medical Museum, 
illustrating the folk-lore of London. The exhibition consists 
of medical charms and amulets, which have been lent by- 
Mr. Edward Lovett, of Croydon. 

Shell Shock and Criminal Acts. —At the 
London Sessions recently Sir Robert Wallace. K.C., had to 
deal with the case of a lieutenant in the Army who had 
pleaded guiity to several charges of obtaining money aud 
goods by means of worthless cheques. He had been con, 
victed and bound over to come up for judgment when called 
upon for other offences of the same knul in May. The 
prisoner had been at one time a medical student, but 
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hail joined the Army and been wounded at Loos, being 
afterwards sent home suffering from shell shock. Dr. 
ft. H. Cole gave evidence to the effect that the man was 
partly paralysed and was suffering from loss of memory, 
expressing the opinion that he was mentally disordered and 
unable to appreciate his own actions. Sir Robert Wallace 
observed that similar cases had been tried at the Loudon 
Sessions in which the commission of criminal acts had been 
ascribed to shell shock, and from tbe circumstances revealed 
at these trials it would seem that this was a cause which 
might disorganise the judgment and prevent the apprecia¬ 
tion of right and wrong. lie ordered that the accused should 
be sent to a home and should remain there until fit to go 
about again. If he left the home he would have to undergo 
a sentence of six months' imprisonment. 

Two suspicious deaths which occurred recently in 
Liverpool liave been pronounced officially to be due to 
plague. 

Centenarians.— The death is reported of Mrs. 
Mary Burke at the age of 102 in the Pestiniog workhouse, 
Merioneth.—On Sept. 17th Mies Wotton, Park Cottage, 
London-road, Harrow, celebrated the 100th anniversary of 
her birthday. 

University of Leeds.— The opening of the 

session of 1916-17 of the Faculty of Medicine will take place 
on Oct. 2nd, at 4 i\M., in the School of Medicine, when the 
Hon. Rupert Beckett will deliver an address. There will be 
a distribution of the prizes half an hour later. 

Donations and Bequests.— Under the will of the 
late Mr. Alexander Sliolto Douglas, W.S., of Gatesbaw, 
which has just been proved in Scotland, £2000 are bequeathed 
to the Roval Infirmary, Edinburgh; £1000 to the Con¬ 
valescent House of the Royal Infirmary, Edintmrgh ; £500 to 
the Royal Edinburgh Hospital for Incurables; £5COto the 
Edinburgh Hospital for Sick Children; and £100 to tbe 
Kelso Cottage Hospital; also a one-fifth share of the residue 
■of the testator's estate to the Royal Infirmary, Edinburgh, 
to be applied to tiie general purposes of the institution, 
exclusive of building.—By will the late Mr. Morton Alfred 
Smale, Dean of the Royal Dental Hospital, Leicester-square, 
London. W.C., left, subject to the death of his wife, £1000 to 
that institution for the paying off of any debt or for providing 
poor patients with artificial teeth. 

Sailor Prisoners of War Association.— This 

association, which has been organised in connexion with the 
British and Foreign Sailors' Society, is doing excellent work 
by looking after friendless seamen interned in enemy 
countries. An interim report dated July 31st, dealing with 
the first four months of the society’s work, shows that 
90 British sailors in Germany have been “adopted” by 
various localities, in addition to 26 Russian sailors taken 
from British vessels. Up to the date of the report the total 
number of men under such wardship amounted to 118, each 
of whom receives a fortnightly parcel of food varying in 
value from 5s. to 10s. Other work of tbe association is the 
tracing of the families of interned men. The association 
also collects old boots for the interned Bailors, the British 
and Foreign Sailors' Society paying for the repair of such 
gifts. The honorary secretary and treasurer is Mrs. Florence 
E. Hall, The Sailors’ PalaGe, Oommeroial-road, E. The 
bankers are the Bank of England, London, E.C. 


Appointments. 


Successful applicants for vacancies, Secretaries of Public Institutions , 
and others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the 8ub- 
Edilor, not later than 9 o'clock on the Thursday morning ot each 
week, such information for gratuitous publication. 

Lewis, Ernest Wool., L.R.C.P. Lond., M.R.C.S., has been appointed 
Medical Officer for the Fifth District by the St. Germans (Cornwall) 
Board of Guardians 

Twining, Daniel Owen. L.R.C P. Lond., M.U.C.S., Medical Officer 
for tbe Eleventh District by the Kingsbririge (Devon) Board of 
Guardians. 


thcimties. 


For further information regarding each vacancy reference should be 
made to the advertisement (see Index). 

When the application of a Belgian medical man would be considered 
the advertisers are reoucstcd to communicate with the Editor. 

Barrow in-F rByE.-s.-i, North Lonsdale Hospital.— Assistant House 
Surgeon. 

Bolton Infirmary and Dispensary.— Female Second House Surgeon. 
Salary £200 per annum, with board, &o. Also FemaleThlrd House 
Surgeon. Salary £180 per annum, with board, 4c. 

Bristol Royal Infirmary.— House Physician. Salary at rate of 
£120 per annum, with board, &c. 


City of London Hospital for Diseases of the Chest, V’ctoria 
Park, E.—Resident Medical Officer. Salary at rate of £260 per 
annum. Also Assistant Resident Medical Officer. Salary at rate of 
£150 per annum, with hoard, kc. 

Fishmongers' Hall Hospital for Officers.— Resident Medical 
Officer. 

Hospital for Consumption and Diseases of the Chest, Brompton. 

—House Physician for six mouths. Salary 30 guineas. 

Huddkhsfielp County Borough Education Authority.— Assistant 
School Medical Officer, Salary £300 per annum. 

Huddersfield Royal Infirmary.—Two Assistant House Surgeons. 
Salary per annum—quail lied £150. ui qualified £80, with board, kc. 

Italian Hospital, Queen-square, W.C.—Honorary As&lstant Surgeon 
lor Out-patients. 

Kensington General Hospital. Earl's Court. S.W.—Amesthotlat. 

Lfteds Public Dispensary.—F emale Resident Medical Officer. Salary 
£200 per annum, with board, 4c. 

Liverpool, David Lewis Northf:rn Hospital.— House Surgeon for 
six months. Salary at rate of £150 per annum, with board, 4c. 

Monmouthshire County Council.— Female Assistant Medical Officer. 
Salary £350 per annum. 

Queen Charlotte’s Lying-in Hospital, Marylebone.—Physician 
in Charge of Ante- Natal Department. 

Royal Free Hospital, Gray's Inn-road, W.C.—Two House Physicians 
and two Hou*e Surgeons. Salary £50 per annum, with board &o. 
Also Senior Obstetric Assistant. Salary £93 per annum, with 
board, 4c. Also Junior Obstetric Assist ant. Salary £30 per annum, 
with board. &c. Also Assistant Anaesthetist. Salary £93 per annum. 

Sheffield, Jessop Hospital for Women.— Female Senior and Junior 
House Surgeons, unmarried, for Gynecological and Maternity 
Departments. Salary £300 and £200 per annum respectively, with 
board, Ac. 

Sheffield. Royal Infirmary.— Two House Surgeons. Salary £100 
per annum, with board. Ac. 

Southampton, Royal South Hants and Southampton Hospital.— 
House Physician. Salary £150 per annum, with board. Ac. 

South London Hospital fob Women.—F emale Pathologist. 8alary 
at rate of £250 per annum. 

Staffordshire Education Committee.—Two Permanent and Four 
Temporary Female Aasistmt School Medical Inspectors. Salary 
£300 per annum. 

8underland Royal Infirmary. Childrens Hospital.— Resident 
Medical Officer for .six months. Salary £150 per annum, with 
board, kc. 

Walthamstow, Leyton, Walthamstow, and Waystead Childrf.ns' 
and General Hospital.—H onorary Pathologist and Radiographer. 

Warwickshire and Coventry Joint Committee for Tuberculosis, 
Bramcote Sanatorium, near Nuneaton. Warwickshire.—Resident 
Medical Officer. Salary at rate of £250 per annum, wii h board, 4c. 

West Bromwich and District Hospital.— Assistant House Surgeon. 
Falary £120 per annum, wi< h board, 4c. 

Wf.st Ham Hospital, Stratford.—Resident House Surgeon. Salary 
£150 per annum, with bosrd, 4c. 

Wounded Alliats Relief Committee, Sardinia House, Kingsway, 
W.C.—Surgeon for Red Cross Hospital abroad. Salary £i0 per 
week. 


Jiirtjjs, IJhrriagcs, anb gcatjis. 


BIRTHS. 

Bartlett —On Sep‘. 2Jth. at Tregunter-road, South Kensington, the 
wife of Temp rary Captrin Bertram Bartlett, R.A.M.C., ot a son. 

Howiti. —On Sept. 23rd, at Ghesham-street. Belgrave-square, the 
wife of A. B. Howttt, M:D., temporary Lieutenant, R.A.M.C., of a 
daughter 

Lew arne. —On Sept. 21st, at Stonecrr ft. Crick lade, Wilts, the wife of 
Frank Lewarno, M.R.C.S., L.R.C.P., of a son. 

Page. —On Sept. 2lst, at The Marina. Worthing, the wife of C. H. W. 
Page, M A., M.D. Cantab., temporary Lieutenant, R.A.M.C., Holly 
House, North Walshatn, of aeon. 

Shand. —On Sept. 22nd, at Sloane-court, to Captain J. G. B. Sband, 
I M.S.. and Mrs. Shand—a son. 

WELLS-CoLE.-On Sept. 21st. at Grosvenor place. S.W., the wife of 
Lieutenant Gcrvas Wells Cole, R.A.M.C., of a son. 


MARRIAGES. 

Crowe—Pilling.—O n Sept. 21st, at Holy Trinity Church, Folkestone, 
Lewis Wright Crowe. M.D., temporary Lieutenant, K.A.M.C., to 
May Pilling, late of Hale. 

Hamilton—Ruling.— On 8ept. 21st, at Rottlngdean Church, Allan 
George Hamilton, temporary Captain, R. A. M.C., to Josephine, only 
daughter of Sir Edward and Lady Reeling. Weybridge, Surrey. 

Macdonald—Jeffery.—O n Sept. 20th, at Holy Trinity Church, 
Stroud, Glos., Alexander Tulloh Inglis Macdonald, M.D., tem¬ 
porary Captain, R.A.M.C., to Lucy Kate, younger daughter of the 
late Mr. Richard Jeffery and Mrs. Jeffery, Stroud, Gloucestershire. 

Morton—Vine.—O n Sept. 23rd, at the Oratory of the Sacred Heart, 
Bournemouth, Terence Charles St. Clessy Morton, temporary 
Surgeon, R.N., to Marie Winifred, only daughter of Mr. G. F. Vine 
of Richmond Park avenu Bournemouth. 

Pritchard— Andrews. -On*’Sept. 20th, at Lvnrtburst-road Church, 
Hampstead, Captain N. 1*. Pritchard. H.A.M.C., to Dorothy Alford 
youngest daughter of Dr. and Mrs. Andrews, of Elsworthy-rond 


DEATHS. 

Inglis.— On Sept. 17th, killed in action. Captain Maurice Paterson 
Inglis. R.A.M.C., Bonier Regiment. 

Pkto.—O n Sept. 22nd,died of wounds. Captain Morton Peto, R.A.M.C., 
Royal Berks, aged 26 years. 

Smith.— On 8ept. 16tb. killed in action. Captain C, 15. H. Smith, 
R.A.M.C.. ago! 32 years. 

A T . B—A fee of 58. U charged for the insertion of Notices of Births, 
Marriages, and Deaths. 
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Jtafcs, j%rt Comments, nub Jitstoers 
ta Camspoitbcnts. 

THE PROPHECY OF MAYENCE (1854). 

This so-called prophecv was reprinted in the Queen last week 
with the question,“ Whence comes the prophecy, and when 
was it made? ” It takesits name, we learn, from the town 
of Mainz, where it was preserved in a monastery founded 
by Ste. Hildegarde, and it cannot be considered as a forgery 
after the events of to day, as it was published as long ago 
as 1854. The prophecy, says the note in the Queen, foretold 
the defeat of Napoleon III., and that “ Alsace and Lorraine 
Bhall be torn away from France for a generation and a 
half,” reckoned as 45 years. But," Les Francais ne repren- 
dront courage que contre eux-memes," runs the prophecy 
obscurely, adding, “ But now comes the day of mercy. A 
prince of the nation is in the midst of you. This is the 
man of salvation, the wise, the invincible ; he shall count 
his undertakings by his victories. He shall chase out the 
enemy from France, he shall go from Victory to Victory, 
till the day of Divine justice. In that day he shall lead 
seven kinds of soldiers against three on tlic Field of the 
Birches (des Bouleaux), between Ham, Woerl, and Pader- 
born.” The final paragraph of the prophecy is: 
“ William, the second of the name, shall be the last 
King of Prussia: he shall have no other successors than 
a King of Poland, a King of Hanover, and a King of 
Saxony.” 

A medical correspondent, apologising for dropping into 
archaeology and mysticism, writes: "Sainte Hi ldegard lived 
from the year 1098 to 1179. She was the foundress and 
abbess in il48 of the monasterv of St. Rupert’s Mount at 
Bingen, 17 miles west of Mainz (or Mayence), or, in 
German, Rupertsberg. She herself had prophetic visions 
from her childhood up, which were at first kept 
secret, but were laid before the Council of Treves 
in 1147, when they were pronounced genuine. Sainte 
Hildegard's revelations were printed in 1S98. There is 
evidence that the monastery was a repository for pro¬ 
phetic writings, whence similar writings might have 
emanated from successors who revered the memory of their 
prophetess-foundress. That we are in the presence—if the 
antiquity of the document is allowed—of some very good 
guessing is undoubted, but the use of such a name as 
‘Napoleon’ makes the whole thing hopelessly suspect. 
Napoleon is a name that no one would have hit on in 
the seventeenth century when the prophecy was pub¬ 
lished, still less when soothsaying in the twelfth century. 
I n less evidence to the contrary is overwhelming 1844 
was the probable date of the writing of the prophecy, 
after Napoleon III. had become Emperor, and seven 
years before William II. was born. But William, as the 
name of a future ruler, would he a safe name for a prophet 
to apply to any one of the German ruling house. Tne 
quality of the French language also suggests a date not 
ancient. As regards the spot where it is suggested that the 
final battle shall be fought—namely, ‘ the Field of Birches 
(des Bouleaux), between Ham, Woerl, and Paderborn ’—it 
is curious to note that where the fighting is now taking 
place in France there is a Ham and a Field of the Birches 
(des Bouleaux), but there is no Paderborn. We must 
look many miles east for the designated terrain. Paderborn 
is in Westphalia, and for a long time was in the influential 
and extensive ecclesiastical jurisdiction of Mayence and 
thus closely connected with it, and the other places are 
Hamm (Ham) and Werl (Woerl), both in Westphalia, 
between 20 and 30 miles south-east of Munster. A triangle 
connecting Hamm, Werl, and Paderborn may contain a 
Field of the Birches (des Bouleaux), although it would be 
more likely to be called ‘ Birkenfeld.’ ” 

DIPHTHERIA IN LONDON. 

The public attention which has been directed to the alleged 
prevalence of diphtheria in London makes the actual 
figures worth quoting in detail. The figures are regularly 
given in our columns dealing with vital statistics. 

The total number of fresli cases notified during the week 
ended Sept. 9tb was for diphtheria (including membranous 
croup) 148; of these, the largest number were in Stepney— 
viz., 21. Islington, Betbnal Green, Lambeth, and Camber¬ 
well had 11 each. For the week ending Sept. 16tb there 
was a total of 188 fresh cases, of which 40 were in Stepney, 
14 in Camberwell, 13 in Southwark, and 10 in Bethnal 
Green. The “ Weekly Return ” adds as regards the mor¬ 
tality that “ the deaths from diphtheria, which had been 
7, 9, and 4 in the preceding three weeks, rose to 5, but 
were 7 below the average; 3 deaths belonged to the 
borough of Stepney.” 


SIR ARTHUR QUILLER-COUCH AND THE DOCTOR’S 
“ ANTEROOM.” 

To the Editor of The Lancet. 

Sir,— The following extract from" On the Art of Writing,” 
by Sir Arthur Quiller-Couch, M.A., King Edward VII. Pro¬ 
fessor of English Literature, Cambridge (at the University 
Press, 1916), should be amusing to the medical profession. 
The passage is taken from Lecture II., and is dealing 
particularly with “ Accuracy.” 

I was waiting, the other day. in a doc'or's anteroom, and picked up 
one of those books—it was a work on pathology—so thoughtfully left 
lying in such places : to persuade us. no doubt, to bear the ills we have 
rather than fly to others capable of being illustrated. I found myself 
engaged In following the antics of certain bacilli generlcally described 
as “Antibodies.” I do not accuse the author (who seemed to be 
a learned man) of having invented t his abominable term ; apparently it 
passed current among physiologists and he accepted it for honest coin. 
I found it later on, In Webiters invaluable dictionary-. Etymology, 
"body ” (yours or mine), “anti,” up against it: compound, “antibody.” 
a noxious mloroba. Now l do not doubt the creature thus named 
to be a poisonous little wretch. Tnoie who know him even agree 
that no word is too bad for him. But I am not thinking of 
him. I am thinking of m* : and I say that for our own self- 
respect, whilst we retain any sense of intellectual pedigree, “ anti¬ 
body” is no word to throw even at a bacillus. Tiie man who eats peas 
with his knife can at least claim a historic*! throwback to the days 
when forks had but two prongs atil the spoons had been removed 
with the soup. But “ antibody " has no such respectable derivation. 
It is, in fact, a barbarism, and a mongrel at that. The man who 
uses it debases the currency of learning; and I suggest to y »u 
that it is one of the many functions of a great University to maintain 
the standard of that currency, to guard the jut et nor an loqnendi , to 
protect us from such hasty fellows or, rather, to suppedltate them in 
their haste. 

As to the relationship of bacilli and noxious microbes to 
antibodies, Sir Arthur Qtiilier Couch should again consult 
dictionaries, but this time he had better search Webster's 
New International Dictionary, 1910; or Chambers’s Twentieth 
Century Dictionary. Was it not Stevenson, in writing on 
the same subject, “ Accuracy,” who said, “ Truth to 
the Fact?” And why thrust the rapier of wit at “anti¬ 
body” (L. anti, against; A.S. bodig), when “ anteroom ” is 
of the same mongrel extraction (L. ante, before; A.S. 
rum)? It had been better to employ a word of “ respectable 
derivation ”—namely, waiting-room (A.S. wacan, to watch), 
a room for the convenience of persons waiting. 

I am, Sir, yours faithfully, 

Toronto, Sept. 11th, 1915. GEORGE ELLIOTT. 


THE DEEPER CAUSES OF DRINK. 

The deeper causes of drink are not nearly so often discussed 
as they should be, especially by those who might be 
expected to devote some of their acumen and time to the 
problem. Repeated condemnation of diseases and evils 
will not help much to eradicate them ; what is required is 
a sympathetic comprehension of .causes and a willingness 
to combat them. In this connexion we quote the following 
from a pastoral letter to his parishioners issued by the 
Rev. H. J. Sharpe, rector of Mars ton Morteyne, Bedford 
shire, on August 24th last. Tne letter explains the reason 
for the “ Mission of Repentance and Hope,” the national 
movement announced by the churches in November, and 
in discussing social and national sins and shortcomings 
the enormous sum of money spent annually in drink is 
cited thus :— 

But black as the foregoing may be. it is not so black as theapvthy 
with which many of us regard the deeper causes of drink—those hidden 
roots of which the craving for drink is only the bud and evil flower 
For our best doctors and medical officers of health Assure us that the 
drink crave is a natural result of the insanitary and unhealthy conditions 
amongst which many of our working classes live, and that as long as 
these insanitary conditions are permitted to soil our land there must 
be evil fruit. They, the medical men, assure us that in both town 
and even in the fair country villages the workers are often housed 
as no rich man would home his cattle— small, airless, insanitary huts, 
destitute of air, and light., and space, yet where large families are being 
brought up with splendid heroism by struggling mothers who should 
be called heroines for what they try to accomplish What wonder if 
sotm of the children fall away under the drink crave ? What wonder 
if others fall into darker crimes for which their poor brave mothers 
blush? Over £o,009,000 (five million pounds) a day do we speod on 
this war, yet for less than that sum we might have gone far to build 
lip many a healthy cottage home In BoglAnl, and we—would not. We 
said we had not the money—before the war cwne. And now God has 
permitted that war to show us what we can do ! 

Tfie relation of drunkenness to the parity of the water- 
supply and its availability is a matter which deserves far 
more attention than it has received. Pure water, and 
plenty of it, is a prime necessity ; that is an axiom. And 
vet often by a false view of economy this prime necessity 
is regarded as of secondary importance—i.e., the expense 
of procuring it is allowed to prevent a community from 
obtaining it. Money spent to obtain pure water is always 
a good investment for the community. 
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MILITARY BEARDS. 

To the Editor of The Lancet. 

Sir, —Your note on the growth or removal of beards by 
military order or in deference to sentiment reminds me 
that in my early days of education I used to be told that 
Ccesar ordered his soldiers to cut off their beards lest the 
barbarians should grip them by these appendages. The 
barbarians, on the other hand, cultivated beards as assisting 
to create frightful ness of aspect. 

Beards are much influenced by war. The military regula¬ 
tions sometimes prescribed and sometimes forbade the 
wearing of the beard in the French Armies. In 1831 it was 
worn exclusively by the French sappers, but afterwards 
extended to other sections again of the army. In The Lancet 
of Nov. 3rd, 1860, there was a leader on beards, in which it 
was said that, according to Mr. Chadwick, the sappers and 
miners of the French Army, who are remarkable for the 
size and beauty of their beards, enjoyed a special immunity 
against bronchial affections. The generally accepted state¬ 
ment is that the English custom of wearing beards was 
largely revived by the Crimean War in 1854, when many of 
the soldiers grew long beards, not being able to shave, or for 
the protection of their throats, and officers and men 
paraded in London with them. At that time, when the 
soldiers generally grew beards, it was a common remark 
amongst the women that it immediately became apparent 
who were the boys and who the men. A French dramatist 
has just said that “The beard has gone, but what is the 
difference to us? In place of it it is courage that grows. Let 
the beard fall and French courage grow.” 

I am, Sir, yours faithfully, 

Sept. 25th, 1916. GEORGE KlLLINGWORTH. 

SENILE DIARRHlEA. 

To the Editor of The Lancet. 

Sir,— I should be grateful if some of your readers could give 
me advice for the treatment of a case of senile diarrhoea. 
Four or five motions occur daily without pain and there 
appears to be no physical condition to account for it. Many 
drugs have been tried, but so far without any good result. 
The patient is the subject of a large inguinal hernia, which 
is. however, kept reduced by a truss. 

I am, Sir, yours faithfully, 

Sept. 15th, 1916. (R-N). 

PICRIC ACID IN GONORRHOEA. 

To the Editor of The Lancet. 

Sir,—C an any of your readers inform me in what strength 
picric acid should be used as an injection in gonorrhoea ? I 
see in a previous issue of The Lancet that it has been 
used for infected wounds with good results. 

I am, Sir, your faithfully, 

Sept. 19th, 1916. ' IN CRUCE SALUS. 

Anon.—A list of appointments in the Order of the Hospital 
of St. John of Jerusalem in England appeared in our issue 
of Sept. 2nd, p. 455. 

Communications not noticed in our present issue will 
receive attention in our next. 


gtcbical Jiarg for % ensuing Meek. 

SOCIETIES. 

ROYAL 80CIETY OF MEDICINE, 1. Wimpole-Btreet, W. 

MEETINGS OF SECTIONS. 

Thursday, Oct. 5th. 

OBSTETRICS AND GYNECOLOGY (Hon. SecreUries-H. Russell 

Andrews, T. G. Stevens): at 8 p.m. 

Andrews : Large Vesical Calculus round a Hairpin. 

Dr. Hubert Roberts: Large Ureteral Calculus removed by Abdominal 

Dr Cuthbert Lockyer: (1) Large Ureteral Calculi removed by 
’ Abdominal Section ; (2) Large Vesical Calculus removed during 
Repair of Vesico-Vaginal Fistula ; (3) Recto-Vaginal OalculuB 
due to Injury to the Ureter. 

Short Communication t: 

Dr. Arthur J. McNair: Concealed Accidental Haemorrhage with 
Intra-perltoneal Bleeding. 

Mr. Carlton Oldfield and Dr. Reginald Hann : Acute Toxemia of 
Pregnancy and Accidental Haemorrhage. Caesarean Hyster¬ 
ectomy. Recovery. 

^r^Wm. Fletcher Shaw : Csesarean Section and Hysterectomy for 
Accidental Haemorrhage. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

POST-GRADUATE COLLEGE, West London Hospital, Hammersmith- 
road, W, 

Monday.— 2 p.m., Medical and Surgical Clinics. X Rays. Mr. Gray ■ 
Operations. Mr. B. Harman : Diseases of the Eye. Dr. Slmson: 
Diseases of Women. 

Tuesday.— 2 p.m.. Medical and Surgical Clinics. X Rays. Mr. 
Baldwin: Operations. Dr. Banks Davis: Diseases of the Throat, 
Nose, and Bar. Dr. Pernet: Diseases of the Skin. 

Wednesday. —10 a.m., Dr. Saunders: Diseases of Children. Dr. B&nkB 
Davis: Operations of the Throat, Nose, and Ear. 2 p.m.. Medical 
and Surgical Clinics. X Raya. Mr. Pardoe : Operations. Dr. 
Simson: Diseases of Women. 

Thursday.—2p.m.. Meiical and Surgical Clinics. X Rays. Mr. Gray: 

Operations. Mr. B. Harman : Diseases of the Bye. 

Friday.—10 a.m.. Dr. Simson ; Gynecological Operations. 2 p.m.. 
Medical and Surgical Clinics. X Rays. Mr. Baldwin : Opera¬ 
tions. Dr. Banka Davis : Diseases of the Throat, Nose, aud Bar. 
Dr. Pernet : Diseases of the Skin. 

Saturday.—10 a.m.. Dr. Saunders: Diseases of Children. Dr. Banka 
Davis: Operations of the Throat, Nose, and Bar. Mr. B. Harman: 
Bye Operations. 2 p.m.. Medical and Surgical Clinics. X Rays. 
Mr. Pardoe: Operations. 

NORTH-KA8T LONDON POST-GRADUATE COLLEGE, Prince of 
Wales's General Hospital, Tottenham, N. 

Monday. —Clinics:—10.30 a.m., Surgical Out-patients (Mr. E. 
Gillespie). 2.30 p.m., Medical Out-patients (Dr. T. R. Whlpham): 
Gynecological Out-patients (Dr. Banister). 3 p.m., Medical 
In-patients (Dr. R. M. Leslie). 

Tuesday. —2.30 p.m.. Surgical Operations (Mr. Carson). Clinics :— 
Medical Out patients (Dr. A. G. Auld); Surgical Out-patients 
(Mr. Howell Evans); Nose. Throat, and Ear Out-patients (Mr. 
C. H. Hayton). Radiography (Dr. Metcalfe). 3.30 p.m., Medical 
In-patients (Dr. A. J. Whiting). 

Wednesday.— Clinics2.30 p.m.. Throat Operations (Mr. C. H. 
Hayton). Children Out patients (Dr.T. R. Whipham); Eye Out¬ 
patients (Mr. R. P Brooks); Skin Outpatients (Dr. H. W. 
Barber). 5.30 p.m., Bye Operations (Mr. R. P. Brooks). 
Thursday.— 2.30 p.m.. Gynaecological Operations (Dr. A. E. Giles). 
Clinics:—Medical Out-patients (Dr. A. J. Whiting); Surgical 
Out-patients (Mr. Carson) ; Radiography (Dr. Metcalfe). 3 p.m., 
Medical In-patients (Dr. R. M. Leslie). 

Friday.—2.30 p.m., Surgical Operations (Mr. Howell Evans). 
Clinics:—Medic*! Out-patients (Dr. A. G. Auld); Surgical Out¬ 
patients (Mr. B. Gillespie); Eye Out-patients (Mr. R. P. Brooks). 

THE THROAT HOSPITAL, Golden-square, W. 

Monday. —5.15 p.m., Special Demonstration of Selected Cases. 
Thursday.— 5.15 p.m.. Clinical Lecture. 


EDITORIAL NOTICES. 

It is most important that communications relating to the 
Editorial business of The Lancet should be addressed 
exclusively “ To the Editor,” and not in any case to any 
gentleman who may be supposed to be connected with the 
Editorial staff. It is urgently necessary that attention should 
be given to this notice. _ 

It is especially requested that early intelligence of local 
events having a medical interest, or which it is desirable 
to bring under the notice of the profession, may be sent 
direct to this office. 

Lectures, original articles, and reports should be written on 
one side of the paper only, and when accompanied by 
blocks it is requested that the name of the author , and if 
possible of the article , should be written on the blocks to 
facilitate identification. 

Letters, whether intended for insertion or for private informa¬ 
tion, must be authenticated by the names and addresses 
of their writers—not necessarily for publication. 

We cannot prescribe or recommend practitioners. 

Local papers containing reports or news paragraphs should 
be marked and addressed “ To the Sub-Editor.” 

Letters relating to the publication, sale, and advertising 
departments of The Lancet should be addressed “To 
the Manager.” 

We cannot undertake to return MSS. not used. 

Offices: 423, Strand, London, W.C. 


MANAGERS NOTICES. 


YOLUMES AND CASES. 

Volumes for the first half of the year 1916 are now ready. 
Bound in cloth, gilt lettered, price 165., carriage extra. 

Cases for binding the half-year’s numbers are also ready. 
Cloth, gilt lettered, price 2s., by post 2s. 4 d. 

To be obtained on application to the Manager, accompanied 
by remittance. 

TO SUBSCRIBERS. 

Will Subscribers please note that only those subscriptions 
which are sent direct to the Proprietors of The Lancet at 
their Offices, 423, Strand, London, W.C., are dealt with by 
them? Subscriptions paid to London or to local newsagents 
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(with none of whom have the Proprietors any connexion 
whatever) do not reach The Lancet Offices, and con¬ 
sequently inquiries concerning missing copies, Ac., should 
be sent to the Agent to whom the subscription is paid, and 
not to The Lancet Offices. 


Subscribers, by sen hag their subscriptions direct to 
The Lancet Offices, will ensure regularity in the despatch 
of Chair Journals and an earlier delivery than the majority of 
Agents are able to effect. 

The Colonial and Foreign Edition (printed on thin 
paper) is published in time to catch the weekly Friday mails 
to all parts of the world. 


TO COLONIAL AND FOREIGN SUBSCRIBERS. 


Subscribers abroad are particularly requested to note the rates 
of subscriptions given on page 4. 

' The JIanager'will be pleased to forward copies direct from 
the Offices to places abroad at the rates shown, whatever be 
the weight of any of the copies so supplied. 
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Dr. Mitchell Bruce, Lond.; Fleet- Lewis Irvine; Dr. K. Farag 

Surgeon P. H. Boyden, R.N.; Ibrahim, Zeitoun. 

Mr. A. de Winter Baker, Epsom ; J.—Jessop Hospital for Women, 
Surgeon T. S. Bradbum. R.N.; Sheffield. Secretary of; Major 
Messrs. Butterworth and Co., Frederick B. Jefferiss, R.A.M.C.; 
Lond.; Surgeon J. D. Byrd, R.N.; Professor Wood Jones, Lond.; 
Mrs. Burgos, Hartley Wintney; Dr. Mary E. Joll, Lond.; Miss H. 
Messrs. Burroughs Wellcome, Jaffe, Lond.; Miss M. Sophia 

and Co., Lond.; Birmingham and Jevons, M.B., Lond.; Messrs. 

Midland Kye Hospital, Birming- Walter Judd, Lond. 

ham, Secretary of; Miss Brelan, 1 K.—Mrs. E. M. Kerr, Sheffield; 
Lond.; Mr. Ch. Boutet, Paris ; Captain M. A. Kureishi, I.M.S.; 
Dr. A. E. Boyoott, Rad let t; Mr. E. Knight, Lond.; Kensington 

Dr. W. M. Bayliss, Lond.; British General Hospital, Secretary of. 

Fire Prevention Committee. | L.—Messrs. Leslies, Lond.; Messrs. 
Lond.; British and Foreign Lee and Martin, Birmingham; 

Sailors' Society, Lond., Assistant , Local Government Board, Lond., 
Secretary of; Dr. Charles A. Secretary of; Right Hon. Lord 
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S. L. Bhatia, Lond. I Ernest Lane, R.A.M.C.; Dr. C. 

C. — Dr. H. S. Colwell, Grenada; I Lillingston, Peppard’s Common ; 
Mr. P. A. Coltner, Yeovil; Messrs. Dr. F. Lishman, Rottin&dean. 

J. and A. Churchill, Lond.; M.—Mr. J. H. Makln, Manchester; 
Dr. Raymond Crawfurd, Lond.; Dr. J. W. Scott Macfie, Accra; 

Crooke’s Laboratories, Lond.; Dr. J. N. Matthews, Manchester ; 

Messrs. G. W. Carnrick Co., New ! Maruzen Co., Tokyo ; Messrs. 
York; Corporation of London, Mather and Crowther, Lond.; 

Public Health Department, Dr. G. W. Mlddlemlss, Settle; 

Medical Officer of Health of; Messrs. C. Mitchell and Co., 

Surgeon-General Sir W. Watson Lond.; Mrs. Monk, Lond.; 

Cbeyne, Bart., C.B., K.C.M G ; Dr. W. Parry Morgan, Cardiff, 
Messrs. E. Cook and Co.. Lond.; Mr. Leonard Miller, Lond.; i 

Dr. Arnold Chaplin, Brighton; Mr. J. Y. W. Mac.Vlister, Lond.; 
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D. — Denver Chemical Co., Lond.; N.—Mrs. M. G. Noyes, Lond.; 

Dr. R. Donaldson, Reading; Norwich Guardians, Clerk to the; 
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tendent of. Captain B. O'Connor, R.A.M.C.; 

B.—Dr. George Elliott, Toronto; i Dr. A. G. F. Oudenal, Utrecht; 
Captain H. H. Elliot, K.A.M.C.; I Mr. Y. Okura, Tokyo. 

Dr. A. K. Bills, Middlesbrough; P.—Dr. R. H. Perks, Devizes; 
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Dr. G. Ef'pejo, New York; Capt. Dr. Arthur E. Price, Chelten- 

T. P. Edwards, B.A.M.C.(T.F.). ham ; Lieutenant Colonel D'Arcy 

P. —Dr. R. Fortwsoue Fox; Lond.; Power. R.A.M.C.(T.); Miss C. 

Captain Wm. Fletcher, R. A.M.C.; Poole, Lond.; Mr. J. J. Pickles, 

Finsbury Metropolitan Borough, Leeds; Pharmaceutical Society 

Sanitary Inspector of; Captain • of Great Britain, Lond.; 

Rupert Farrant.R.A.M.C. EL.— Mr. S. C. Ranner. Lond.; 

G. -Mr. Kenneth Goadby, Lond.; Royal South Hants and South 

Mr. John Gillinder, Harrogate; ampton Hospital, Southampton, 

Great Yarmouth School, Medical Secretary of; Khode Island Medi- 

Offloer of; G. R. B.; Guest cal Society, Pr .videnee. Librarian 

Hospital, Dudley. Secretary of. of; Dr. Athole Russ, Lond.; 

H-- Lieutenant. B. Whitchurch Red Cross News Bureau, Lond.; 
Hi-well, R A.M.C.; The Hoapitnl, Dr. James Rae Btakedown; 

Lond., Editor of ; Messrs Mr. Henry Bundle. Southsea; 

C J Hewlett and Son. Lond.; Royal Institute of Public Health, 

Huddersfield County Borough, JLond., Acting Secretary of; 

Medical Officer of Health of,- Royal Surrey County Hospital, 

Captain W. J. Harris, K.A.M.C.; Guildford, Secretary of. 


8.—Mr. J. D. Staple, Lyme Regis ; U.—University of Leeds, Faculty of 
Scottish Women’s Hospital for Medicine. Dean of; Under-Seore- 
Forelgn Service, Lond.; Dr. T. tary of State for India, Lond. 
Bodley Scott, Bournemouth ; W. —Dr. J. Watson, Nottingham ; 
Staffordshire County Council, Messrs. W. Wood and Co., New 
Education Committee, Secretary York; Wounded Allies Relief 
of; Mr. E W. Sbnrman, Load.; Committee, Lond.; W. M. R.; 
Socictc Kuropeenne de Pub- West Ham and Eastern General 
licite, Paris; Smith’s Advertising Hospital. Stratford, Secretary of; 
Agency, Lond ; Dr. Stini; Messrs. Mr. Walter Waugh, Chlgwell; 
W. H. Smith and Son, Liverpool; Dr. E. V. Williams, Burry Port; 
Sheffield University. Registrar Dr. Arthur R. Waddell, flourne- 
of; Surgeon Halliday Sutherland, mouth; Dr. F. J. Waldo, Lond; 
R N.; Mr. Henry Sewlll, Red Wellcome Historical Medical 
Hill. ' Museum, Lond., Curator of ; 

T.—Mr. Herbert Tanner, Lond.; Women’s Industrial Council, 
Messrs. C. Tuckey and Co., Lond., President of; Dr. W. 
Lond.; Trinity College, Dublin, Watkins - Pitchford, Johannes- 
Llbrarian of. burg. 
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acknowledged from— 

4,.—Dr. W. Allen, Greenock; 1 Messrs. H. K. Lewis and Co., 
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Mr. E. Arnold. Lond. M.—Dr. C. H. Miller. Southamj* 

B.—Mr. W. Bryce, Edinburgh; ton; M. E. L.; Messrs. Mao- 
Major F. S. Brereton, R.A.M.C.; millan and Co., Toronto ; Messrs. 
Colonel Herbert A. Bruce, Lond.; Mackinlay and Co., Lond.; Lieu- 
Mr. W. T. Beswlck, Lond.; tenant-Colonel Monckton-Cope 
Dr. R. Palmer. Lend.; Brighton ! man, R.A.M.C.; Dr. R. Milne. 
Corporation, Accountant to the ; , Lond.; Messrs. Mortens and Co., 
British Drug Houses, Lond.; I Lond.; Messrs. May and Baker, 
Nurse Baldock, Lond.; Sir Wm. Lond.; Dr. MacDougall, Balerno. 
Bennett, K.C.V.O., Lond.; Dr. N.— Newcastle-upon-Tyne Educa- 
D uncan Brown, Witton Park. j tion Committee, Treasurer to the: 

G.—Dr. C. W. Cunnington, Lond.; I Normanhurst Hospital, Battle. 
Christie Hospital, Manchester, Secretary of; Northamptonshire 
Secretary of; Sir Halliday Croom, Sanatorium, Creaton, Medical 
Edinburgh; Dr. J. S. Coleman, 1 Superintendent of. 

Leeds; Mrs. Colebrook, Lond.; O.—Dr. P. T. O’Sullivan, Cork. 
Coventry and Warwickshire Hos- P.—Mr. F. G. Power, St. Helens; 
pit&l, Secretary of; Messrs. Pneuinosan Co., Load.; Pl}-- 

Cutting and Underwood, Lond.; mouth Borough Asylum, Clerk 
Mr. P. C. Coombes, Mersham; | to the; Fleet-Surgeon B. A. 
Ciptaln J. R. Collins, R.A.M.O.; Penfold, R.N.; Lieutenant D. H. 
Church Army, Lond., Accountant Pennant. R.A.M.C. 
to the; Dr. M. M. Clapper, La R.—Dr. M. J. Ryan, Crumlin; 
Fayette, U.S.A. Reuter’s Telegram Co., Lond.; 

D.—Mr. H. W. Duncan, Lond.; Mr. W. G. Reynolds, Canton; 
Messrs. Dawson and Sons, Lond.; Mrs. Rea, Windermere; Captain 
Dr. W. Dawson, Edinburgh; G. D. Robertson, R.A.M.C.; 
Dundee Royal Infirmary, Secre- Messrs. Rattray and Moore, 

tary of. I Haslemere. 

B.-Mr. W. Easton. Jedburgh; | S.—Dr. W. Sacco, Port Said; 

Mr. H. F. Ealand, Farnham. I Captain C. F. Strange. K.A.M.C.; 
P.— Mrs. Frederickson, Sonabata; Dr. W. C. Sharpe. Darley Dale. 

Messrs. Fannin and Co., Dublin ; Storthes Hall Asylum, Kirk- 

Dr.W. G. Fothergill,Manchester; burton. Clerk to the; Mr. P. 

F. J. B. Smith, Tredegar; Messrs. F C. 

G. —Dr. W. S. Greenfield, Bile; Stechert and Co., New York; 

Mr. E. W. Hey Grove9, Bristol; Dr. H. Spitta, M.V.O., Lond.; 

Dr. J. Gifford, Derby; Messrs. St. George's Retreat. Burgess 

Gray and Dodswortb, York; Hill; Mrs Sargent. Lond.; 

Messrs. F. H. Gerlock and Co., Sunderland Rural District Coun 

Scranton. 1 ell, Clerk to the; Summer's 

H. —Mr. J. Heywood, Manchester; Typhoo Tea Co., Birmingham, 
Messrs. Hatch, Mansfield, and Secretary of. 

Co., Lond.; Hospital for Sick T.—Dr. M. Takayasu, Osaka; 
Childreu, Lond., Secretary of; .Messrs. Thacker and Co., Lond. 
Drs. Hingston and Carter, Lis- V.—Mr. P. C. Yarrier-Jonea, 
keard; Captain R. T. Herdman. Cambridge. 

R.A.M.C.; Dr. Heitz. Paris; W. - Mr. H. 11. Walker, Torquay; 
Hampstead Heath Extension Dr. T. R. Whipham, Lond.; 

Tenants, Lond.. Secretary of; Dr. K. C. Williams, Bristol; 

, Dr T. E. Hill, Durham. Mr. A. Wilson, Lond.; Dr. 

I. —Mr. W. F. H. Ives. Soutbamp- C. 1». White, Lond.; W. J. M.; 

| ton ,• Messrs. Iredale and Sou, Dr. Ainlcy Walker, Oxford; 

1 Torquaj-. Mr. B. Whltehouse, Birmingham ; 

J. —Dr. J. U. Joubert, Willowmore ; Captain G. W. \Fatson, R.A.M.C.; 

Captain J. Johnston, R.A.M.C ; Messrs. Williams and Co., Lond.; 
Mr. J. Owen James, Cwmtillery ; Willeaden Urban District Council. 
Dr. A. C. Jordan, Lond.; Captain Lond., Clerk to the. 

| N. T. K. Jordan, R.A.M C. Z.— Messrs. A. and M. Zimmer - 

L.—Leith Hospital, Secretary of; i maun, Lond. 
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Miller, M.D.. F.R.C.P.K., Assistant Pathologist to the Edinburgh Royal Infirmary; Lecturer on Pathology in 
the School of Medicine of the Royal Colleges, Edinburgh. Containing 111 Illustrations and a Frontispieoe in 
Colour. Crown 8vo, bound in cloth. Price 7s. 6d. net. 

THE STRUCTURE OP THE FOWL. By O. Charnock Bradley, M.D., D.Sc., M.R.C.V.S., Principal, Royal 
(Dick) Veterinary College, Edinburgh ; Lecturer on Comparative Anatomy, University of Edinburgh Crown 8vo, 
oloth. With 73 Illustrations. Price 3s. 6d. net. 

Othe r medical B ooks. 

TEXT-BOOK OP OPERATIVE SURGERY. 

By Dr. TH. KOCHER. Third English Edition , greatly increased. 

Translated by HAROLD J. STILES , M D ., F. U. C.S. Edin ., from the Fifth German Edition. Containing 415 

Illustrations, many with Colour introduced. Super royal 8vo t cloth. Price 30s. net. 

A MANUAL OF MEDICAL JURISPRUDENCE, TOXICOLOGY, 

AND PUBLIC HEALTH. 

By W. O. AITCHISON ROBERTSON, M.D., D.Sc., F.K.C.P.E., F.R.S.E. 

Third Edition. Crown Svo , cloth. With 45 Illustrations. Price 10s. 6d. net. 

THE POCKET PRESCRIBER. By james burnet, m.a., m.d., m.r.c.p.e. 

Third Edition, Foolecap 16mo (41 bf inches), cloth. Price ls.net. 

THE POCKET CLINICAL GUIDE, bj james burnet, m.a„ m.d., m.r.c.p.e. 

Foolscap lGmo (4k by 7} inches), cloth. Price Is. 6d. net. 

Published by A. & C. BLACK, Ltd., 4, 5, & 6, Soho Square, London, W. 
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You can’t 
drive a 
knife 
through 
the tread 



STELASTIC 

TYRE 


CENTRIFUGES 



PRECISION- 

SOLIDITY— 

EFFICIENCY 


BAUSCH &LOMB 
NEW MODELS. 

Made in their own 
Factory at 
Rochester, 0.8. A. 
The Best for Milk 
and Blood Analysis 

DOUBLE-SPEED. 

complete with Hsema- 
lokrlt, Automitl e 
Blood Pipette, two 
Sputum TubeB, in 
addition to two-arm 
Sedimentation Attach¬ 
ment, with one 
Graduated and one 
Ungraduated Tube, 

£2:1:9 

SINGLE-SPEED, with 
Sedimentation Attach¬ 
ment and two Tubes, 

£1 :11 : 3 


Descriptive List"Zh.S" 
on application. 


IS ABSOLUTELY CUT-PROOF 

AND 


PRACTICALLY PUNCTURE-PROOF. 


BAUSCH & LOMB OPTICAL CO., 

Contractors to British, Indian, Colonial and Foreign Governments. 

Agents for Bausch & Lomb Optical Company, of Rochester, N.Y., ll.S.A.* 

37-38, HATTON CARDEN, LONDON, E.C. 

OUR INSTRUMENT# MAY BE OBTAINED THROUGH ALL DEALERS. 


A wonderful combination of spiral steel “meshes" of 
pure rubber working in perfect harmony. 

Stelastic Tyres are the only Tyres holding the R.A.C. 
Certificate for 5,000 miles, on all four tyres, without 
cut or puncture. 

And for these 5,000 miles the Stelastics carried a two-ton 
Daimler. 

The STELASTIC SHROUDED 
STEEL-STUDDED TYRE. 

The construction of the tyre is practically the same as 
the standard type, but over and above the whole tyre 
—like a glove—is laid a shroud or capping of Pure 
Compressed Rubber. This allows the studs to protrude 
just when they are wanted, supports them at the base, 
prevents them from tearing out, and firmly holds the car 
up on hard surfaces, in fact all existing steel-studded 
tyres are obsolete when compared witli this new system 
of manufacture. 

Any tyre maker can produce a steel-studded tyre, but few 
can keep the studs in. A tyre which has several studs 
missing is doomed, for water gets into the fabric of the 
tyre and ruins it. 

GUARANTEED FOR A MINIMUM RUNNING OF 

4,500 MILES. 

IMMEDIATE DELIVERY OF ALL SIZES. 

Write Jor particulars to 

STELASTIC TYRES LTD., 

76, YORK ST., WESTMINSTER, LONDON, S.W. 

Telegrams—“ Torkitire, London.” Telephone—Vic. 4442 A 4361. 


CATCUT 

SUTURES 

FOR 

ULCER WORK 

Owing to the contamination of 
a permanent Suture, LUKENS 
now prepare a NON-IODISED 
CATGUT with Dulox Needle, 
EXTKA TANNED to resist diges¬ 
tion until the healing is complete. 

WRITE FOR SAMPLE. 


JOSEPH DAVIS. 

13, POLAND STREET, W. 
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On the Choice of 
Wool-wear 

T he war has set at rest many old contro¬ 
versies and opened up some new ones: it 
has settled for ever the supremacy of Wool 
as a health-protective factor. It has set at rest 
also, for a while, a great deal of German competi¬ 
tion which tended to choke the English markets. 

So “Wolsey ” to-day comes into its own—first, as the leading 
brand of pure wool underwear, second as an nil British brand. 
|To recommend this Wolsey is to recommend garments of prom! 
"service, health-protective efficacy, and economy—garments which 
“will yield real comfort by virtue both of fit and texture, and 
which will win satisfaction by a uniformity of excellence. 

With treacherous days approaching the makers of Wolsey trust 
that this reminder may be found both welcome and helpful. 

WOLSEY 

BRITISH PURE WOOL UNDERWEAR 

There are Wolsey garments for men, women and children, sold 
everywheie, and any garment that shiinka is replaced free. 

Any Doctor who would like to sec ho-w Wolsey Undent-cor 
is made will pladly he shown over the Wolsey Factories. A 
postcard will ensure arrangements being made to receive him. 

THE WOLSEY UNDERWEAR COMPANY, LEICESTER. 




NATURAL 
MINERAL 
. WATER . 


The FRENCH 


VICHY-CELESTINS 


Property of the FRENCH GOVERNMENT. 

DISORDERS OF THE LIVER: 

GOUT 

DIABETES, RHEUMATISM, GRAVEL, &c. 


VICHY-ETAT PASTILLES 

Two or three Pastilles after each meal facilitate digestion. 


CAXJTION.— Each bottle from the STATE SPRINGS bears a neck label with 
the word “VICHY-ETAT ” and the name of the SOLE AGENTS 

INGRAM & ROYLE, Ltd., 

Bangor Wharf, 45, Belvedere Road, LONDON, S.E. 

And at LIVERPOOL and BRISTOL. 
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LiRiCiPi 


“All my patients prefer Sanaphos.”-“I find 

the Sanaphos quite as efficacious as Sanatogen.”-— 

“Sanaphos I consider superior to Sanatogen.”- 

“ No comparison. Sanaphos superior in all respects.” 

-“I used to prescribe Sanatogen. I shall never 

do so again, especially as I find SaDaphos gives quicker 

and better results.”-“I have used both Sanatogen 

and Sanaphos in my family and in my practice, and 

am much better pleased with Sanaphos.”-“My 

wife lias proved the value of Sanaphos as a Nerve 

Restorative."-“ I now prescribe Sanaphos, as it is 

better and more palatable than Sanatogen.”- 

“ Having prescribed Sanaphos very largely since 
its introduction I am convinced it is superior to 
Sanatogen."-“Since the introduction of ‘Sana¬ 

phos ' I have always prescribed it in preference 
to 'Sanatogen,' and consider it superior and more 

readily assimilated. "•-“ I was at one time a great 

believer in Sanatogen, and have prescribed many 
tins of it, but now find Sanaphos is a much superior 
preparation both in effectiveness and taste, and now 

consider it to be the best milk product made.”- 

“ I ordered Sanatogen to my patients for years, bat 
during the past year have ordered Sanaphos instead 


with much better results in every way. It is unneces¬ 
sary to use Sanatogen when we have a much superior 

article manufactured by ourown people.”-“ From 

personal experience I can affirm that Sanaphos is a 
moxt uteful remedy, and 1 find my patients find it free 
from the objectionable flavour of the Sanatogen prepara¬ 
tion, which formerly I largely prescribed. I have 
dyspeptic patients who cannot take any kind of tea 
without discomfort. These find Sanaphos not only 
equally stimulating, but more lastingly sustaining. 
I always advise it taken just mixed with hot 

water, quite plain.”-“I am glad to say my 

wife is feeling better already. I have sent Sana¬ 
phos to several patients of mine, who seem to need 
such an upbuilding food, and I need hardly say 
that I recommend it everywhere where I used to 
recommend the German product, Sanatogen. Yours 
is decidedly more palatable, and at the same time 
more assimilable, and therefore more nutritious than 
the former, which was decidedly unpalatable , this 
having to be disguised by flavouring with oil of 
lemon, which made matters worse, if anything, so 
that I had groat difficulty in persuading patients 
to take it." 



s 


Beg. 


Is prepared by a special process under Royal Letters Patent and 
under the constant and direct supervision of Expert Chemists 
(Fellows of the Institute). 

Sole Proprietors : 

THE BRITISH MILK PRODUCTS Co., Ltd., 
69, Mark Lane, London, E.C., 

Who will gladly answer all enquiries and provide samples. 
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Corpora Lutea, Desiccated (p., d. & co.) 

The "yellow body” separated from the Inert substance of the ovarian gland, 
carefully prepared and presented In capsules containing 5 grains of the powder. 


Corpus Luteum is used principally to control the symptoms 
following oophorectomy, but has been credited with good results 
in the nervous disturbances incidental to the climacteric, in the 
epileptic seizures accompanying menstruation, in amenorrhcea, 
dysmenorrhoea, menorrhagia, chlorosis and haemophilia. 

It is said to be beneficial in disordered nutrition of pregnancy, 
in hyperemesis gravidarum, in hysteria and neurasthenia, 
also in certain cases of exophthalmic goitre. It has been 
LT- employed as an aphrodisiac. 

The usual dose is 1 to 2 capsules, thrice daily. 

Further particulars will he supplied on request. 


£.30 
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An anti-bacterial, soothing and emollient nasal application 
for the relief of acute or chronic inflammatory affections 
of the upper respiratory tract, and the correction of 
encrusted conditions of the nasal mucosa. 

COM POSITION. 

Phenol, eucalyptol and menthol in a bland aromatised oleaginous base. 

The timely use of INHALONE will frequently abort a “cold.” 
It diminishes rhinorrhoea, allays sneezing, and relieves the 
sense of stuffiness. It is of value in ali catarrhal conditions 
of the naso-pharynx, also in ozaena. The ease with which 
INHALONE may be applied, and its portability, are recom¬ 
mendations to many patients. 
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RAPID ASSIMILATION, HIGH FOOD VALUE. 
AND A RICH ORGANIC PHOSPHORUS 
CONTENT RENDER ' OVALTINE' THE 
BEST TONIC FOOD. 


TONIC FOOD BEVERAGE 


ADMINISTERED IN THE FORM OF A 
DELICIOUS BEVERAGE IT IS THE IDEAL 
DIET IN THE TREATMENT OF 


NERVE STRAIN, 


'OVALTINE' IS AN ORIGINAL PRODUCT. 
BRITISH MADE. NO ENEMY CAPITAL HAS 
EVER BEEN EMPLOYED. 

SUPPLIED BY ALL PHARMACISTS, IN TINS 
AT 1/2, 2/- AND 3/6 


SUFFICIENT FOR TRIAL WILL BE SENT TO MEMBERS OF 
THE MEDICAL PROFESSION IN PRIVATE OR HOSPITAL 
PRACTICE. SPECIAL CONTAINERS AT ADVANTAGEOUS 
PRICES FOR HOSPITALS AND KINDRED INSTITUTIONS CAN 
BE SUPPLIED ON DIRECT APPLICATION TO THE MAKERS. 


M £*HI, 
Form r/ Si* tie: 


A. WANDER Ltd 


London, E.C. ,fag| a | i ||jj 

ILEY, HERTFORDSHIRE, : EN 

■ 1 . ' , , ‘ i;; t j,| 


KING'S 


u ® i ri 

mwi 



■9 11**1 

11 


111J 1 


M 79A. 

14 




























Thb Lanoet.] 


THE LANCET GENERAL ADVERTISER 


[Sept. 30, 1918 



HUMANISED MILK prepared with PEPTOGENIC POWDER Has simply 
the normal digestibility of mother’s milk; it is not too easily' or unnaturally 
digestible, and contains no aid to digestion. It affords a complete substitute for 
mother’s milk during the entire nursing period. 

___________________i. 

PEPTOGENIC POWDER is the original preparation offered for humanising cows’ 
miik in the home, and has been before the Medical Profession for 25 years. 

Supplied in two sizes, at 1/10 and 3/8 each. 


Made by 

Fairchild Bros. & Foster, 


NEW YORK. 


Agents for Europe, Asia, Africa, and Australasia, 

Burroughs Wellcome & Co., 

LONDON, SYDNEY, CAPE TOWN. 


HUMANISED MILK 

prepared with 

PEPTOGENIC POWDER 

A Clean, Simple and Easy Process. 

PEPTOGENIC POWDER is composed of sugar of milk, salts corresponding 
to those found in human milk, and the proteolytic enzy'me of the pancreas. 

PEPTOGENIC POWDER, when added to cows' milk, water, and (if available) 
a small quantity cf cream, humanises the milk and brings it to the standard of 
the average human milk, both qualitatively and quantitatively. 

The water reduces the caseine, fat and the other constituents of the cows’ milk. 
The cream restores the fat, the sugar of milk and salts bring the proportions up 
to the standard of human milk, while the proteolytic enzyme softens the caseine 
and renders it flocculent during the ten minutes warming ; the high temperature 
(boiling) at the end of the ten minutes destroys the enzyme, and provides a finished 
product which very closely approximates to human milk. 
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Prescribed by the Medical Profession for 35 years. 

The BRITISH MEDICAL JOURNAL says: 

“Time and use have justified the claims put forward for these preparations.’ 1 


r* ases of persons subsisting upon 
BENGER'S FOOD, mainly 
or entirely, for several years. 

There will be many medical men, who can, in their 
own experience, confirm the value of Benger’s Food, 
as indicated in the following excerpts from genuine 
unsolicited and voluntary letters. 

Plumstead, Kent. 

“ I have been living entirely on Benger’s Food for seven years, 
it being the only food I can get to suit me." Mrs. C-. 

Rottingdean, near Brighton. 

“ Having been a sufferer from gastric trouble for the past 8 
years, and not being able to take any solid food, 1 am living on 
Benger’s Food, and am now weighing 13 stone 2 lbs. My age is 
71 years.” J. M-. 

Gillingham, Kent. 

“ I have lived on Bengei s Food-alone for over 12 years. 1 have tried 
other foods, but cannot take them without feeling sick.” M. A. G_. 

Bishopston. 

“ I have thought you would be interested to know that during the 
past eight years 1 have been living practically on Berger’s Food. I 
cannot speak too highly of the good it has done me. It was ordered 
lor me by my medical man.” M. L- 

Newcastle, Staffs. 

“ 1 live on Benger’s Food alone, and have done so for a number 
of years. Five years ago the doctor never thought 1 should be able to 
leave my bed.” E. D-. 

Benger’s Food is prepared with fresh new milk, with 
which it combines to form a delicate food cream, rich in all 
the elements necessary to sustain life. 


Food 


for Infants, Invalids, 
and the Aged, 

ta sold throughout the World by Chemists, &c.. In sealed Mnn, 
price 1/-, 1/6, 2/6, 5/-, and 10/-. 


A physician's sample, with full particulars , will be sent post 
fret on application to any member of the medical profession . 


BENGER’S FOOD Ltd.,-Otter Works, MANCHESTER, Eng. 

NEW YORK (U.S.A.) 91, William Street. ^** -SYDNEY (N.S.W.) :i 7 , Pitt Street. 

Canadian — National Dmg & Chemical Co., Lid., 34, Su Gabriel Street, MONTREAL and 

depdts throughout Canada. 


■X—BIHOia’a roOD la the direct omtoome of tbe pioneer work ea dig settee ferments by 
tbe late >ir William lobertt, M.D.,r.K.I, and the late Mr. F Baden Benger FXC .rGS.ialML 
■tarn vtu It baa km tba premier dietetic preparation of ita kind In tbe BrlUah Empire. 
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A Unique Digestive Food and Intestinal Lubricant. 

" Byno Chrismol" marks a new departure in the treatment of 
Chronic Constipation, etc. It presents the "Allenburys" Pure Malt 
Extract in intimate combination with 50 per cent, by volume of 
“ Chrismol," a highly refined and redistilled Liquid Paraffin. 

" Byno Chrismol " is pleasant to the taste and easy of assimilation 
An extensive clinical trial has proved that it aids materially the digestive 
power, firstly by alleviating dyspepsia, and secondly by increasing the weight 
In some instances " Byna Chrismol " replaced with advantage 
Malt Extract and Cod-Liver Oil. 

Byno Chrismol" is specially indicated in Constipation, Mucous Colitis, 

Stasis, Typhoid Convalescence, Mal-assimilation of the Aged, and 

whenever a simple laxative and active digestive agent is required. 

Dose A dessert-spoonful , or more , two or three times a day 

In bottles at 1/9 & 3/- each. Sample free on request. 

ALLEN & HANBURYS LTD. 

Lombard Street. LONDON.. 


A List of other “Chrismol” Preparations 

. __ . . is ii e 


“ Chrismol 

A Liquid Paraffin of the Highest Purity. 
The Best Lubricant (or Internal Use. 

Supplied plain or flavoured. 

In bottles at 1/3, 2/-, 3/6 and 6/6 each. 

“ Chrismol ” Capsules 

A Pure Liquid Paraffin in a convenient form. 
In boxes at 2/6 and 4/6 each. 


“ Chrismol" Confection 

An Agreeable Fruit-Flavoured Product. 
Greatly relished by Ladies and Children. 

In jars at 1/6, 2/6 and 4/6 each. 

“ Chrismol" Emulsion 

A Tonic Laxative and Nutrient presenting 
‘Chrumol’ and ihe Hypophosphitea of Lime ft Soda.- 
In bottles at 2/6 and 4/6 each. 
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The “Allenburys” 

(Trade Mark) 

Throat Pastilles 


(MEDICATED) 


Efficient 



Tala table 


MI 


The basis of the “Allenburys” Throat Pastilles is a special pite 
de jujube. The pastilles are demulcent, soluble and palatable, and 
contain accurate amounts of pure active drugs. They dissolve slowly 
and uniformly, so ensuring the thorough suffusion of the mucous 
membrane, and the prolonged continuous direct effect of the active 
ingredients. 

The following pastilles are largely used, and have been found from 
long practical experience to be very efficacious. 

No. 9. Menthol, Cocaine and Red Gum 

Menthol, gr. 1 /20th : Cocaine, gr. l/20th : Red Gum, gr. 2 

No. 23. Eucalyptus and Red Gum 

Eucalyptus, 1 minim of the Oil: Red Gum, gr. 1 

No. 28. Compound Guaiacum 

Guaiacum. gr. 1: Chlorate of Potash, gr. 2 : Red Gum, gr. } 

No. 29. Compound Rhatany 

^ Extract of Rhatany, gr. 2 : Cocaine Hydrochlor, gr. l/20th 

No. 38. Chlorate of Potash, Borax and Cocaine 

Chlorate of Potash, gr. 2 : Borax, gr. 1 : Cocaine, gr. l/20th 

No. 75. Formaldehyde and Menthol 

_ ___ Formaldehyde, min. 1 : Menthol, gr. l/40th 

No. 77. Formaldehyde and Cinnamon Oil 

Formaldehyde, min. 1: OI. Cinnamon, min. h 

l /- box of any variety, with detailed list, free to Medical Men in Great Britain. 

IMPORTANT.—To ensure the supply of these active and reliable 
medicinal products, medical men should designate the 
“ALLENBURYS ” Pastilles in their prescriptions. 

Allen & Hanburys L d ' London 

NIAGARA FALLS, N.Y. TORONTO. BUENOS AIRES. DURBAN. SYDNEY. SHANGHAI. 
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— Rheumatism—Gout— Lithiasis—* — 
Sciatica—Eczema—and Obesity 

Of special value in ARTERIO-SCLEROSIS. 



37 TIMES MORE POWERFUL THAN LITHIA. 

Dissolves Uric Acid , Oxalic Acid, 
and Xantho-Uric Bodies, 

Oxidises Choi ester in. Glucose,&Fats, 

Eliminates Urea and Chlorides, 

and 

Restores Arterial Tension to Normal 


3 teaspoonfuls per day, each teaspoonful 
In a glass of water, taken between meals. 
Acute conditions: 3 tablespoonfuls per day. 
No Contra-indication, and may be continued 
indefinitely without any inconvenience. 


COLD MEDAL, LONDOH,1908 

Grand Prlx, Nancy and Quito, 1909 


COMMTJNICA TIONH: 
Academy of Medicine, Parle, loth Bov., 1908. 
Academy of Sciences, Paris, 14th Dec., 1908. 


URODONAL 


URIC ACID is never found free in the organism. It always exists in a state of 
combination with Soda, Ammonia, &o.; it forms biurates or quadriurates, whioh are 
complex and not easily soluble. 

---- by reason of its special composi¬ 
tion, is able to effect the doable 
ohemioal decompositions whioh 
liberate the Urio Acid from the 
combinations where it is fixed, and 
cause it to be easily eliminated 
__ in the urine. 

URODONAL is a most powerful solvent of URIC ACID, becanse it oan 
destroy its organic combinations. 


UK0D01T11L.— Price 5/- and 12/- per bottle (latter site equals three 8/- bottles). 

Prepared exclusively by J. L. CHATELAIN, Ph. Chemist, 2 & 2 bis, rue de Valenciennes, Paris. 
Can be obtained from all Chemists and Stores, r r Foreign Chemists, 

or from the London and Colonial Agents, 184, Piccadilly, W, 


20 
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COMBATS SERIES, 7 1 — C A R T H A G I N I A N 



1 grain, keratin-coated 


Notable results obtained with Emetine Bismuthous Iodide in the 

Treatment of Amoebic Dysentery 

have recently been published, vide Lancet, July 29, 1916, p. 183, and 
August 19, 1316, p. 319. Administered orally, this substance was found to be 
more effective than emetine hydrochloride given hypodermically, in removing 
the cysts of Entamceba histolytica from the faces of chronic carriers. 

Military medical authorities will find the ‘ TABLOI D’product exceptionally pure 
and convenient to administer. 

Supplied in bottles of 36. Prices on application 



Gr. 5 and 0*5 gm* 


Prepared from Acetylsalicylic Acid of the highest 
possible purity, having the correct melting-point of 
the pure acid and being absolutely free from 

Salicylic Acid. 

- . 

To obtain the best results from Acetylsalicylic 
Acid, prescribe 1 Tabloid ’ Aspirin. 

Supplied• as follows: 

Gr. 5 in bottles of 25 at i/l per bottle 
Gr 5 in bottles of 100 at Alb per bottle 
OS gm. in bottles of 25. at 2/j per bottle 
OS gm. in bottles of 100 at 8,0 per bottle 
Obtainable at all Chemists 

Burroughs Wellcome a Co. 

J2} London 

New York Montreal Sydney ..Care Town 
Milan Shanghai Buenos Aires Bombay 

Jill communications Intended for the Head Office should be addressed to 
Snow H>u Pmi.lpjnos, up^oon. iuc. 

London Exhibition Room; 64, Wig more Street, \V. 



Impression of a Carthaginian seal on which 
is depicted a warrior in a'fighting attitude, 
armed with a shield and a baton. He 
wears a kind of Phrygian . bonnet. Date, 
circa 300 B. C. 

COPYRIGHT 


SI 
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GALYL 


Recurrent Fever Framboesia 

SYPHILIS Sleeping Sickness 


3000 INJECTIONS 

of CALYL 

WERE GIVEN IN 
ONE OF OUR 

Service Hospitals 

“ No case has given the 
slightest cause for anxiety, and 
the clinical results are very satis¬ 
factory. ”—Staff Surgeon s Report. 

GALYL is as effective as SALYARSAN or 
NEOSALYARSAN on Spirochates and Try¬ 
panosomes, more rapid in action, and free 
from the neurotropic and congestive action 
of these preparations. 

For Inthavenous Injections :— 

(1) DILUTE. —GALYL is supplied in neutral glass 

ampoules containing the necessary dose of Sodium 
Carbonate. Sterile distilled water only being used 
for the dissolution. 

(2) CONCENTRATED.—A special outfit containing 

one dose GALYL, one ampoule sterilised solution, 
and one small filter is supplied. 

Doses: 0-20—0-25—030—0-35—0-40. 

For Intramuscular Injections GALYL 
is supplied in oily emulsion. 

Doses : 0-20—0-30—0-40. 


CUPRASE 

CUPRASE is a colloidal copper hydroxide 
which is obtained chemically by the reduction 
of salts of copper in the presence of albumosio 
acid. 


THE MEDICAL TREATMENT 

OP 

CANCER. 


Revue Moderne de Medecine et de 
Chlrurg/e. 

As a result of over ten years' research work on Cancer 
Dr. Gaube du Gers produced a new Colloidal Copper 
Hydroxide which has given remarkable results in arrest- 
ing the progress of the disease , with loss of pain, and 
great improvement in the general condition of the 
patient. Locally, these results are manifested by a 
transformation of the lesions, leading to their cicatrisa¬ 
tion, in a greater or less period, to the diminution in 
their size, and finally to the disappearance of the diseased 
glands. Cuprase is not toxic. 


This treatment has passed far beyond the experi¬ 
mental stage. The numerous clinical reports from 
Doctors of repute m various countries give cases of 
a great variety. In all of these pain has been 
eliminated anl in a good percentage cures are 
claimed, and in no instance any undesirable effectB. 


Extract from Proceedings of the Royal 

Society of Medicine, February, 1913 1 — 

Dr. George Herschell, comparing electric and 
chemical colloid copper, stated : *•. . . Chemical 

colloid appears to give the best results. In the 
following cases chemically prepared colloid was used. 
Experimentally, it has been proved: (1) That particles of 
colloid copper can be demonstrated in the granulations of 
cancerous growths after two or three injections of the 
colloid ; and clinically (2) There is invariably great 
relief from pain ; (3) Appetite and strength return and 
the patient puts on flesh ; (4) There is in many cases 
a diminution in the size of the tumour ; (5) The injec¬ 
tions are absolutely non-toxic, although in many 
cases an inflammatory reaction is manifested in the 
cancerous growths. 

“ As regards my own personal experience in the use of 
this method of treatment in addition to my own cases, 
I have had an opportunity of observing the effects in 
the practice of some of my medical friends, and in nearly 
all cases the progress of the disease appeared to be 
arrested.” 


CUPRASE is put up in boxes containing 
S ampoules of 5 c.c. each. 


Further Literature on application to Sole Agents for the British Empire — 

The ANGLO-FRENCH DRUG CO., Ltd., Gamage Buildings, LONDON, E.C. 

'telephone: 1311 Holbobn. (Late M. BHESILLON & CO.) Telegrams: "Ampsalvas, London.” 
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COMBATS SERIES, 68 —LIBYAN 


Prompt Contraction of 
Delivery ensured by 


the Uterus after 

‘ElNUflN’ 

(Trade Mark) 


3—4 MINUTES 


all reports concur as 
uterine tonus ; most 
in three to four minutes. 


to the rapidity of its action on 
observers record firm contraction 


In a case of hmmorrhaofe during Ctesarean section the 
CONTROLS injection of ‘ Ernutin ’ was immediately effective. In 

HAEMORRHAGE secondary haemorrhage during puerperium excellent 

recoveries are reported. Its power to control post-partun 
haemorrhage is most marked. 




©I Tc*day 


*Eknutin’ consists of the active principles of 
Ergot' (Ergotoxine, ‘Tyramine’ and ‘Ergamine’), 
in solution of definite strength and uniform 
activity. 


' Ernutin’ Brand Products are supp'ied as follows: 
‘ERNUTIN* (Orall. in bottles of 1 fl. 01 . and SO c.e., at 2/Q ; 
4 fl. oi., at B O ; and 7 6 fl. o z., at M/0 pe r bottle. 

'Hypoloid' B rand (formerly ‘ Vaporole ' Brand) ‘ERNUTIN, 
sterile, in hermetically-sealed containers of min. 10 and 0-6 c o., In boxes 
of 6, at 3/0 per box; also 0-6 c.o., in boxes of 2, at 1/2 per box. 


In case of shock 
or collapse, inject 



7Sf‘ HYPOLOID’ Brand ‘INFUNDIN’ SSf 
[Pituitary (Infundibular) Extract] 

(Formerly issued under the * Vaporole ' Brand) 


It produces a prolonged rise of blood- 
pressure with slowing and strengthening 
of the heart-beat. 


'INFUNDI N’ is supplied in hermetically-sealed 
containers as follows: 0-5 c.c ■ in boxes of 6 , at 2/4, and 
of 2, at 1/0 per box; 1 c.c. in boxes of 6, at 4/0, and of 
2, at 1/6 per box, by all Cherfiists. 


y®?- Burroughs Wellcome a Co. 

London 

New York Montreal Sydney Cape Town 
Milan Shanghai Buenos Aires Bombay 

AH communications intended for the Head Office should be addressed to 
Snow Hill Buildings. London. E.C. 

London Exhibition Room: 54, Wigmore Street, VV. 



Libyco - Roman bas-relief representing; the 
traditional Libyan warrior armed with a shield 
and three javelins. He wears a long triangular 
b:ard and holds a round object between the 
thumb and forefinger of his up-raised right hand. 
An amulet is attached to the horse’s neck. 
Date, A.D. 200-600. 

COPYRICHT 
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HOEFFTCKE’S EXTENSION APPLIANCES. 


Ambulatory Treatmeat of Fracture of the Limbs; 
Tuberculous and Arthritic Disease of Joints. 

By C. A. HOEFFTCKE, 

21, Woodstock Street, Oxford Street, London, W. 


Mrs. C. G., wife of a doctor and mother of three 
strong, healthy sons. She is now (1915) 61 years 
old, and had always enjoyed good health until 
November, 1903, when she had a bad attack of 
septic tonsillitis with multiloeular abscesses. 
Consequent upon this she developed pyorrhoea 
alveolaris of a severe type. In October, 1905, she 
was suddenly seized with sharp pain in the right 
wrist, which was quickly followed by swelling of 
the carpal and carpo-meiacarpal articulations and 
fusiform distortion of the fingers of both hands. 
A little later both knees and both ankles became 
involved (the right ones first). Medical treatment 
was at once begun, but drugs had little or no effect 
on the course of the disease. A series of baths at 
Bath were “ comforting,” but still the disease pro¬ 
gressed. In the spring of 1907 she left London for 
the South Coast, and tried a course of Lathom's 
blistering treatment and radiant heat baths, the 
result of which, as well as of another series of 
baths at Bath, was most disappointing. After a 
long course of drug treatment she was given up 
in September, 1910, as a hopeless case by one of 
the leading London specialists. Thereupon vaccine 
treatment by means of an autogenetic vaccine, 
obtained from pus from the guniB, was commenced, 
and has been continued until quite recently. 
Great improvement in general health followed 
quickly and the disease was practically arrested, 
but the damage already done, especially to the 
knee-joints, was so great that she broke down 
completely in February, 1913. The movement of 
the grating joints was so painful that she took to 
her bed fully convinced that she would never 
walk again. 

At the end of August, 1913, her husband decided 
to try Mr. Hoefftcke's splints, and on Sept. 14th 
Mr. Hoefftcke (having previously seen the patient 
and given a hopeful prognosis) put them on for the 
first time. On Oct. 1st, under an anmsthetic, the 
legs were hyper-extended at the knee-joints and 
the contracted femoral adductors were stretched 
(on Hoefftcke’s Extension table), the limbs being 
then put up in plaster-of-Paris with extension 
weights to both feet. A few days later the plaster 
was removed and the splints, with full extension, 
re-applied. At the end of the monii she could 
walk with assistance and was getting quite 
accustomed to the splints. On Dec. 24th she 
dispensed with the services of her trained nurse 
22 


and was able to walk on the level with the aid of 
one stick. On Feb. 28th, 1914, she was able to 
walk upstairs for the first time for a whole year 
without any assistance. In June, 1914, she could 
walk for one and a half hours without resting. 
On June 17th, 1915, Mr. Hoefftcke removed the 
splints and allowed the patient to walk up and 
down the room without any mechanical assistance, 
which she was quite able to do. The splints were 
then re-applied, but without the extension, so that 
she bore her weight on the soles of the feet. 
Since then she has been able to walk for a mile 
at a stretch without any discomfort or fatigue 
and thinks nothing of going up and down a steep 
flight of stairs half-a-dozen times a day. 

Here, then, was a case in which the cartilages 
of the joints of the lower limbs were badly eroded, 
there was much thickening of the synovial mem¬ 
brane, with peri-articular infiltration and deformity. 
The joints were hot and painful as the result of 
persistent efforts to continue using them. There 
was also fluid in them and the patellae floated. 
Now the limbs are straight, the joints are no 
longer deformed, nor do they grate, the muscular 
power of the extensors has returned, and in a 
brief space she hopes to discard the splints 
entirely. She will, however, always feel grateful 
to them and their inventor, for beyond the shadow 
of a doubt she would have been a hopeless cripple 
for life had not Mr. Hoefftcke’s treatment been, 
adopted. 

The above description was kindly given to me last year by 
a doctor about his wife’s case. The splints were applied on 
Sept. 14th, 1913, and the knees, which were nearly at right 
angles, were gradually straightened out until Oct. 1st 
following, when the last 5 degrees were straightened on my 
Extension table under an ansesthetic, the legs were put in 
plaster with the knees absolutely straight, little windows 
being out in the plaster over the patella; to enable the 
patellae to be moved daily. 

The patient was under the care of an eminent bacterio¬ 
logist from one of the principal hospitals in London, and- 
in consultation with him the splints were left off in 
June, 1915. The limbs, which were atrophied when the- 
treatment was first commenced, are now the normal size, 
and the patient, who looked very delicate, is now robust, 
and movement in hands and elbows are greatly improved. 

The splints have now been off for 12 months, and I have- 
just heard that there is absolutely no recurrence of the old- 
trouble, free movement, full flexion and extension being the- 
result of the treatment. Hoefftcke's Extension treatment 
has been applied to many cases of rheumatoid arthritis, 
tubercular disease of the joints, and fracture under the care 
of eminent surgeons and physicians, and I am pleased to- 
say I have permission to give full particulars, names, &c., 
of cases treated to those who would like more information 
on the subject. 


(To be continued i>ec. loth.) 
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K. A O DOUCHE FOR THE APPLICATION OF 
GLVCO-THVMOLINE TO THE NASAL CAVITIES 

fiLVCO-THYMOLINf 

IS USED FOR CATARRHAL CONDITIONS OF 
MUCOUS MEMBRANE IN ANY PART OF THE BODY 

Nasal, Throat, Stomach, Intestinal 
Rectal and Utero-Vaginal Catarrh 

KRESS & OWEN COMPANY ■ 361 & 363 Pearl Street. New York 

Sole Agents for Greet Britain, Thos. Christy & Co., AIO & U Old Swan lane, London, C. 
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T HE introduction of INTRAMINE and FERRIVINE, the new 
Non-toxic Anti-syphilitic remedies, marks a new era in 
the treatment of Syphilis. In the early stages of the disease 
Ferrivine is employed first and Intramine afterwards; in 
the recurrent and last stages of the disease Intramine is 
administered before Ferriyine. 


INTRAMINE 

is an organic amino compound of sulphur, administered by intramuscular 
injection. It is prepared in the form of a sterile cream ready for use. 

The cream is supplied in ampoules, the contents of which measure 
10 c.c. and contain 1 gram of pure Intramine, constituting one adult dose. 

FERRIVINE 

is an organic amino compound of iron, administered by intravenous injection. 
It is prepared in aqueous solution, which is diluted just before use. 

The solution is supplied in bottles, the contents of which measure 100 c.c. 
and contain 1 gram of pure Ferrivine, constituting one adult dose. 

INTRAMINE and FERRIYINE may be ordered through 

any Pharmacist. 


Further Particulars and Literature will be Supplied on Application 

to the Sole Manufacturers— 

THE BRITISH DRUG HOUSES Ltd. 

22-30, Graham Street, City Road, LONDON, N. 
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An Ideal Antiseptic 

of wide applicability in the treatment of infected 
wounds and in surgical practice. 

CHLORAMINE-T 

p-toluene-sodium-sulphochloramide. 

Introduced by Dr. H. D. Dakin and his colleagues of the Leeds University. 


The use of the Hypochlorite antiseptics marks a new era in treatment. 
The new product—CHLORAMINE -T—is a great advance on the 
solutions containing Hypochlorous Acid which are now so widely 
used. It is practically non-toxic, does not coagulate blood serum, and 
is stable both in powder and solution. It may be employed not only 
for the treatment of wounds, but also as a mouth wash, nasal or vaginal 
douche, and for urethral irrigation. 


Supplied la Powder in loz. bottles 1/2; 4oz. 3/6; lib. 12/6. Also in Tablet*—875 grs.— 
bottles of 100, 4/6; Tablets—4375 grs.—bottles of 12, 2/8; for making solution* of known 
strength. All post free. 

Chloramine-T Gauze 

containing approximately 5% Chloramine -T is also prepared. It is a 
non-toxic and non-irritating antiseptic gauze, and should be used 
dry, and subsequently moistened (if necessary) when in position. 


Supplied in Rolls. 1/- each, post free. 


May be ordered from any of the 555 branches of Boots The Chemist 
or direct from Headquarters. 


Manufactured in the Laboratories of 

BOOTS PURE DRUG CO. LTD. 

STATION STREET, NOTTINGHAM. 
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Strongly Recommended in : 

INFLUENZA & LA GRIPPE 

. For the headache, pain, and general soreness give a five-grain Antikamnia Tablet crashed with a little 
3 water ; if the pain is very severe two tablets should be given. Repeat every 2 or 3 hours as required, 
v One single ten-grain dose is often followed by complete relief. 

NEURALGIA 

In the Treatment of Neuralgia and Myalgic Pains Antikamnia Tablets are not only palliative, but, along 
with other measures, assist in ultimate cures; they also have a field of use in Rheumatic arid Gouty 
Affections. In Neurasthenia, Hysteria, and Migraine they are a valuable adjuvant to the other recognised 
therapeutic measures. 

LARYNGEAL COUGH 

Frequently remains after an attack of La Grippe, and has been found stubborn to yield to treatment. 
There is an irritation of the larynx, huskiness, and a dry and wheezing cough, usually worse at night. 
The prolonged and intense paroxysms of coughing are controlled by ANTIKAMNIA & CODEINE TABLETS, 
and with the Cissation of the coughing the laryngeal irritation subsides. 

Antikamnia Tablets are the least depressing of all the drugs that can exercise so extensive a control 
of pain, and also least disturbing to the digestive and other organic functions. 

Analgesic. Antipyretic. Anodyne. 

Antikamnia Preparations in 1-oz. packages only. 
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PAIN 

This manifestation, when reflecting spasmodic muscular con¬ 
traction, whether in DYSMENORRHEA, MUSCULAR CRAMPS 
or CRAMPS OF CHOLERA MORBUS, calls for an antispasmodic. 

Hayden’s Viburnum Compound 

is not a narcotic but a dependable antispasmodic and is therapeutic¬ 
ally indicated and has clinically proven its reliability in these cases. 

H. V. C. in teaspoonful doses administered in three times 
the volume of hot water. Samples and literature presenting 
authoritative and indisputable evidence of the therapeutic 
applicability of its formula sent upon request. 

NEW YORK PHARMACEUTICAL CO. 

Bedford Springs ... BEDFORD, MASS. 

Sole Agents for Great Britain: THOS. CHRISTY fc CO., 4-12 OLD SWAN LANE, LONDON, E.C. 


LISTERINE 

the well-proven and time-tried antiseptic solution, has been pre¬ 
scribed by the Medical Profession with very satisfactory results for 
35 years in the treatment of Respiratory Diseases incident to Fall 
and Winter climatic conditions. 

LISTERINE 

one part, hot water three parts, is a useful. gargle for sore throat. 
In mucous catarrhs, Listerine, suitably dilated, is most effectively applied 
by means of the spray apparatus or douche. 

LISTERINE 

is not only a vehicle for specially indicated alteratives, resolvents, 
and astringents, but is itself an efficient, non-irritating antiseptio 
that is safe, pleasing to the taste, and promptly effective. 

A Treatise on Respiratory Diseases will be forwarded to Members of the 
Medical Profession on request. 



LAMBERT PHARMACAL COMPANY, Twenty-First and Locust Streets. St. Louis, Mo. 

British Agents: S. Maw, Son & Sons, 7, Aldersgate Street, London, E C. 
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THE BRITISH OXYGEN COMPANY, LTD. 


LONDON: Elverton Street, Westminster, S W. 

,, Tunnel Avenue. East Greenwich. 
BIRMINGHAM: Saltley Works. 
WOLVERHAMPTON: Lower Walsall Street. 
MANCHESTER: Great Marlborough Street 
BIRKENHEAD: Bromborough Port. 
NEWCASTLE-ON-TYNE: Shields Road, 

Walker Gate. 

GLASGOW: Rosehill Works, Polmadie. 

CARDIFF: East Moors. 

SHEFFIELD: Celtic Works, Saville Street. 


Teleph. 4706, 4707, 6717, & 6718 

Victoria (4 lines). 
Teleph. No. 674 Greenwich. 
Teleph. 87 East Birmingham. 
Teleph. 801 (2 lines), W hton. 
Teleph. 2938 Manchester. 
Teleph. 138 Bromborough. 
Teleph. 3239 Central. 

Teleph. No. 840, 841, 8t 812 

Queen's Park. 
Teleph. 786 Cardiff. 

Teleph. 2801 Central. 

And SYDNEY, N.S.W. 


IN CYLINDERS OF ANY 
SIZE FOR MEDICAL AND 
OTHER PURPOSES. 


Tel. Ad.: “ Brin's Oxygen," 

' Sowest" London. 

Tel. Ad.: •' Baryta,” Birmingham. 
Tel. Ad.: "Oxygen," Whampton. 
Tel. Ad.: "Oxygen,” Manchester. 
Tel. Ad.: " Oxygen ” Bromborough. 
Tel Ad.: “ Oxygen," Newcastle. 

Tel. Ad.: " oxygen," Glasgow. 

Tel. Ad.: " Oxygen," Cardiff. 

Tel. Ad.: " Oxygen," Sheffield. 


J. F. MACFARLAN & CO.’S 

PRODUCTS OF PROVED EFFICIENCY. 

Specially CHLOROFORM Purified 
Anaesthetic ETHER Keith 

LISTERIAN DRESSINGS and CATGUTS. 

Supplied to the Leading HOSPITALS and INFIRMARIES of the United Kingdom. 

93 & 109, ABBEY HILL, EDINBURGH, and 9 & 11, MOOR LANE, FORE STREET, LONDON, E.C. 


BULLOCK’S PEPSINA PORCI. 

_DO SE-2 to 4 GR AINS._ 

ACID GLYCERINE OF PEPSINE 

DOSE 1 to 2 DRMS. (BULLOCK) 

In this preparation advantage has been taken of the solubility of Pepslne In Glyoerlne to produce a convenient and desirable liquid form of 
this valuable medicine; whilst the preservative qualities of the menstruum confer upon the Acid Glycerine of Pepslne the property of keeping 
for any length of time. 

May be prescribed with most substances compatible with Acids. 

In 4-oz., 8-oz., and 16-oz. Bottles, and in Bulk. 

The published experiments of G. P. Dowdeawell, Bsq., M.A. Cantab., F.C.S., P.L.8., Ac. Dr. Pavy, Professor Tusoh, the late Professor 
Garrod, Dr. Arhold Lkes, and others, conclusively demonstrate the excellence, high digestive power, and medicinal value of the above 
preparations. 


•J. L. 


IULLOCK & CO., 3, Hanover St., Hanover Sq., London, W. 


DELIGHTFUL A SOOTHIV- 


Kinsol Soap 


toe ai skin Ar'ccrioNS.TO'.e* * 

Ki«SOl SOAP CONTAINS »U.i f*r ts'A*- 
PRODUCTS »HA* RC*9(S i f t-AJ-8 • 

, OfLiCA*C $- s- - ^—3 


KINSOL 


MEDICATED 


(R«gd.) 



TOILET SOAP 

GIVES ENTIRE SATISFACTION. 


30 


A Sample Box Kill be lent free to Doctori on receipt uf professional card. 

THE ERASMIC CO., Ltd., Warrington. 



















Thh Lancet.] 


THE LANCET GENERAL ADVERTISER 


[Sept. 30. 1918 


GALE'S 


COMPOUND SYRUP OF 

THE GLYCEROPHOSPHATES 


For v 

AMENORRHEA 

DYSMENORRHEA 

MENORRHAGIA 

METRORRHAGIA 


c. i i\ci\nnrtui A I I 

I 

1 I 

)[. I f>mil hi ■( Lllnnliprl nnlu in S' - * I 


aSV. fcS-vTf 

ERGOAPIOL (Smith) it supplied only ii 
packages containing twenty capsules. I 

m ■ I 

DOSE: One to two capsules three I 

or four , times a day. •< w •< - - • | 

M 

SAMPLES and LITERATURE ' JF' ' 

SENT ON REQUEST. * 


Martin m. smith company, N.wVoris, n,v u s a 

SOLE BRITISH ACKNTS * 

T. CHRISTY & CO.. OLD SWAN LANE, LONDON, E.C. 



NASCENT SULPHUR 

CHARGES 


Largely Prescribed In 

SKIN DISEASES, 
GOUT, RHEUMATISM, &c., 

RELIEVE FAIN AND INTENSE ITCHING. 
SOOTHING AND SEDATIVE IN EFFECT. 

No Objectionable Odour. No Damage to Baths. 

Sulphaqua Soap. 

Extremely useful in Disorders of the Sebaceous Glands 
and for persons subject to Eczematous and other Skin 
Troubles. 

In boxes of $ and 1 do/.. Bath Charges, 2 doz. Toilet Charges, and 
i doz. Soap Tablets. Advertised only to the Profession. 


The S.P. CHARGES CO., St. Helens, Lancs. 

Stocked by all the leading Wholesale Houses in South 
Africa, Canada, Australia, New Zealand, India, U.S.A. 


PURIFIED EXTRACT 

OF OX-BONE MARROW 

PALATABLE, STABLE, EFFICACIOUS. 

An elegant combination manufactured from specially 
selected and purified materials only. It has been found 
a most useful preparation for fortifying the constitu¬ 
tion against infection; and has given gratifying 
results in the various forms of Anaemia, Debility, 4cc. 
DOSE: One teaspoonful. 


ELIXIR ZYMETOS CO. 

GALE’S. 

A very palatable combination of enzymes, extremely 
useful in assisting the digestion of weakened constitu¬ 
tions, and aiding the nutrition of patients convalescent 
from long and severe illnesses. 

DOSE: Half to two teaspoonfuls well diluted after meals. 


Price List and Pill Catalogue on application. 

GALE & COMPY., Ltd., 

Wholesale Chemists and Druggists, 

(Established 1786), 

15, BOUVERIE ST., FLEET ST., LONDON, E.C. 

Telegiaphlc Address : “Dreadnought, London.” 
Telephone: 898 Holborv. 


For Use in Bath & Toilet Basin 1 = 


=jJIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII!= 


ARHEOL 

(CwHasO) 

THE ACTIVE PRINCIPLE OF 8ANDALWOOD OIL 

Used with Con¬ 
spicuous success 
in Gonorrhoea, 
Cystitis, Vesical 
: Catarrh, &c. : 





Directions : 

10 to 12 capsules daily. 


AST1ER LABORATORIES: 

45, Rue du Docteur Blanche, 
PARIS. 

For Samples and Literature address: 

WILCOX, JOZEAU & CO., 49, Haymarket, = 
LONDON, S.W. gg 

Australasia— Messrs. Joubert & Joubert, 562, Flinders m 
St., Melbourne. Canada— Rougier Frdres, 63, Rue *~~ 
Notre-Dame-Est, Montreal. India— Eugdne Melffre, 

P.O. Box 130, Bombay, and 11, Ezra St., Calcutta. 

^iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii 


3 

















Thb Lancet.] 


THE LANCET GENERAL ADVERTISER - 


[Sept. 30, 1916 



Natural 

Aperient 


BRIN H 
A°kRIENC 
WATERS 
have recently re- 
ce vert increased a't^ntton 
from the Mel'c*! Profession, 
and in thi< re«o ctthe Chelten¬ 
ham Natural Aperien*. Water has 
markedly come into Its k'n<dom. 

The Che'tenham Corpo-ation 
have entrusted its disposal to the 
Cheltenham Natural Water Co., 
who cordially invite the Profession 
to apply to‘them for the fullest 
details and sample supplies. 

It would afford them pleasure to 
submit the very comprehensive 
analytical report issued bv Dr.-Tohn 
C. Thresh. M.D., D.Sc. (late Lec¬ 
turer and Examiner In Public 
Health, University of London), 
together with other informative 
literature. 

Toe wa 4 er from this Royal British 
Spa is of the greatest service in 
eases of Gout, Diabetes.. Chronic 
Rheumatism, Liver Disorders. Indi¬ 
gestion, and Dyspepsia, whilst in 
the successful treatment ol Obesity 
it lk of pronounce! value. 

Upon inquiry the Company will 
forward the dat« alluded to, together 
with a sufficient sample supply, and 
all Medical Men are requested to 
commuulcale. 

Address The Cheltenham Natural 
Water Co., Prion 1 Court Cheltenham. 





5? READY SOUPS 


“ British throughout.” 

Vitafer 

The Greatest of all TONIO FOODS, 

Casein, Lactalbumen, Glycerophosphates, 

0! proved and testified efficacy In all forms of Physical 
and Nerve Weakness. 

Samples, Descriptive Booklet (giving composition), Testi¬ 
monials, Ac., from British Medical Men of repute, but 
necessarily without name, sent post free on receipt of card. 

VITAFER is practically tasteless, is very readily digested 
and absorbed, and is the only non-constipating concentrated 
food. Its freedom from sugar and purin - producing 
substances indicates it in Diabetes and Gout. 

Sole Manufacturers: SOUTHALL BROS. & BARCLAY, Ltd., Birmingham 


rfiOftLICKSMal ted Milk] 

I f* /\Of\ H Sustaining ? 
I VvtUn and Healthful jj 
j Also HORUCKS M.M packet Chocolate . 
J^of all Chemists and Grocers 


MANHU 


PALATABLE and 
INEXPENSIVE. 



DIABETIC 
(<££,) FOODS 

FLAKED WHEAT, BARLEY, 
and RYE are a NATURAL 
REMEDY forCONSTIPATION 
MANHU SPECIAL 

DIGESTIVE BISCUITS 
have been found most efficacious in 
the treatment of Sea-8lckness. 

Samples tfc Prices Free an application. 


23, 


THE MANHU FOOD CO. v LTD., 

Blackttoek St., LIVERPOOL. 23, Mount Pleasant. LONDON, W.C. 
AUSTRALIAN Agent: 0. B. Hall, 12, MoKUlop St., Melbourne. 
Please mention The Lancet. 


DIABETES 


Blatchxet's Celebrated Bread and Biscuits 
supplied to nearly all the London and 
County Hospitals & Infirmaries. Blatchley's 
Gluten and Bran Biscuits, a speciality in 
treatment of Obesity, made from a recipe of 
Dr. Yorke-Davies. Price Lists free. 


OBESITY 


E. BLATCHLEY, 35, GREAT PORTLAND STREET, OXFORD CIRCUS, LONDON. W. (Late 167, Oxford Street.) Established 1838. 


BRAND’S 

ESSENCE or CHICKEN 

BT Now put up in GLASS. FOR INVALIDS. 

BRftKTD dfc CO., £*tO;, Mayfair Works, Vauxhall, London, S.W. 
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CAFOLIN I 

is the only Pure Liquid g 

Coffee, far superior to any 1 

other preparation, and in use 3 

in no way dearer than any g 

other coffee. g 

In the sick room, in camp, on is 
the march, and on board ship, g 
CAFOLIN ought always to be g 

at hand. 8 

Samples, more than sufficient for 1 

two large, or four small cups, free g| 
of charge, if ordered by letter with a S 

penny stamp for posting same, from g 

The CAFOLIN CO., Ltd., j 

20, EASTCHEAP, LONDON, EX. I i 


%/jiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiliiiiiniiiiiiiilliii^ 


TEST ALL SO-CALLED 


DIABETIC 


FOODS 


With IODINE SOLUTION BEFORE RECOMMENDATION 

CALLARD’S 

DIABETIC 

FOODS 

STAND THIS AND ALL OTHER TESTS. 
Samples Free. 

nil I ADI) O Of! Food Specialists to all 
UMLLAnU <X UU., the great Hospitals, 

74, Recent Street, London, W. 



is economical 
to purchase 
for it converts 
the plain¬ 
est fare 
into a 
DELICIOUS 
MEAL. 



IT SHAHPENS 
THE APPETITE 
AND AIDS 
DIGESTION. 

ON SALE 
EVERYWHERE 
In Two Sizes at 
Popular Prices. 




An Ideal Tonic Food 

With OIGESTIVE AO ENT, 

Of proved utility in Nervous Exhaustion, Anemia 
and Wasting Diseases, and a powerful Restorative 
for the Digestive Organs and Nervous System. 


VW0PH0S is a TttabU Tule Food for Childno (At Adults. 
(MnUTIM - cum M liX UlfW M hX OrwekMMa. k. 

The pleasant flavour of VfROPHOS is orach 
■ appreciated by patient*, and it ia easily digested. 


- ft ia of high BulnUv,. nlu, tthtlMd by th« fruwiyi 

X MUnulabio phoaph*u-*" fh« Lurtf. 


S4MFU»« uTcmATumt kit re woicd mem mm meavemr. 

fT IS SUPPLIED IN TINS IN FOUR SIZES. 

R*. 1 11**11/3; Re J (Inal 2/*; Rs. S (**■•> 3/6; Ik 4 (is «j 6/- 

OBTAJN ABLF FROM ALL CHEMISTS. 

INTftObtfCSD AND PBRPAHED ONLT* BY 

CbJ. HEWLETT 8c SON. LTD. 

35-42. CHARLOTTE STREET fr 8145. CURTAIN ROAD. 
LONDON. EC. 
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VITTEL 

GRANDE SOURCE 

Vosges - France 

Non-chloride 

Natural Tasteless Mineral 
Water 

Highly recommended by the 
Leading Practitioners in France 
for 

INADEQUATE PERFORMANCE of DEPURATING 
1 FUNCTIONS by KIDNEYS, with sequential 
troubles; In ARTHRITISM, URIC ACID DIATHESIS, 
GOUT, GLYCOSURIA, CHOL/EMIA, HYPERTENSION 
In its developed or Initial stages, ARTERIO¬ 
SCLEROSIS, GRANULAR KIDNEYS, and AUTO¬ 
INTOXICATIONS, occasional or habitual. 


C HE water may alternately be used as a 
table water, or for general dietetic 
purposes, or as a definite means of treat¬ 
ment. The precise technique of its enaploy-. 
ment at home naturally varies with each 
case. In some persons a course of the water 
is indicated once or twice each year—in 
spring and autumn—as much as a bottle, or 
even a bottle and a half, in doses of one 
large glass every twenty minutes, being taken 
every morning for twenty or twenty-five 
days. In others it is better to limit the 
course to ten or twelve days, and to ad¬ 
minister only one or two glasses each morning 
before breakfast. When this is done, the 
treatment may be renewed more frequently— 
say, every two or three months, or even every 
month. Some, again, find it of advantage 
to take a large glass of the water either on 
rising in the morning or at bedtime, while 
others find it sufficient to use the water at 
meal-times, either by itself or mixed with 
wine. Finally, there are cases in which its use 
need only be occasional—when, forinstance, 
there is some temporary illness or disorder. 

Bat all these points must not be decided 
haphazard ; use of the water must be care¬ 
fully regulated by the patient's medical 
attendant according to the precise needs of 
the case if the best results are to be obtained. 

Use of the water can, and should, be con¬ 
tinued persistently, in view of its action 
both on the phenomena of nutrition and on 
diuresis, which maintains the permeability 
of the renal tissue and its activity. 


HYGIENIC BOTTLING 
KEEPS INDEFINITELY 


If or Full Particulars apply — 

E. DEL MAR, 12, MARK LANE, LONDON. E.C. 


The Whisky for Connoisseurs. 

TUCKEY’S 

Years 10 Old 

Pure Malt Whisky 
per 57/- Doz. 

Cast Fret and Carriage Paid. 

Soft, Mellow, old Pot Still Scotch Whisky. 
Sample Bottle, post free 5 3* 

The Lancet, March 20th, says: “ It is well 
adapted for dietetic purposes owing to its 
purity and quality.’' 

TUCKEY’S u * UEm SCOTCH WHISKY 

60/" per Doz. Sample Bottle, post free 5/6. 

CHAS. TUCKEY & CO., Ltd., 
London Offices: 3, MINCING LANE. E.C 


consisting of nearly pure PEPTOWS and 
EXTRACTIVES from the ARTIFICIAL 
DIGESTION Of MEAT. 

Five Suppositories contain the Ex¬ 
tractive of 20 ounces of Heat In 
addition to the Peptone. 

R. H. Bouchieb Nicholsoh, Raq., Hull 
• Infirmary, In a case of Gastrostomy, says:— 
0 “ The Beef Suppositories (made by Sloioex 
ps 4 Boh, York) were oj much benefit, the man 
E saying he felt great comfort from their use. 
S The man was saved the pangs of starvation 
• from which he was fast sinking when 1 
£ first saw him." 

Manufactured only by RAIMBS 4 CO. 
(Successors to Slihqkr 4 Son), Wholesale 
Druggists, York. Wholesale Agents : 
Messrs. Newbery 4 Bow, 27 4 28, Charter¬ 
house-square, London, B.O. 

May also be bad of all Wholeaale Druggists 
and Chemists’ 8uDdrymen. 



VIRGINIA 
CIGARETTES 

(HAND MADE) 

High-Class Cigarettes of superb delicacy, 
the result of a matchless blend of the 
finest Virginia Tobacco. 

10 for 7^d. 20 for t/3 

50 for 3/- 100 for 5/6 

“PERFECTOS FINOS” are larger 
Cigarettes of the same quality. 

For distribution to Wounded Brit ish Soldiers and Sailors 
in Military Hospitals at Home and for the Front at 
Duty Free Prices. Terms cn application to 

JOHN PLAYER & SONS, Nottingham. 

P655 Issued by The Imperial Tobacco Co. (of Great Britain 4 Ireland).Ltd. 
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VILLACABRAS 


Exclusive Property 

of a 

French Company. 


The Natural Purgative 
Mineral Water 

“The mineral richness of the Purgative Water of VILLACABRAS 
(122 05 per litre) iB superior to that of any other known purgative. 
It enables the use of a smaller quantity for a similar effect.” 

full-rue Sample Bottle and Pamphlet tent to any Practitioner on requeit. 

The VILLACABRAS CO., LYONS, FRANCE. 


E. DEL MAR. IS, Mark Lane, London. 


All Chemitti and Drug Stores. 



1 .. 




DRJAMES’t FEVER POWDER 

W' 

smi\ 

iiAkD 

E. NEWBERY AND SONS. 

AP0VC 


Charterhouse Sq., London. 



packet* J»*,*OTTtr «*•«.. A Me. 



' i«i .vF-gsaS-.j 


PULVIS JACOBI VER., NEWBERY. 

This Is the original article 
from the recipe In 
Dr. James's own handwriting 
in the possession of 

MESSRS. NEWBERY. 
Prices for Dispensing; 

1 oz., 9s.; i oz., 3s. 4d. 

27 & 28 , Charterhouse Square 
and 44, Charterhouse Street 
_ London. B.O.; 125 years in 9t. Paul's Churchyard. _ 

Nascent (active) Oxygen. 

GONDY’S FLUID 

Proper directions tor 1BO usoa with Bottle 

DR. CHAUMIER’S 

S?Si3£. D CALF LYMPH. 

THB CHEAPEST AND MOST 1CTIYE LYMPH. 

PREPARED under the MOST MINUTE ANTISEPTIC PRECAUTIONS 
I Supplied in Tubes, sufficient to vaccinate 1 or 2 persons at 5d. 
each ; per dozen, by 12 tubes or more, 4s. 6d.; 10 persons at 8d. each ; 

25 persons at Is. 3d. each. Collapsible tubes for 40 vaccinations, 

28. 6d. each. Packing and postage Id. in addition. 

To obtain a Sample Tube sufficient for 10 vaccinations 
fill up accompanying Coupon. 1 


Name . 

Address.. 


and send it (with Ud. in stamps) to the Agents for Gt. Britain, 

ROBERTS & CO., 76, New Bond St., LONDON, W. 


Prepared strictly in accordance with the methods advocated 
by Dr. S. Monckton Copeman, F.R.S. 


JE NNER INSTITU TE 

■fVffvwfPfPMiiVpaai 

CALF LYMPH 


Tubes, Is. each, 10s. per dozen. Postage Id. 
Half Tubes, 3 for Is. 6d., 5s. per dozen. 

Telegrams : “ Silicabon , London." Telephone No. ISM Battersea. 
Postal Orders and Cheques to be made payable to James Douglas. 

JENNER INSTITUTE FOR CALF LYMPH, 

73, Church Rd., Battersea, London, S.W. 




ft WATSON’S 

4 MICROSCOPES 

HAW British made at Barnet, Herts. 

MrSu Highest Efficiency in both Optical 
J and Mechanical detail. 

Speciality-Watson’a “ Yersalic" 
'SE2F 3 if" f x 1/12 in. Oil Immersion Objective, 

HIV**' the best for Bacteriology. Flat 

field, perfect definition, im- 
USasMM movable Front Lens. 

H/EMOCYTOMETERS. Everything for 

the MicrosCOpist. Send for Catalogue Mo. 2 to 

W. WAT SON & SONS, Lt>- sis , High Holborn, London, W.C. 

ARTIFICIAL LIMBS 

Our '‘VICTOR” models are quite a revelation in Artificial 
Legs. Comfortable, silent, and perfect in movement, they give 
an easy supple step, with a lightness hitherto unknown. 

HORACE V. DUNCAN, 

Consulting and Manufacturing Anatomical Mechanician, 

36, FITZROY SQUARE, LONDON,W. Illustrated Catalogue Free. 


the “AYMARD” 

PATENT MILK STERILIZER. 

As used In all the largest Hospitals and Institutions 
In the Kingdom. 

IS THE BEST AND MOST SIMPLE. 

INSTITUTION TYPE 

made for gas, steam, or furnace 
heating in all sizes, 6-50 gals. 
Prices from £12 12s. 
Descriptive list free. 

HOUSEHOLD TYPE 

in all sizes from 1 pint to 
4 gals. Of all high-class 
Chemists, Stores, Sec., or direct 
from the Manufacturers. 

CONTRACTORS TO H.M. WAR OFFICE. 

Our Sterilizers are approved and recommended by the Medical 
Press and Profession. 

Illustrated Price LlBt of all sizes free. 

The “AYMARD” PATENT MILK STERILIZER Co. 

St. Matthews Works, IPSWICH. 


_ ■} 
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DIPLOMA IN PUBLIC HEALTH. 

UNIVERSITYoLON DON, UNIVERSI TY COLLEGE 

Professor— HENRy R. KENWOOD, M.B., D.P.H., F.C.S., F.R.S.E., Medical Officer of Health and Public Analyst for 
the Borough of Stoke Newington ; Medical Officer of Health and Education, Bedfordshire County Council, &c. 

Lecturer on Diseases Common to Man and the Lower Animals— a. G. R foulerton, f.r.c.s., d.p.h. 
Assistant and Lecturer— WILSON JAMESON, M.A., M.D., M.R.C.P., D P.H. 


The Laboratories are open daily from 10 to 5 (Saturdays 10 to 1) for Practical Instruction and Research. 

The next Course begins in October. Students who desire to do bo may begin Laboratory Work, with supervision, in September. 
Weekly Demonstrations of Sanitary Appliances and Excursions to places of Public Health interest are undertaken. 
Arrangements are made to suit the convenience of those engaged in practice. 

A Special Course of Bacteriological Instruction is arranged for Public Health Students. 

Particulars may be obtained on application to 

WALTBR W. 8ETON, M.A., D.Llt., Seoretary, University College. London (GowOr-stroet, W.O.). 


DIPLOMA IN PUBLIC HEALTH. 

fjihe Royal Institute of Public Health. 

Patron : 

HIS MAJESTY KING GEORGE V. 


Principal: Professor William R. Smith, M.D..D. Sc., LL.D.,P.R.S.Bd. 
Hon. Secretary : Professor E. W. Hope, M.D., D.Sc. 

The Course of Instruction for the Degrees and Diplomas In Public 
Health, with the neoessary Laboratory Work, commences October 2nd, 
and special arrangements are made to suit the convenience of those 
(Men and Women) holding Appointments, Ac. 


BACTERIOLOGICAL. SEROLOGICAL, AND CHEMICAL 
LABORATORIES. 

Researches and Clinical Examinations of all kinds, including the 
Wassermarm Test, are undertaken in the Laboratories for Public 
Bodies and Medical Practitioners. 


DIAGNOSIS AND TREATMENT OF TUBERCULOSIS. 
Courses of Instruction are arranged three times yearly, October, 
January, and May, for Tuberculosis Officers, School Medical Officers, 
Medical Practitioners, Ac. 


Further particulars can be obtained from the Secretary. 
37. Russell-square. W.C. 


C itJ 


of London Lying-in Hospital 

AND MIDWIFERY SCHOOL, 

City-road, E.C. 

MEDICAL PUPILS admitted to the Practice of the Hospital. Every , 
opportunity afforded of seeing Obstetrical Complications and Operative I 
Midwifery. 


Certificates awarded as required by the various examining bodies. 
PupllBtraiued for Midwives and Monthly Nurses. Special preparation 
for Examination of Central Mid wives Board. Private Rooms for Paying 
Patients. Telephone 8238 Central. 

For rules, fees, Ac., apply _H. 8penckr Johnson, Secretary. 


Queen Charlotte's Lyinc-in Hospital and 

MIDWIFERY TRAINING SCHOOL, Marylebone, N.W. 


MEDICAL STUDENTS »nd QUALIFIED PRACTITIONERS 
admitted to the Practice of this Hospital. Unusual opportunities are 
afforded of seeing Obstetrical Complications and Operative Midwifery, 
about one-half of the total admissions being primiparous oases. 

PUPILS TRAINED FOR MIDWIVES AND MONTHLY NURSES. 
On being found oompetent each pupil is a warded a certificate of efficiency. 

Special Preparation for Examination for Central 
Midwivk* Board. 

CERTIFICATES AWARDED as required by the various Examining 
Bodies. The Preliminary Training School is now open. 

por ml am. foes. Ac., annlv Arthur Wxtts. Secretary. 


THE MIDDLESEX HOSPITAL 
MEDICAL SCHOOL, W. 


ADVANCED OPERATIVE SURGERY. 

A CLASS in this subject to meet the needs of candidates for the 
F.R.C.S. and B.S. Examinations is now l>eginnlog. A low vacancies 
still remain. 

_Fo r particulars apply to The Dean. 

BEIT MEMORIAL FELLOWSHIPS FOR 
MEDICAL RESEARCH. 

Notice is hereby given that the next Election of FELLOWS will 
take place on or before 1st January, 1917. 

Nor more than Ten Fellowships will be awarded. 

Api >lication» must be received on or before the 15th October, 1916. 

A f irm of application, copy of the regulations for Follows, with 
information for candidates and recognised places of research are 
enclosed. 

AH communications should be addressed to the Honorary Secretary, 
Beit Memorial Fellowships for Medical Research, 35, Clarges-street, 
Piccadilly, London, W., England. 
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POST'GRADUATE COLLEGE, west LONDON hospital. 

Hammersmith-road W. —For Prospectus apply t he Desn. 

THE LONDOlTsCHOOlToF TROPICAL 
MEDICINE, 

(UNDER THE AUSPIOB9 OP HIS MAJESTY'S GOVERNMENT), 
Connaught-road, Albert Dook, E. 

In connexion with the Hospitals of the Seamen's Hospital Society. 
SESSIONS commence 1st Oot., 15th Jan., and 1st May. 

For prospectus, syllabus, and other particulars apply to the 
Secretary, P. MrowKi/Li, Seamen s Hospital. Greenwich. S.H_ 


POST-GRADUATE STUDY. 

LONDON SCHOOL OF CLINICAL MEDICINE 

At the Dreadnought Hospital, Greenwich, 
and its Affiliated Hospitals. 

OPERATIVE SURGERY and PATHOLOGY aa uaual. 

CLINICAL CLASSES ABANDONED TEMPORARILY owing to t,he 
Absence of many members of the Staff on War Duties. 

_ O. C. Chotoe, Dean. 

DIPLOMA IN PUBLIC HEALTK 

UNIVERSITY OF CAMBRIDGE. 

LECTURES and PRACTICAL INSTRUCTION in the subject* o< the 
Examination will begin 11th October, 1916, and 12th January, 1917, 
at the 

UNIVERSITY LABORATORIES, PEMBROKE ST., CAMBRIDGE. 
Hygiene, Chemistry, and Physics—Mr. J. E. Purvis, M.A. 

Special Lectures by Professor Woodhead on Methods of Purification 
of Water. 

Bacteriology and Preventive Medicine—Dr. Graham-Smith. 

Special Lectures by Professor Nuttall, F.R.S.. cn Protozoal Diseases, 
and by Dr. Shipley, F.R.S., on Animal Parasites. 

Practical Sanitary Administration, Hospital Administration, School 
Hygiene. Sanitary Law, Ac.—Dr. Laird. M.O.H. for Cambridge, and 
Dr. Robinson, M.O.H. for the Cambridgeshire Uounty Council. 
Further particulars mav be obtained from Mr. J. H. P> rvis. 
Corpus Christ! College, riamhridgo. 

Re LIEUT.-COL. WILLIAM MOYLE O CONNOR, DR CEASE IX 

"Pursuant to tlie Act of Parliameut 

_L 22nd and 23rd Victoria, Chapter 35, Notice is Hereby Given that 
all persons having any ClaimB against the Estate of WILLIAM MOYLE 
O'CONNOR, or (Queen’s House, St. James’s Court, Buckingham Gate. 
London, S.W., M. D., a Lieutenant-Colonel of the Royal Army Medlcai 
Corps, who died on the 21st day of January, 1916, and wtione Will was 
proved In the Principal Probate Registry on the 11th day of August. 
1916, by Patrick John O'Connor, the Executor therein named, are 
hereby required to send written particulars of their Claims to the 
undersigned, the Solicitors for the said Executor, on or before the 
31st day of October next, after which date the said Executor will 
proceed to distribute the Assets of the said Deceased amongst the persons 
entitled thereto, having regard only to the Claims of which he shall 
then have had notice, and he will not be liable for the Assets of the 
Deceased or any part thereof so distributed to any person of whose 
Claims he shall not then have bad notice. 

Dated this 26th day of September, 1916. 

ELLIS, LEATiILKY. & WILLES, 

4, Raymond Buildings, Gray's Inn, London, W.C , 
_ Solicitors for the said Executo r. 

poaching in Surgery for F.R.C.S. IS. 

Vy wanted in London. State particulars.—Address, No. 130, Tiie 
Lancet O ffice, 4 23. Strand. W.C. 

Preliminary Medical and other 

JL EXAMINATIONS.— John Becktow, late of 66, Torrington-nquare, 
W.C., now of 28, Hazlewell-road. Putney, S.W., continues to Prepare 
Candidates for the above. Extracts from testimonial!:—“The greatest 
dullard need not despair.” “ It seems impossible to fail under your 
tuition.” " No one has overdone so much for my son, I only #ish 1 had 
known of you sooner." "You have made the work a pleasure for my son." 






Thu Lancet,] 


THE LANCET GENERAL ADVERTISER 


[Sept. 30,1918 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION. 

Postal or Oral Preparation for all Medical Examination!*. 
Telephone - 6313 Central. 

SOME SUCCESSES 

M.D.(Lond.), 1901-16 (5 Bold Medallists 1913-15). 219 
M.B., B.S.(Lond.), Final, 1906-16 (completedexam.) 69 

F.R.C.S. (Eng.), 1906-16, Primary 44; Final 28 

M.R.C.P. (Lond.)i 1914-16. 17 

D.P.H. (various), 1906-16 . 139 

r 1.R.C.S..L.R.C.P. {Final), '06-16(completed exam.) 85 
I I.A.M.C.and R.N., Top Candidates Jan. & March,'14. 

July, 1915. Second place. 

M.D. (Durham) (Practitioners), 1906-16. 22 
M.D. (various), by Thesis. Numerous Successes. 
Medical Preliminary. —Numerous Successes, i 

For 38-page Medical Prospectus, List of Tutors, Special M.D. Pamphlet., 
LlBt of 20 years' Successes, k c., apply to Manager, Mr. E. S. 
WKYMOUTH, M.A., 17, Red Lion Square. Holborn, London, W.C. 

M EDICAL PRELIMtNAR Y 
ORAL CLASSES 
Began September 25th. 

Apply to the Manager of the Institution, 
_ Mr. E. S, Why mouth, SLA. _ 

" male nurses. 

ARMY & NAVY MALE NURSES’ 
CO-OPERATION. 

Patroness HER MAJESTY QUEEN ALEXANDRA. 

The above Institution SUPPLIES Fully Trained Certific%ted Male 
WH (Medical, Surgical, or Mental*. TRAVELLING ATTENDANTS, 
M VSSBfJRS, &c. Address, Secretary, 11a, WelbecK-street, London, W. 

Co-operauon la established to afford employment to Army and 
Navy Male Nurses of good character, and to secure tor them the full 
remuneration for their work. 

The Committee has taken the greatest care in the selection of candi¬ 
dal* before placing them on the Register. 

Telerfr^nv*: ■* Rn^mRrva. f/owonv.” Tetenho-e No. 2534 Mavfalr 


MEDICAL CORRESPONDENCE 
COLLEGE, 

l«,WIMPOLE ST.,LONDON,W. 

Large Staff of Highly Qualified Tutors, Honoursmen 
and Gold Medallists. 

RECENT REMARKABLE SUCCESSES: 
M.D.Lond. and other Universities.—112 

successes obtained in 1910-14. 

M.D. Edinburgh, 1913.—8 successful, including 
Gold Medallist, 

F.R.C.S. Eng. — 27 successes ; 22 first attempt, I 
M.R.C.S., LR.C P.-20 successes during 1914.—* I 
Postal Revision Courses one month before every exam. 

Guide to Medical Examinations tent post free on Application. 

phe Hospital for Sick Children, 

l Great Ormond-street, W.O.-r-TRAINED NURSES can be had on 
application to the Matron. Telegraphic address: " Great, Westcent, 
London.” Telephone Noe.: Museum 1805 and 1806. 

Qt. John s House.—Trained and Ex 

KJ perienced Medical, Surgical, Maternity NURSE 8 and MASSEUSES 
can be obtained by application, personally or by letter, to the Sister 
Superior, 12 Queen-square, Bloomsbury. Telephone: No. 5099 Central 
(P.O.). Telegraphic address; " Private Nurses, London.” 

Phe Mental Nurses’ Co-operation, 

A. 49 Nor folk-square, Hyde Park, W. Established 1937. 
Telephone: 6533 Padd. Telegraphic Address: “Nursental, LoffDon.’ 

Fully trained and experienced NURSES for Mental, Nerve, and 
Massage cases supplied immediately. 

All Nurses insured under the Employers Liability Act of 1903 
Apply to Miss Jean Hastle, Superintendent 

Telephone: Mayfair7070. 

Telegrams : Firths Association, London 

THE LONDON ASSOCIATION OF NURSES, 

123, NEW BOND STREET, W. 

Hospital Trained Nurses, experienced in Private Nursing, 
mpplied for every kind of illness. Also Mental and 
Ma'e Nurses. Apnlv. Lady Supkwktrndknt. 


Co-operation of Temperance 

MALE & FEMALE NURSES 1 

60, WEYMOUTH STREET, Portland place, LONDON, W. 

Reliable and Experienced Nurses for all Cases at all Hours. 

A Special Staff of Experienced Nurses for Mental “ Borderline” 
Neurasthenia, Nerve and Rest-Cure Cases. 

Telephone: MAYFAIR 2253 k ‘ *' Telegrams: “ NURSING DOM, LONDON.’ 

Terms £1 : 11 : 6 to £3 :3 :0 Appl? M. SULLIVAN, Secretary, or LADY SUPERINTENDENT, 


FEMALE NURSES 


TEMPERANCE ASSOCIATION 

OF MALE NURSES LTD. I ASSOCIATION. 

24, NOTTINGHAM STREET, Nottingham Place, LONDON, W. 

Taiegranxa : “GENTLEST, LONDON.' all NUXSES ISSUJIED AGAINST ACCIDENTS .] Telepfiouo: 5969 MAYFAIR. | 

Superior Trained Nurses (Hale and Female) for Medical, Surgical, Mental, Travelling, and all cases. 

Nurses reside on the premises, and are always ready for urgent calls, Day or Night, 

Terms £2 2 O to £3 3 O. M. J. QUINLAN, Secretary, 
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MENTAL NURSES 


ASSOCIATION, Ltd 

(MALE and FEMALE), \ 


Superior Mental Nurs*' * 

(Male and Female) fu r 

' i! 

Mental, Nerve and 
Travelling Cases, at .■ 
moment’s notice. Day or 
Night. 

Apply Secretap' 


Telegrams: 

ISOLATION. LONDON, 


:lL NURSES FULLY 
NSUREO AGAINST 
ACCIDFNT. 


Male 
Nurse 


TEMPERANCE 

GO-OPERATION, ltd. 


r 1 * V 7 -m : *- .7 , 1 

Terms from 
£2 2 O TO £3 3 O 


London - 1 O, THAYER STREET. 

MANCHESTER SO . W. 
Birmingham 75, HAGLEY ROAD. 
Manchester-237. BRUNSWICK ST 

(FACING OWENS COLLEGE* 

Edinburgh - 7.TORPHICHEN ST. 

Train.d Mala Nurses and Valat Attendants 
for Mental. Medical.Travelling and all oases 

ALL NURSES ARE FULLY INSURED AGAINST ACCIDENT 


London : 536 PADDINGTON. 

Birmingham: 2106 MIDLAND. 
Manchester: 4699 CENTRAL. 
Edinburgh : 2715 CENTRAL. 


ASSUAGED. LONDON. 

_ , ASSUAGED. BIRMINGHAM. 

Telegram* . ASSUAQEDi MANCHESTER. 

ASSUAGED. EDINBURGH 


PLEASE ADDRESS ALL 

COMMUNICATIONS - 

W. WALSHE, 

Secret* rw 


OLD ST. 
LONDON. 


ST. LUKE’S HOSPITAL 

TRAINED NURSES 

tor M octal and Nervous Cases can be had immediately. Apply Matroi 
Ttlegrama, Bnvoy, Flnsquare, London/’ Telephone. 6608 Central. 


THE LONDON TEMPERANCE 

NURSES CO-OPERATION 

LONDON: 18, Adam St., Portman Square, W. 

ihone— 


Telephone 

1302 Mayfair. 


Telegrams — 

Hurslontem, Baker, London. 


Supplies Fully Trained HOSPITAL NUR8BS. 

Also MENTAL and MALE NURSES. 

Terms from £2:2:0 to £3:3:0. 

BURSES INSURED AGAINST ACCIDENT. Apply, Skcbktabt. 


GENERAL 


6, Mandeville Place, 
Manchester Square 


W. 


stem of Co-operation. 

ASSOCIATION. 


Telephone: PADDINGTON 2437 
Telegrams: “ASSISTLAMO, LONDON” 

For MEDICAL, SURGICAL, and 

MENTAL NURSES 

Male or Female. _ 

To thoee who have employed our men, it ia sufficient 
to say that we now have a thoroughly efficient Female 
staff, chosen with the same care as are our Male 
Nurses, both in reference to their knowledge of 
nursing, and their suitability for private work. 

(Mrs.) MILLICBNT HICKS, Superintendent. 

W. J HICKS, Secretary. 

The NURSES’ ASSOCIATION 

(In conjunction with the MALE NURSES ASSN.), 

^M^OB^STj^BAKER^SrjJCjONDONj^Jjr.^ 


Established 1862 at Henrietta Street, Covent Garden. 
Thoroughly experienced Hoepltal-Trained NURSES 

supplied LI II D O I LI O belnB 

‘no"' N U n O I N ll the Home. 

Also specially trained NURSES for Mental Oaaea worked 
under the system of Co-operation. 

Apply to the 

SUPKBUrTKKDEKT. 

I Telephone ; Ma yfair 115. Teleg. Address; •« Nutrlx, Wesdo, London, 

THE NURSES’ CO-OPERATION 

22, Langham St., Portland Plaoo, W. 

Founded 1891. Incorporated 1894. 

Established to secure to Nunes the 
full remuneration for their work and to 
supply 

FULLY TRAINED HOSPITAI* 
Medical, 

Surgical, 

Mental, 

Maternity, V NURSES 
Fever, 

Children’s, 

Massage, 

To work under Medical Supervision. 
Telegraphic Address: "Aprons, Wesdo, 
London. ’Phone: 6742 & 6743 Mayfair. 
The Nurses are fully insured by the Co¬ 
operation against the Employers’ Liability 
under the Workmen’s Compensation Act of 
1906. Mi88 Hoadley. Lady 8u perintendent 


BRUNTON HOUSE, LANCASTER. 

A PRIVATE HOME FOR FEEBLE-MINDED BOYS. 


There are now a few Vacancies in this well-appointed private establish¬ 
ment. It is easily accessible from Lancaster, overlooks Morecambe Bay, 
and possesses extensive gardens and grounds, with tennis and croquet 
lawns. Varied Scholastic and manual instruction. Individual attention 
is given to the pupils by experienoed staff, under a resident physician 
and lady matron. 

Terms, &c., on application to Dr. W. H. Coupland. 

ST. GEORGE’S RETREAT 

BURGESS HILL, SUSSEX, 

An old-established Licensed House, under the management of the 
Augustlnian Sisters, for the treatment of Ladies mentallv afflicted. 
Grounds nearly 300 acres. Carriage drives and motoring. New Marine 
Brighton Residence for change. Voluntary Boarders taken. 

Resident and Visiting Medical Officers. London li hours. 

For terms, Ac., apply to the Superioress. 

Telephone : Telegrams: 

_ Post Office 90 x. _ WlvelBfield Green.” _ 

SPRINGFIELD HOUSE 

Near BEDFORD. 

(Telephone No. 17.) 

A PEIVATE HOME for Mental Cases, established in 

1837, Burrounded by extensive grounds, reconstructed and modernised. 

Terms from 3 guineas per week 

(including Separate Bedrooms for all Suitable Cases). 

For forms of admission, &c., apply to DAVID BOWER, M.D.. as above, 
or at 5. Ducheas nt., Portl «n^-r»l., W , nn Tiip«^bv* frrmi d t.«% fi 
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LONDON FEVER HOSPITAL, 

LIVERPOOL ROAD, ISLINGTON, N. 

FOB THE TREATMENT OF NON-PAUPBR PATIENTS 
SUFFERING FROM INFECTIOUS FEVERS. 

Fart of the cost is paid by the patient, the balance being found by 
the Hospital. There are a few private rooms, at 54 guineas a week, 
payable weekly In advance. No aid is received from the rates. 
Subscribers' domestic servants removed and treated free of charge. 

For admission apply to the Secretary, W. Christie, Major. 


MALLING PLAGE, KENT. 

For LADIES and GENTLEMEN of Unsound Mind. 


Terms moderate. Apply 
intendeot. 


to Resident Medical Super- 
Telegrams. Adam, West Haluio. 
Telephone: No. 2 Malling. 


B arnwood House Hospital for 

MHNTAL DISEASES, Bam wood, near Gloucester. Exclusively 
for private Patients of the Upper and Middle Classes. This Institution 
is devoted to the Care and Treatment of persons of both sexes at 
moderate rates of payment. The terms vary according to the require¬ 
ments of the patients, who can have private rooms ana special attend¬ 
ants, or be accommodated in Detached Villas and In the Branch Con¬ 
valescent Establishment on the hills. Under special circumstances the 
rates of payment may be greatly reduced by the Committee. For 
farther Information apply to J. G. Soutar, M.B., the Med. Bupt. 


HEIGHAM HALL, NORWICH. 

Telephone For Upper A Middle Claeses go Norwich. 
S. Private Hospital for Cure of Ladies and Gentlemen suffer¬ 
ing from Nervous and Mental Diseases. Extensive pleasure 
grounds. Private Suites of Rooms with Special Attendants 
available. Boarders taken without certificates. French Chef 

Terms from 2 to 20 guineas weekly. Patients sent for. 

J. G. Gordon Monk, M.D., F.R.S.E., Proprietor and Re,. Pbys. 


STRETTON HOUSE, 

Church-Stretton, Shropshire. 


▲ Private HOME for the treatment of Gentlemen suffering from 
Mental Diseases. Bracing hill country. See " Medical Directory,” p. 2119. 
Apply to Medical Superintendent. Telephone 10, P.O. Church-Stretton. 


CHEADLE ROYAL. 


A HOSPITAL FOR MENTAL DISEASES 

CHEADLE, CHESHIRE. 

AND ITS SEASIDE BRANCH, 

GLAN-Y-DON, COLWYN BAY, 

NORTH WALES. 

The object of the above is to provide the most efficient means for 
the cure of mental diseases In those who belong to the upper and 
middle classes. 

Voluntary hoarders as well as certified patient® are received for 
treatment. 

For terms and further information apply to the Medical Superin¬ 
tendent, W. Scowcroft, M.R.C.S., Ac., at Cheadle, or he may be seen 
at 72, Bridge-street, Manchester, cn Tuesdays from 12 to 3, and Fridays 
from 2 to S. Telephone : 208 “ Cheadle Hulme,” 3594 “ Manchester.” 


PLYMPTON HOUSE, 

PLYMPTON, S. DEVON. 

This old-eBtablished Licensed House offers every advantage that 
experience can suggest for the care and treatment of Mental Cases. 

For terms, Ac., apply to the Resident Physicians 

Telephone—No. 2, Plympton. Dr. Alfred Turner, Dr. J. C. Nixon. 


THE COPPICE, NOTTINGHAM. 
HOSPITAL FOR MENTAL DISEASES. 

President: The Right Hon. the Earl Manvers. 

This Institution is exclusively for the reception of a limited number 
of PRIVATE PATIENTS of both sexes, of the UPPER and MIDDLE 
CLASSES, at moderate rates of payment. It Is beautifully situated in 
Its own grounds, on an eminence a short distance from Nottingham, 
and commands an extensive view of the surrounding country; and from 
Its singularly healthy position and comfortable arrangements affords 
every facility for the relief and cure of those mentally afflicted. 

For terms, Ac., apply to the Medical Superintendent. 


THE MOAT HOUSE, 


TAMWORTH, 
STAFFORDSHIRE 

A HOME for Nervous and MENTAL CASES. 

Stations : L. A N. West, and Mid. Hallways. 

The House stands In grounds of ten acres (within five minutes’ drive 
of either station), and la devoted to the care and treatment of a few 
Ladles suffering from Nervous and Mental Affections, who enjoy the 
comfort, privacy, and occupations of home life. Voluntary patient* 
are received without certificates. For terms, Ac., apply to 
the Resident Licensees, Edward Homes, M.A. Cantab., or 
(Mrs.) 8. A. Micnavx. 


rirove House, All Stretton, Church 

\Jl STHBTION, SHROPSHIRE. 

A PRIVATE HOME for the Care and Treatment of a limited number 
of Ladles Mentally Afflicted. 

Climate healthy and bracing. 

Apply to Dr. MoClintock, Proprietor and Resident Medical Super¬ 
intendent. 


WYE HOUSE, BUXTON. 

ESTABLISHED NEW INSTITUTION COMPLETED 

1857. 1901. 

FOR THE CARE AND TREATMENT OF LADIES 
AND GENTLEMEN MENTALLY AFFLICTED. 

VOLUNTARY BOARDERS CAN BB RECEIVED. 

Situated 1200 feet above sea level. Facingsouth, sheltered 
from north and east. 14 acres grounds, tennis, croquet, golf, 
curling. Billiard rooms, theatre, workshop in house. Motor-car 
drives. Garage. Ten minutes from Pavilion Gardens, Baths, 
and L. it N.W. and Mid. atatioos. Seaside branch in N. Wales. 
For terms, Ac., apply to the Ees. Medical Superintendent, 
Graeme Dickson, L.R.C.P., Ac. [n*t. Tsl. 130. 


ST. ANDREW’S HOSPITAL 

FOR MENTAL DISEASES, 
NORTHAMPTON. 

For the Upper and Middle Classes only. 

President—The Right Hon. the Eaki. Spkhcer, K.G. 

This Registered Hospital is pleasantly situated in 118 acres of park 

and pleasure grounds. . 

Bvery facility Is provided for cricket, football, hockey, croquet, lawn- 
tennis, bowls, golf, motoring, boating, and gardening. 

Terms from 31s. 6d. a week. Voluntary boarders not under 
certificates are received. , _ . _ 

Patients paying higher rates can have Special Attendants, Horace and 
Carriages, and Private Booms in Villas In the Hospital grounds, or at 

MOULTON PARK, 

w branch establishment, two miles from the Hospital, where there Is a 
farm of 473 acres, which supplies the Hospital with meat, milk, and 
other farm produce. 

BRYN-Y-NEUADD HALL, LLANFAIRFECHAN, 

the Seaside House of St. Andrew's Hospital, is beautifully situated in a 
Park of 331 acres, close to the Sea, mud in the midst of the finest 
scenery in North Wales. ’ 

Patients can enjoy good cricket, lawn-tennis, croquet, golf, trout- 
flshing, and bathing. . _ , . . . _ 

Patients or Boarders may visit this branch for long or short periods, 
and can have Private Rooms in Villas in the Park. 

For particulars apply to the Medical Superintendent, St. Andrew s 
Hospital, Northampton. _ Telephone No. 56. 

THE GRANGE, rotherham. 

A HOUSE licensed for the reception of a limited number of ladies of 
unsound mind. Both certified and voluntary patients received. This 
Is a large country house with beautiful grounds and park, five miles 
from Sheffield Station, Grange Lane, G.C. Railway, Sheffield. Tele¬ 
phone No. 34 Bothorham. 

Resident Physician— Gilbert K Mould. L.R.C.P., M.R.C.8. Con 
suiting Physician— Crochley Clapham, M.D., F.R.C.P.B._ 


Telegraphic Address: 

‘Relief, Old-Catton.” 


Telephone *. 

“290, Norwioh.” 


NERVOUS & MENTAL AFFECTIONS. 

Ladies only received. 

The Grove, Old CattoD, near Norwich. 

1 a High-class Home for the Curative Treatment of Nervous 
Affections. Situated a mile from the City of Norwich. Special and 
Separate accommodation is provided for those suffering from Hysteria 
and for cases of Incipient Mental trouble, who can be received as 
Voluntary Boarders without certificates and occupy their own 
private suites of apartments. A staff of experienced nurses has been 
organised to take charge of patients in their own homes. For terms, 
Ac. which are moderate and inclusive, apply to the Misses McLINTOCK. 
or to Cecil A. P. Osburne, F.B.C.S.K., Ac., Medical Superintendent. 
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NORTHUMBERLAND HOUSE, 

Telegrams : GREEN LANES, FINSBURY PARK, N. Telephone. 

"Subsidiary, Loudou," (Established 1814.) No - 8881 

4 PRIVATE HOME for fche Treatment of Lvilea and ilontlamen suffering from Nervous and Mental Affections. Four miles frojn Chari r g 
C-«ss; easy of access from all parts. 

Six acres ot ground, highly situated, facing FinBhqry Park. 

Voluntary Boarders received without certificate. Seaside Branch at Worthing. 

For particulars, apply to the Rrhidkwt Physician. 


THE ROYAL EARLSWOOD INSTITUTION fob mehtal defectives. 

(Formerly the EARLSWOOD ASYLUM.) 

REDHILL, SURREY. - - B. C. P. HULL, Bsq., J.P., Treasurer. 

FOR TH03B REQUIRING CONTROL with EXPERT 3UPBRVISION, | SELECTED CASKS admitted on reduced Inclusive fees. THOSE 
and needing SPECIAL TRAINING in useful occupations. UNABLE TO PAY admitted by votes of Subscribers, with part- 

SCHOOLS, fARMING, and various TRADE WORKSHOPS. I payment towards cost. 

RECREATIONS : ALL outdoor games, BXCBLLBNT BAND by Male Staff, for Concerts, Dancing, &o. 

Apply t The Mrdioal Supe bint end ewt, Baris wood, Bedhill, Surrey, or to the Seoretary, Mr. Harby Howard, 14-16. Ludgate Hill, H.C. 
Telephone : Redhill 344. Telephone : City 6297. 


HAYDOCK LODGE, Newton-le-Willows, LANCASHIRE. 

A PRIVATE MEHTAL HOSPITAL for the UPPER and MIDDLE CLASSES ONLY, EITHER VOLUNTARY or UNDER CERTIFICATE. 


Patient, treated and classified according to their social and mental oondltlon. Term, from 31s. 6d. Private apartments on special terns. 
Established for 60 years. Under the aame management 26 years. Recovery rste 60 per cent. Situated midway between MaxoHSBTBB and 
Livkbpool. Two miles from Newton- la- Willow, Station on the L. A N. W. Bail way. 


Medical Staff— 

Resident Medical Proprietor - CHARLES T. STREET, m.r.o.s., l.b.o.p. 
Resident Medical Superintendent ■ J. 0. WOOTTON, n.R.o s. Eng., L.B.o.p.Lond. 


Consulting Rooms— 

LIVBRPOOL. MANCHHSTHBi 

47, Rodney Street. Winter's Buildings, St. Ann’* St. 

Dr. Street. Dr. P. d. Mould ; Dr. Q. H. Mould. 
Thursday, 2 till 4. Tuesday—12 to 1.30—Thursday. 

Telephone 2458 Royal. Telephone 7611 Manohaater. 
Other days by appointment. 

" Rodney St„Vv«porl. 


..„„ _ (Sir JAMBS BARR. LL.D.,M.D.,r.R 1 o.p., 72, Rodney St., Liverpool. NATHAN RAW, m.d., m.ao.p., 66, 

W. B. WARRINGTON, md„ r.s.c. p.,63, Rodney St„ Liverpool. 

suiting Physicians | q, jj. MOULD, Pbysloian for Mental Diseases to the Sheffield Royal Hospital, The Grange, Rotherham. 

For farther particulars and forms of admission apply Resident Proprietor, Haydook Lodge. ffewton-le-Willows. 

Telegraphic Address; “ Street, Aahton-ln-Makerfield.” Telephone: 11 Ashton-ln-Makerfield. 



N0RTHW00DS HOUSE, 

WINTERBOURNE, near BRISTOL. 


FOR PRIVATE TREATMENT OF MENTAL DISEASES. 

Situated In a large park in a healthy and picturesque looallty 
easily accessible by rail vift Bristol, Winterbourne. Patohway, or Yate 
Stations. Uncertified Boarders received. For further information 
see Medical Directory, page 2049. Teims moderate. 

Apply to Dr. J. D. THOMAS, Resident Physician and Licensee, for 
full particulars. 


CAMBERWELL HOU SE, 33, PECKHAM ROAD, S.E. 

Telegrams » " Psycholla, Lohdow.” Telephone : New Cross 1067. 

For the Treatment of Mental Disorders. 

Completely detached Villas for Mild OascH. Voluntary Boarders received. 20 acres of grounds Cricket, tennis, croquet, squash racquets, 
bow If, and all Indoor amusements. Daily services m Chapel. Rev. Philip S. O'Brikn, D.U., Chaplain. Ordinary terms, 2 guineas a week, 
senior Physician : Francis H. Hdwabds, M.D., M.R.C.P. Full paiticulars from the Secretary. 


MOVE VILIifl, BRIGHTON A Convalescent Branch of the Above. 


NEW SAUGHTON HALL 

PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND MENTAL CASES. 

POLTON, MIDLOTHIAN. 

New Saughton Hall, which takes the place ot Saughton Hail, established in 1798, is situated seven miles south of 
Edinburgh, in the beautiful neighbourhood of Hawthornden and Rosslyn, and is surrounded by picturesque and well- 
timbered pleasure grounds extending to 125 aores. There isalso a Seaside House at Gullane, East Lothian. 

Railway Stations—Polton, five minutes; and Loanhead, ten minutes’walk from the Institution—reached inhalf-ar- 
hour from the Waverley Station, Edinburgh. Telephone—4 Loanhead. 

Forms of admission for voluntary or certified cases, full instructions, &c., can be obtained on application to the Resident 
Medical Superintendent, J. Batty Tukb, M.D. Inclusive terms from £84 to £400 per annum, according to requirements. 
40 
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PECKHAM HOUSE (“nST) 

112, PECKHAM ROAD, LONDON, S.E. 

TelegTama: "Alleviated, London.” Telephone: New Cross 576. 

An Institution licensed for the CARE and TREATMENT of the MENTALLY AFFLICTED of Both Sexes. Conveniently situated. Electric 
trams and omnibuses from the Bridges and West-End pass the House. Private houses with electric light for suitable cases adjoining the 
Institution. Holiday parties sent to the Seaside branch at Worthing during the Summer months. Moderate terms.—Apply to Medical 
Superintendent for further particulars. 


Alcohol and Drug Inebriety and Neurasthenia. 

INVERNITH SANATORIUM. COUNSBURGH, FIFE, SCOTLAND. 

(Licenced under the Inebriates Acts.) For Gentlemen only, 

_ (Under the direction of an Advisory Council of eminent Medical Men.) 

NEURASTHENIA is treated on approved principles, and there are Open-air Shelters in the grounds for suitable cases. 

INEBRIETY aud NARCOMANIA are treated on definite medical lines, and the most approved scientific means are employed In the 
curative treatment. The Resident Medical Superintendents have each patient under their personal care and observation. The curative 
treatment is much aided by the healthy situation of the Sanatorium and by its isolation from temptation. 

The Sanatorium stands 450 feet above the sea, faces south, and looks out over the Firth of Forth. The climate Is dry and bracing. All 
out-door and In-door sports. First-class private golf course. Excellent mixed shooting over 1600 acres, fishing, tennis, gardening, carpentry, Ac. 
Billiard room (two tables), music room, large private library. 

References to leading physicians in the chief centres given on application. 

For all particulars of Invemlth Sanatorium, Ltd., apply to the Rcrtdent Medical Superintendent , W. H. BRYCE, M.B., C.M. 

Telegrams: Salubrious.” Upper Largo. Telephone No. 8, Upper Largo. Station—Klloonquhar (N. B. Railway). 


ABBOTSWOOD HOUSE, 

OINDERFORD, GLOS. 

THE TEMPLE MEM ORIAL HOME of the CHURCH OF ENGLAND 
TEMPERANCE SOCIETY, for the Treatment of INEBRIETY. 
Males only. Terms from £2 2s. weekly. A few vacancies at 
10/- weekly. 

For admission forms and full particulars, apply, Chaplain- 
Superintendent, Rev. S. Soobell Lesset. M.D., Abbotswood House, 
Olnderford. Glos , or Secretary, C.E.T.S. Headquarters, 50, Marsham- 
street, Westminster, London, S.W. Telephone: 33x Ciwderfohd. 


INEBRIETY. 

DALRYMPLE HOUSE, RICKMANSWORTH, HERTS. 

For the treatment of Gentlemen under the Act and privately. Established 1883 by an association of prominent medical men and others for 
the study of Inebriety; profits. If any, are expended on the institution. Large Becluded grounds on the bank of the river Colne. All kinds of 
out-door and in-door recreations and pursuits Terms from £3 10s. per week.—For particulars, apply to F. S. D. Hogg, M.R.C.S., Ac., Resident 
Medical Superintendent. Telephone; 16 Rickmans worth. 


NEWMAINS RETREAT, NEWMAINS, LANARKSHIRE. 

Licensed under the Inebriates Acts. 

The House Is devoted to the Care of LADIES of the upper classes only, who can be treated either under the Acts or as Voluntary Patients. 
The place stand** high and the estate 1b extensive, with bracing air and In good shelter. Id Is very retired and beautiful, well situated for the 
treatment of inebriety, narcomaaia and other perversions, neurasthenia, hysteria, and minor mental ailments. 

No patients under certificate of Insanity can be received. 

References: Dr. G. M. Robertson, Dr. Yellowlers, Dr. Risien Russell, Dr. Oswald, and others. 

TermB and particulars on application to "Superintendent, The Retreat, Newmains, Lanarkshire.” Nearest station, Hartwood, Cal. Ely. 


INEBRIETY. 

MELBOURNE HOUSE, LEICESTER. 

PRIVATE HOME FOR LADIES. 

Medical At f endant: Robert Srvestrr, M.A., M.D.Canfcab. 
Principal: Henry M. Riley, Assoc. Soc. Study of Inebriety. 

Thirty years’ Experience. Excellent Medical References. 

For Terms and Particulars, apply Miss Riley or Principal. 
Telegrams: •' Medical, Leicester.” Nat. Telephone : 769. 


The ALCOHOL and DRUG HABIT8, and TRAUMATIC NEURASTHENIA (Incidental to gar). 

U W I I PN A near COCKERMOUTH, CUMBERLAND. Licensed under 

n T L L W \J U Wi the InebrlateB Acts. FOR GENTLEMEN ONLY. Privately and 

" under the Acts. 

Patients are here treated individually on sound scientific methods, which combine physical and poychical treatment necessary to such oases. 
The situation of the house in the heart of the English Lake District is ideal for the purpose to which it is being put. Private golf course and lake 
with good tront and coarse fishing, lawn tennis, billiards, workshops, dark room, &c. Good library. References to leading consultants and practi¬ 
tioners. Terms moderate.—Particulars from J. W. Abtley Cooper, L.R.C.P., Ac., Llcenseeand Superintendent. Telegrams Cooper Buttermere. 


MENDIP HILLS SANATORIUM, FOR THE OPEN-AIR TREATMENT. 

Old-established, beautifully situated. 300 acres of Sanatorium grounds. Plnewoods and sheltered avenues. Altitude 850 feet. Porous 
subsoil. Separate chalets, with verandahs, hot-water radiators, and electric light. Special features—breathing and graduated exercises, and 
continuous inhalation. Individual attention. Resident Physician— C. Muthu, M.D., M.K.C.S., L.R.C.P. 

Terms from 3 guineas weekly. For particulars, apply SECRETARY, Hillgrove, Wells, Somerset. 


PENDYFFRYN HALL SANATORIUM 

(N ORDRAC HIN - W ALES.) 

Physicians: Dr. G. M. DOBSON and Dr. GERATY. 

FOR THE OPEN-AIR AND INOCULATION TREATMENT OF ALL FORMS OF TUBERCULOSIS. 

One of the first Sanatoria opened in the United Kingdom to carry out the treatment as practised at Nordrach. Carefully graduated 
walks rise through pines, gorse, and heather to a height of over 1000 feet above sea level, commanding extensive viewB of both sea and 
mountains. Sheltered from E. and N.K. winds. Climate mild and bracing. Small rainfall. Large average of sunshine. There are over five 
miles of walks in the private grounds. Rooms heated by hot-water radiators and lit by electric light. 

Telegrams : Pendyffryn; and Telephone ; 20 Penmaenmawr. Apply, Secretary, Pendyffryn Hall, Penmaenmawr, North Wales 
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MUNDESLEY 

SANATORIUM 


Specially built for the Treatment of Pulmonary 
and other forms of Tuberculosis. Aspect S.S.W. 
on a carefully chosen site. Pure, bracing air. 
High sunshine record. One mile from the coast. 
Electric light throughout. Full Nursing Staff. 

S. Vkbk Prarsok, M.D. (O&mb.), 
M.R.C.P. (Lond.). 

Maurice F. Squire, M.D. (Durh.). 


Re ai dent 
Physicians 


For prospectus and full particulars apply the 
Secretary, J. W. S. Purves, Sanatorium, 
Mundesley, Norfolk. 


VALE OF CLWYD SANATORIUM. 


This Sanatorium (opened 1901) la established for the Treatment of Tuberculosis as carried out by Dr. Otto Walther of Nordraoh. It is 
eltuated in the midst of a large area of park-land, at a height of 450 feet above the sea-level, on the western slopes of mor.ntalns rising to over 
1800 feet, which protect It from North and Bast winds and provide many miles of carefully graduated uphill walks—similar in character and 
extent to those at Nordraoh. 

Small rainfall. Porous subsoil. Large amount of sunshine. Electric Lighting and Hot Water Radiators In each room. 

The physician himself was a patient at Nordracb. 

For particulars, apply to Gboroe A. Craof.-Calvkrt, M.B., Ac., Llanbedr Hall, Ruthin, North Wales 
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DUFF HOUSE, BANFF, 
SCOTLAND. 

TREATMENT OF 
DISORDERS OF THE 
STOMACH 

AND INTESTINE8 
DIABETES, GOUT 

and other complaints which need 
skilled chemical investigation and 
dietetic treatment. 

The House is fitted with labors* 
torles, X-Ray Installation, Medical 
Baths, and Lifts. 

The climate Is mild, and the 
rainfall the lowest In Scotland. 

Apply, 

The Secretary , 

Duff House, 

Banff. 


NORDRACH-ON-DEE 

(Near BALMORAL, SCOTLAND) 

Open-Air Treatment of 
CONSUMPTION and 
Allied Diseases. 

TUBERCULIN * VACCINB TREAT¬ 
MENT associated with Laboratory 
Control is available for all patieota 
residing In this Sanatorium. 
Research Laboratory. Fully 
Equipped Throat Boom. 
Roentgen Ray and Ultra Violet 
Light Installations. 

Address: Dr. LAW SOU 
Dr. LUCAS, Banchory. N.B. 


THE DROITWICH BRINE BATHS. 

WORLD RENOWNED for TREATMENT of RHEUMATISM, GOUT, SCIATICA, NEURALGIA. NEURITIS, RHEUMATOID ARTHRITIS, Ac. 
Lovely country. Good climate. Tho RADIO ACTIVITY, the Kadio-emonative, and other properties are ONLY PRESENT IN THE NATURAL 
BRINE AS GIVEN IN THE BATHS AT THE SPA. NAUHEIM TREATMENT ON THE MOST APPROVED PRINCIPLES. Analysea and 
Illustrated Booklet free from Baths Manager, J. II. Uollyeb, 46, Spa Enquiry Offices, Droitwlch (Worcs.), Special Facilities to Medical Men 
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For COMFORT and HEALTH Visit 

The CATERHAM 
SANITARIUM 

" Battle Creek System." 


Telephone: 88. 

Telegrams: " Hydro, Catkrham." 


ResMent Physician: 

A. B.Olsex, M.D., D.P.H. 


SMEDLEYS HYDRO. 

MATLOCK. Established 1863. 

Telegrams: “SMBDLBY’S, MATLOCK.” 

Physlolans: Q. C. R. Harblnson, M.B., B.Ch., and Resident. 

A oomplete suite of Baths, Including separate Turkish and Russian 
Baths for ladles and for Gentlemen, Aix Douches, and an Blectrlo 
Installation for Baths and Medical purposes. Dowsing Radiant Heat 
D’Arsonval High Frequency. Roentgen X Rays. Fango Mud Treat-' 
ment. Nauheim Baths. Special provision for Invalids. Large Winter 
garden. American Elevator. Electric Light. Night attendance. 
S 00 ™* well ventilated, and all bedrooms warmed in winter throughout 
the establishment. * 

MAS8AGB AND WBIR-MITCHBLL METHODS OF TREATMENT 
▲ large staff (upwards of 60) of Trained Male and Female Nurses 
Masseurs, and Attendants. Prospectus and full Information on appll' 
naHop to _H. Ohallaxp. Managing Director. 


THE 


ALEXANDRA THERAPEUTIC INSTITUTE. 

PLOMBIERES TREATMENT as at PLOMBIERES. 
RADIANT HEAT, IONIZATION, 
BERGONIE, AIX & YICHY DOUCHES, etc., etc. 
126, Gt. Portland St., LONDON, W. 


THE WARNEFORD, OXFORD. 

HOSPITAL FOR MENTAL DISORDERS. 

President: The Right Hon. the Earl of Jersey. 

This Registered Hospital, for the Treatment and Care, at moderate 
charges, of Mental Patients belonging to the educated classes stands 
In a healthy and pleasant situation on Headington Hill, near Oxford. 
The grounds and gardens are extensive, the Internal appointments are 
comfortable and refined, and the premises are lighted by electricity 
The utmost degree of liberty, consistent with safety, is allowed to the 
patients, and amusements and occupation are amply provided. Parties 
are sent for change to the seaside during summer. YoluntaVy boarders 
are also received for treatment.—For further particulars apply to the 
Medical Superintendent. ___ 0 

ST. LIJEE’S HOSPITAL FOB 
MENTAL DISEASES m Beds), 

OLD STREET, LONDON, E.C. 

(Bstablishkd 1761.) 

LONDON. 1 * 

Admission gratuitous; or, by contribution to 
maintenance, from 21s. per week. 

TRAINED NURSES can be Immediately obtained for 

Mental and Nervous Cases on application to the Matron. 

CON VALESCENT HOMES. 

NETHER COURT, Ramsgate, standing In its own secluded grounds of 
12 acres, within a few minutes of the sea. Teleph.— 44 Ramsgate. 
"WELDERS,” near Gerrard’a Cross, Bucks, within 18 miles of 
London, situate in a park of 100 acres, on high ground, with beautiful 
garden and beech woods. Teleph.— 47 Gebrard'b Cross. 

Voluntary Boarders are received without certificates. Full particulars 
o n application to the Secretar y at the Hospital. 

ASHWOOD HOUSE 

KINGSWINFORD, 

ST A FFORDSHIRE. 

An old-established home like Institution for 
the treatment of MENTAL AFFECTIONS in 
BOTH SEXES. 

Full particulars as to reception, terms, &c., may 
be obtained from the Resident Medical Officer. I 


Home 

FOR THE CARE AND TREATMENT OF 

Mentally Afflicted Ladies 

OTTO HOUSE, 

47, North End Road, West Kensington, W. 

The Home stands in large grounds close to 
West Kensington Station. 

For forms, apply to Mlaa BRODIE, 
Resident Lady Superintendent. 

Telephone : Hammersmith 1004. 

A. H. SUTHERLAND (Licensed Proprietor), 

2a, Marloes Road, Kensington, W. 


CLARENCE LODGE, 

CLARENCE ROAD, CLAPHAM PARK. 

Stations: Clapham Road and Clapham Common. 

A Licensed Home for Mental and Nervous Patients. 

Twelve Ladle, only received for treatment under eminent Specialist 
and given individual care and the comforts of their own homes 
Suitable cases received as voluntary boarders. The house la surrounded 
by well-woodrd grounds ; shady lawns for tennis, croquet Ac 
Associated Rooms. Private Rooms, or Suites. Very moderate terms, 
lllustrated Prospectus from Resident Licensee. Mrs. Thwaitks 
_Telephone : 494 Brlxtun. 


PORTSMOUTH CORPORATION MENTAL HOSPITAL 

Provision for PRIVATE PATIENTS has just DeeD 
provided in two detached Villas. 

Inclusive charges from £1 Us. 6d. per week. 

_ Apply to the Medical Su p rintendent. 


BISHOPSTONE HOUSE, BEDFORD. 

Telephone 708. 

Private Home for Mentally afflicted LADIES ; ten only received 
Terms from 4 gns. weekly. 

Apply, A, Chilumqworth , Bag.. L.R.C.P., M.R.C.S ., or Mrs. Peels. 

epilepsy! 

e David Lewis Colony has accom- 

modation for Epileptic Patients of Good Social Position—for 
Gentlemen and Ladle* In special houses at the Colony—for Bov* 
COLTHURST HOUSE SCHOOL. J Ior “° y “ “ 

Terms for Ladies and Gentlemen from 3 Cb. a week. Boys at the rata 
of 308. a week. J w 


^r 


EPILEPSY- TO MEDICA L ADVISERS. 

A modern house at Maghull, Lancashire, has been specially erected 
and equipped for the treatment of Gentlemen suffering from Epilepsy 
Experienced Medical and Nursing treatment. Fannins. gardening* 
billiards, lawn-tennis, cricket, bowls, &o. B 

A pply, W. Qrisewood & Soy, 2, Exchange-street Bas t, Liverpool 


WE STCROFT, ILKLEY. 

RESIDENTIAL HOME FOR CHILDREN 

of Good Social Position,whose delicate health or backward mental 
development renders them unfitted for ordinary school life. Training 
and Rducation. Medical supervision. Mrs. Mallard 6 


T)esident Patients.—Descriptive List 

I il (Illustrated) of Medical Men In all parte willing to receive 
Resident Patients sent without charge. Or selection will be made on 
statement of nature of case and terms to the General Manager, Scholastic 
Clerical & Medical Assn., Ltd., 22, Craven-street, Trafalgar-square W C* 


f landrindod Wells (near).—Private 

M-mF ROOMS with Board in a married Doctor’s country cottage,, 
for Lady or Gentleman, with or without attendant. Beautiful 
scenery. Mountainous bracing air. Bath, fishing, shooting riding 
driving, motor. Purely agricultural. Kef»rences exchanged.-Ad.lressl 
No. 127, The Lancet Office, 423, Strand, W.C. 
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. Medioal, Welr-Mltchell, Rest¬ 
ed to Neurasthenia or to recruit 
-Apply, Misses Rattray A Moore, 
ephone: 22 Haslemere. 


E rith House, Torquay.— 

“HOME for DELICATE GENTLEWOMEN oi Limited Means. 
Reopens raid-Ootober.—Early application to Lady Superintendent for 
t erms and particulars desirable. ____ 

D octor’s House.—Required, within 

ten miles of London, Accommodation ror Elderly LADY (Mental 
Decay). Quiet; confined to room ; nurse-attendant provided.—Write, 
atatliig terms, to R., Box 823, pare of 5, Queen Victoria-street, E.C. 

H aslemere, Surrey.—The Haslemere 

Nursing Home. Altitude TOO ft. Medioal, Weir-Mltchell, Rest- 
cure, General Nursing. Especially suited to Neurasthenia or to recruit 
after Ulneea or operation. Gravel soil.—Apply, Misses Rattray A Moore, 

** Oourta fol d,” Hasl eme re, Sur re y. Telepho n e : 22 Hasleme re,_ 

IN BEAUTIFUL"COUNTRY. 18 MILES FROM LONDON. 

L ittleton Hall, Brentwood, Essex 

(400 feet above sea-level). A HOME for a few LADIES 
Mentally Afflicted. Large grounds. Llverpool-street half an hour. 
Stations: Brentwood one mile; Shenfield one mile. Voluntary Boarders 
reoelved. Vacancy.—For terms, Ac., apply Dr. Haynes. Telephone 
a nd Telegrams: Haynes. Brent w ood, 45. __ 

CJt. Andrew’s Hospital, Dollis-hill, 

London, N.W.—Tel.: Wlllesden, 898. A Hospital for Paying 
Patients. Medical and Surgical, but not Mental or ContaglouB 
Cases. Resident and Visiting Medical Staff; Trained and Certificated 
Nurses ; Wards, Cubicles, and Private Rooms. 

Terms accordingly. Apply to the Matron. 

Tnvalid Gentleman, with valet or male 

JL attendant, can he reoelved in Lady's own commodious House at 
Hampstead, near Tube. Previous experience o{ invalids. Special 
diet If desired. Telephone.— Address, No. 102, The Lancet Office, 
42 3, Strand, W.C. _ 

■prudential Assurance Company, 

LIMITED, HOLBORN BARS, LONDON 


Founded 1848. 


Invested Funds £94,000,000. 


Claims Paid, £126,000.000. 


eversions ana .Lute Interests in 

JLw Landed or Funded Property or other Securities and Annuities 
PUROHAbEi) or LOANS granted thereon by the 

EQUITABLE REVERSIONARY INTEREST SOCIETY, 
Limited, 

10, Lancaster-place, Waterloo Bridge, Strand. 

Established 1835. _Capital (paid up), £500.000 


/general Life Assurance Company. 

VJ Established 1837. LIFE MORTGAGES. ANNUITIES. 
Chief Offiof.-103, CANNON STREET, LONDON, E.C. 
Funds exceed £2,000,000. 

Advances made on Reversions, vested or oontlDgent, and Life Interest 
and on Personal Security In connexion with a Life Policy. 

__ John R. Freeman, Manager and Secretary. 

NATIONAL PROVIDENT INSTITUTION. 


Oopibs of Leaflets dealing with current 

LIFE ASSURANCE TOPICS 

will be sent Post Free to readers of The Lancet on 
application to 

48 GRACECHURCH STREET. LONDON, E.O. 


Hospital and Public Health Authorities 
willing to consider the applications of Belgian 
Medical Men are invited to communicate with 
the Editor of The Lancet, 423, Strand, W.C. 


TZensiugtou General Hospital, Earl’s 

■ \ Court, S.W.—There Is a vacancy for an AN/ESTHWTI3T. Small 
honorarium. Apply, Secretary._ 


\X7est Bromwich and District Hospital 

f F (105 beds).—Wanted at once, ASSISTANT HOUSE SURGEON. 
Salary £120, with residence, board, and laundry. Applications, stating 
age, qualifications, Ac., with copies of testimonials, should be Bent to 
the Secretary.__ 

L eeds Public Dispensary.—Vacancy 

for LADY RESIDENT MEDICAL OFFICER or Gentleman 
ineligible for Military Service. Salary £200, with board, residence, and 
laundry. Separate sitting-room. Applications, with copies of three 
recent testimonials, to be addressed to the Secretary of the Faculty, 
Public Dispensary, North-street, Leeds._ 


ipbe Royal Infirmary, Sheffield (a 

JL General Hospital with 350 beds, of which 240 are reserved for 
Surgical cases —100 beds are set apart for Wounded So’dlers).—TWO 
HOUSE SURGEONS. — Wanted, Two Resident Medical Officers 
(Male, ineligible for Military Service, or Female) for the above posts. 
Salary £100 per annum, with board and residence. 

Applications, with copies of testimonials, to be sent to 

Jho. W. Barnes, Secretary. 

/^lity of London Hospital for Diseases 

V_^ of the CHEST, Victoria Park, E. (tram and ’bus, Cambridge 
Heath).—Applications are invited for the following poets RB8I DENT 
MEDICAL OFFICER. Salary at the rate of £250 per annum. Must be 
ineligible for Military Service. ASSISTANT RESIDENT MEDICAL 
OFFICER, either sex (if a Male must be ineligible for Military Service). 
Salary at the rate of £150 per annum. Board, residence, and laundry 
provided. _ Gvo. Watts. Secretary. 


Phe Staffordshire Education Com- 

L. MITTRB require as soon as possible Two Permanent and Four 
Temporary WOMEN ASSISTANT SCHOOL MEDICAL INSPECTORS. 
Commencing salary £300 per annum. 

Applicant* should indicate whether they wish Temporary or Per¬ 
manent po«*ts. 

Apply for form of application to Director, County Education Offices, 
Staff ord. _ 

T he Royal Infirmary, Children’s 

HOSPITAL. Sunderland -RESIDENT MEDICAL OFFICER 
(Male or Female) wanted. Candidates must possess double qualifica¬ 
tions (registered). The appointment is for six months, but may be 
ex’ended. Salary £150 per annum, with board, residence, and laundry. 
There are 54 beds' for children and 20 for soldiers. Applications, stating 
age, with copies of three recent testimonials, to be sent to the under¬ 
signed. 

August 28th, 1916. Thomas Robinson, Secretary. 

T he South London Hospital for 

WOMEN (Inc.).—The Board of Management invite applications 
from fully qualified Medical Women for the pos. of PATHOLOGIST. 
Applications for Part-time Work only during the War will be con¬ 
sidered. Salary at the rate of £250 per annum. 

Full particulars may be obtained from the Secretary. Canvassing 
Members of the Board Is not allowed. 

Applications, with copies of testimonials, to reach the Secretary, 
103, South Side, Clapharn Common, S.W., not later than the first post 
on Saturday, October 14th, 1916. 


TVT 7 Cl PO. To NEW [ Zealand u Australia, Dolton Infirmary and Dispensary 

Jl v %£-!• PANAMA CANAL. .U (209 bods, mostly Surgical, including Children’s Wards).— 


The New Zealand Shipping Co., Ltd. (Incorporated In New 
Zealand), will despatch their Royal Mall Steamers as below. 

Next departure from London— 

Oct. 12—RUAHINB (t.s.). 10.758 | Nov. 9-R0T0RUA (tr.s.), 11,130 
Calling at Plymouth two days later to embark passengers. 

Low fares, single and return. Excellent accommodation. 

Apply to J. B. Westray A Co , 138, Leadenhall-street, E.C. 


Applications for the appointment of SECOND HOUSE SURGEON 
and also THIRD HOUSE SURGEON are invited from Ladies having 
a registered Medical and Surgical qualification. 

Salary £200 and £180 per annum respectively, with apartments, 
board, and attendance. 

Applications, stating age, with copy of testimonials, should be 
forwarded to the undersigned, from whom further particulars may be 
obtained. Albert E. Briscoe, Secretary. 

18th September, 1916. 


R oyal South Hants and Southampton 1 ep m er 

hospital. Required, a housk physician (M.ie or I' ondon County Council. — The 

»LJS U !Jn?^V q, !!22ll^i!S'2.gIS? SH -Sss&t _q5HS5« “ employment 


Female). Must be doubly qualified. Salary £150 per annum, with 
board, rooms, and washing. Applications, stating age, with printed 
copies of testimonials (live) to be sent to 
26th Sept., 1916. T. A. Fisher Hall, Secretary. 


T. A. Fisher Hall, Secretary. 


T eyton Walthamstow, and Wanstead 

1 1 CHILDRENS' and GENERAL HOSPITAL, Walthamstow — 
The Honorary losltion of PATHOLOGIST and RADIOGRAPHER is 
vacant. Applications are invited from qualified registered Medical 
Practitioners willing to undertake this branch of work. 

Assistance is given in Radiography. 

James Bird, Secretary. 
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as ASSISTANT OHGANISKKS of Children'. Care Work. Candidate, 
should have had considerable experience in social work, with special 
reference to children, and should possess org&ulsing ability. The 
salary of an Assistant Organiser on the permanent staff commences at 
£100 a year, rising by yearly increments of £S to £130 a year. The rate 
of pay of a Temporarv Assistant Organiser 1b £2 a week. Apply for 
form to the Clerk of the Council, County Hall, Spring Gardens, S.W. 
Enclose stamped addressed envelope. Forms must be returned not later 
than 11 a.m. on 9th October, 1916. Persons already in the Council's 
service may apply. Canvassing disqualifies. 

James Biro, Clerk of the London County Council. 
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L ocum Tenons.—No fee to Principals. 

—Mr. PBRCIVAL TURNER has a large staff of trustworthy 
Gentlemen acting as Locum Tenentes, and will be happy to 9end them 
-as required at short notice on application. — Address. 4. Adam* 
■street, Adelphi. London, W.C. Telegrataa: “ Bpsomlan, London." 
Tele phone : 399 Gerrard. _ 

Locum Tenens wanted at once 


100 


to complete staff (Ineligible for Military 8ervioe). Must 
lhave good references.—Apply (personally if possible), Transfer Dept., 
Arnold A Sons, Surgical Instrument Manufacturers, 6, Glltspur-street, 
Ciondon, B.C. (opposite St. Bartholomew's Hospital). 

Locums can now be obtained 

from LEB A MARTIN, 93, Hall-road, Hands worth, Birmingham. 

L ocum.—Disengaged Oct. 10th. Short 

periods. Elderly ; qualified.—Locum, Castle House, Torrlngton, 
N. Devon. _ 

A Medical Man, single, now in London, 

aged fifty-nine, is prepared to undertake light work of any 
kind during the war.—Address, No. 131. Thk Lancet Office, 423, 
Strand, W.C. _ 

L M.S.S.A., ineligible, House Sur- 

• geon at a London Hospital, desires EVENING WORK two or 
three nights weekly.^Also Locum Tenency. view to purchasing Practice. 


—Address, No. 


. Thk Lancet Office, 423. Strand. W.C. 


Tl/Tidwifery.—Certified Midwife, dis- 

XfX engaged 15th proximo to Xmas, would undertake Midwifery 
tor busy Practitioner. Slight experience in dispensing. Qualified 
stenographer. Highest references.—Nurse Baldock, 11, Queen's-avenne, 
Oburch End, Finch! 


N 


End, Finchley. N. 

urse desires post in Doctor's Surgery. 

8ome years’ experience in Colliery Doctor’s Practice anddispen- 
* * * Ac. C.M.B. certificate—Address, M., 45, Mount 


sing, card indexing. 

Nod-road, Streatham Hill, S.W. 


T ady Dispenser (Hall Certificate) 

1 1 desires post with Doctor, Hospital, or Institution. Fluent 
French.—L. N., Connaught Club, Elgin Avenue. W. London. _ 

T ady Dispenser, qualified, desires 

A A post. South Coast preferred, lias had good experience with 
Doctor, Chemist, and in Hospital.—Address, No. 134, The Lancet 
• Office, 423, Strand, W.C. _ 

Qecretary, experienced Lady (short- 

hand, typewriting, book keeping), wants Employment two or 
three evenings a week. Preferably with Medical Man in neighbourhood 
of Baker Street. Two years’ nursing experience.—Address, No. 137, 
Th e Lancet Office, 423, Strand, W.C. _ 

Qecretary, Shorthand-Typist.—Lady 

W / desires Re-engagement with Doctor. Excellent longhand. Card- 
indexing. High-class references. Disengaged shortly.—Address, 
No. 140, The Lancet Office. 423. Strand, W.C. 

"Wanted, a Lady Dispenser and Book- 

y f KEEPER about the end of October Indoors.—Dr. Colmer, 


Yeovil. 


Valet-Attendant skilled in 

Catheter. Must be free from Military Service. Per¬ 
manency.—Address, No. 133, The Lancet Office, 423, Strand, W.C. 


Wanted, 

y f use of Ci 


Qcotland.—Partner wanted in good 

K / old Family Practice of £3000 a year in a Country Town. Shooting, 
golf. Ac. Panel 20C0. Up to Two-liltbs Share can be had at one year’s 
purchase. Ha*y terms can be arranged with suitable mao.—Apply, 
No. 6038, care of Mr. Percival Turner, 4, Adara-street, Strand, W.C., 
wbo has seen vendor._____ 

"Wanted, good-class Practice in London 

M or Provincial Town. Receipts from £1000 to £3000 a year. 
Purchaser is well qualified, good surgeon, accustomed to good-class 
•patients, an I has the necessary capital at command.—Particulars 
received in confidence by Peacock A Hadley, 19, Cravea street. Strand, 
London. W.C. _ 

"Required in London by Practitioner 

XI) of large experience a General and Panel PRACTICE. Premium 
to be paid out of receipts. Highest references (ineligible for Military 
Service).—Address, in confidence, Dr. F.,care of Arnold A Sons, Transfer 
Dept., 6, Glltspur-street, London, K.C. (opposite St. Bartholomew's 
Hospital). 


I mmediate.—Over £2200 a year.— 

Partner wanted to purchase HALF SHARK of old-established 
Practice In a very favourite good class Residential district within nn hour 
of London. Choice of houses. Fees mostly 5s. to 10s. 6d. Small panel. 
Premium only one year's purchase for prompt buyer.—Apply, No. 6026, 
care of Mr. Percival Turner, 4, Adam-street, Strand, W.C. 
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Wanted, Nominal Partner for General 

f f Practice (including panel). Good modern house and surgery 
electric light, Ac.—State salary and fall particulars to Dr. Packman 
R ochester. __ 

Wanted, a Practice of £2000 a year 

H or thereabouts In a pleasant district, by two Practitioners with 
ample experience and the necessary means.—Details, in confidence, to 
143, care of Mr. Percival Turner, 4. Adam-street, Strand, W.C. _ 

'Do Purchasers.—Do not buy any 

X Practice or Partnership without an investigation into books and 
other Inquiries by an expert specially competent to conduct the same. 
Thirty-six years’ personal attention to sneb inquiries has given 
Mr. PBROIvAL TURNER an unique ability to advise in all cases. 
Terms and full particulars free on application to 4, Adam-street, 8trand, 
London, W.C. Telephone: 399 Gerrard. Telegrams-. Bpsonlan,London. 

D eath Vacancy. — Pendleton, 

Manchester—Average Income about £800. Panel In proportion. 
Moderate-sized bouse, well furnished; rent £28. Practice established 
14 years. Furniture, surgical instruments, drugs, Ac., at a valuation. 
Also 2-^eater Calcott Motor If desired.—Apply at house, 2, Acresfield- 
road, Pendleton, Manchester, or to Mr. J. Morrow, Leamington 8pa. 

F or Disposal.—A really good Practice 

Is not always to be had directly, but Mr. PERCIVAL TURNER 


advertised.—Full Information free of charge on application, personally 
or by letter, to 4, A dam-street, Adelphi, Strand, W.C. _ 

H ome County.—£500 a year in 

beautiful Residential district within thirty miles of London on 
rail. No opposition. Good fees. Detached house and garden; rent 
under £50. Very safe investment. Good society, sport, Ac. Premium 
one year’s purchase.—Apply, No. 5988, care of Mr. Percival Turner, 
4, Adam-street, Strand, W.C. 

Qtaffordshire.—Middle- and Working- 

class PRACTICE. Well-established. Cash receipts £800. To 
end of August this year £600. Transferable appointment. Panel 1500. 
Fees Is. 6d. and 2s. 6d. No resident opponent. Rent £40. Lease seven 
ars. Ample accommodation. Premium £500 or near offer.— 
e A Martin, Medical Agents. 93. Hall-road. Ilandsworth. Birmingham. 


E 


W ar Sale.—Home County.—£1200 

a year. In a beautiful Residential district, on line of rail, old- 
established. Good house and garden. Largely better class patients. 
Panel small. M.O.H. and other appointments. Price about one year’s 
purchase.—Apply, No. 6035, care of Mr. Percival Turner, 4, Adam- 
street, Strand, W.C. 

01500 a year.—Vi est of England.— 

cv Urgent Sale.—Very old-established PRACTICE In large Resi¬ 
dential Town in S.W. County. Panel over 1500. Visits 3s. 6a. to 21s. 
Midwifery from 42s., not many. Good large corner house in beat 
situation. Hospital, schools, Ac., close. Partnership Introduction. 
Personally known and recommended.—Apply, No. 5980, care of Mr. 
Per cival Turner, 4, Adam-street, Strand, W.C. _ 

F or Disposal, Practices or Partner- 

SHIPS.—Messrs. ARNOLD A SONS, Surgical Instrument 
Manuf >cturera, have been Instructed to privately dispose of a large 
number of really good Practices and Partnerships. Gentlemen are 
requested to state their requirement* and amount of capital available. 
No charge to purchasers.—Address, Arnold A Sons, Transfer Dept., 
6. Glltspur-street, London, B 0. (opposite St. Bartholomew’s Hospital). 

TVeath Vacancy.—On the Thames.— 

War Sale.—Good-class General PRACTICE in a Residential 
Town In favourite locality within seventy miles of London. Income 
about £800 a year. Good home. Very low premium to prompt 
purchaser. Vendor died from wounds received at the Front. Personally 
known to Mr. Turner for many years.—Apply, No. 6028, care of Mr. 
Percival Turner, 4. Adam-street. Strand. W.C. 


West of England.—£1500 a year.— 

f F Very old-established PRACTICE for sale, owing to vendor 
wishing to retire, in go^d Country Residential Town, on line of rail. 
Opposition less than usual. Pees 2s. 6d. to 15s. Very little night work. 
Panel over 500. Excc’lent old-fashioned house and good garden. Fishing 
and other sport- Partnership introduction. Premium one year’s 
purchase. Personally known to Mr. Turner.—Apply, No. 6039, care of 
Mr. Percival Turner, 4. Adam-street, Strand. W.C; _ 

Riverside Resort —£1000 a year.— 

■ .I) Very old established good-olass and largely Non-dispensing 
PRACTICE for disposal on unusually favourable terms. Visits 3s. 6d. 
upwards. Midwifery (very little) 2 to 10 guineas. Valuable appointment*, 
about £200 a year. Small panel. Cottage hospital. Owing to ill-health 
vendor will accept £500 for prompt sale. Personally known to Mr. 
Turner for manv vears.—Apply, No. 6034, care of Mr. Percival Turner, 
4, Adam-street. Strand. W.C. 

of old-established Practice. 

Seaside, South. Now about £300 per annum, rapidly increasing. 
Thoroughly sound. Excellent prospects. Good modern house, garden, 
tennis, mot or-house; £50 per* annum. Panel 350. Premium £300.— 
Address, No. 138, The Lancet Office, 423, Strand, W.C. 
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T o Dentists.—To be Let, a Corner 

MA1SONNBTTB, near Victoria. At present occupied by a Medical 
Man. who will give introduction to his panel and private patients. 
Rent, inclusive, £60. Premium for fixtures and fittings. Only wants 
seeing. A good opportunity for a Dentist starting practice.—Address, 

No. 136. The Lawckt Office, 4i3, Strand, W.C. _ 

HAMPSTBAD GARDEN SUBURB. 

Oehtrsx: Position. Eminently Suitable for Doctor. 


Received too Late for Classification. 

T^msbnry Child Welfare Centre, 

A. Lever-street. B.C.-Wanted, s LADY MEDICAL OFFICER, to 
attend once weekly, morning or afternoon. Apply, sending age, 
qualifications, experience, and essential particulars, with copies of teati- 
monltls, to Dr. Thomas, Finsbury Town Hall. Rosebery Avenue, B.C. 


containing three reception- Drentford Union Infirmary, Isleworth. 

rst floor) and six bed-rooms. Rent £85 per annum.— R-J —The Guardians invite applications for the appointment of 


1 1 (one on first floor) and six bed-rooms. Rent £85 per annum.— 
A pply. Temp le Fortune House Estate Agency, Hampstead Way, N.W. 

L ey Clark, House and Consulting 

Room Agent, 3a, Wlmpole-street, W. A quarter of a century's 
experience with the medical specialist. 

Lists of Houses, Consulting Rooms, and Nursing Homes free on 
application. Tel.: 396 Mayfair. _ 

ELLIOTT. SON & BOTTON, 

6, VERE STREET, Cavendish Square, W. 

AUCTIONEERS. ESTATE AGENTS A SURVEYORS. 

Messrs. Elliott, Son k Boyton are the best Local Agents for 
HOUSES and CONSULTING ROOMS in the Harley. Wimpole. 
Queen Anne, and other streets off Cavendish and Portman Squares. 
Established 71 years. Telephone Nos. 91*08 and 91*09 May fair. 

ESTABLISHED 1860. 

MESSRS. BEDFORD A GO., 

SURVEYORS, AUCTIONEERS AND ESTATE AGENTS, 

10, Wigmore Street, Cavendish Square, W. 
SPECIALISTS IN PROFESSIONAL HOUSES AND CONSULTING 
BOOMS In Harley-street and leading medical positions. 

Ho charge to purchasers or tenants. Properties registered free of 
Charge. Valuations for Probate and other purposes. 
_Telephone : 2412 Paddington._ 

THE MANCHESTER CLERICAL, MEDICAL, 
& SCHOLASTIC ASSOCIATION, Ltd. 

The oldest MEDICAL Agency In Manchester, 8, KING STREET. 

Telegraphic Address: “ Student, Manchester." 

TRANSFERS and PARTNERSHIPS arranged, and Investigations 
Valuations, Ac., undertaken. ASSISTANTS and LOCUM TBNHNS 
SUPPLIED. PRACTICES for Sale. Particulars on aDpllaatlon. 


u —The Guardians Invite applications for the appointment of 
Temporary ASSISTANT *of either sex I to the Medical Superintendent. 
The appointment will be for the duration of the war, and the salary 
offered Is £355 per annum, with apartments, rations, washing, and 
attendance. Applications, stating age, degree, diploma, experience, 
Ac., and whether married or single, to be forwarded to the undersigned. 

By order. F. G. Harmsworth, Clerk. 


ESTABLISHED 1876. 

MR. PERGIVAL TURNER, 

4, ADAH STREET, STRAND, LONDON, W.O. 

Telegram* : ' ‘ Eptomian, London. ” Telephone : Gerrard 399. 

Every description of AGENCY and ACCOUNTANCY 
work undertaken. 

LOCUM TENENTS supplied. No Fke to Principals. 
INVESTIGATION of PRACTICES receives SPECIAL 
ATTENTION. 

Prospectus of Terms post free on application. 

DS J. FIELD HALL 

(FIELDHALL, LIMITED), 

MEDICAL TRANSFER AGENT, 

12. CRAVEN STREET. STRAND, W.C. 

Telephone : Telegram* : 

4667 Gbkrard. “Firt.dhall, Westrand-Londok ” 


ure China Tea. As imported THE MEDICAL AGENCY, 


J. direct from China, without any admixture whatever. 

In 6lb. boxes, 15s. 6d. each, carriage paid. 

J. B. Thomson k Co., 

_5. Rumford-place, Liv erpool. 

T rain now to Capture German 

VEGETABLE DRUG PLANT TRADE. There Is urgent need of 
everyone's help in this grave crisis vital to Britain’s honour. Practical 
Instruction In Cultivation, Marketing, Ac.—Address, Mrs. Grieve, Medi¬ 
cinal Plant Farm and School of Herb Growing. Chalfont St. Peter. Bucks. 

L iveries. — Chauffeurs’, Coachmen's, 

Footmen’s.—Large stock.all colours.top coats, under coats,breeches, 
mackintoshes, leggings, hats, caps, gloves, carriage k motor run. 
Best cloths k make. On approval. Send for Price List.—ARMSTRONG, 
33, Connaught St., Marble Arch, London, W. 'Phone: 1999 Paddington. 

E uropean Crisis.—Service Dress and 

COMPLETE EQUIPMENT can be supplied to Medical Men who 
have obtained Commissions in the R.A.M.C. and Navy In twenty-four 
hours by Messrs. HARRY HALL. Unequalled value, perfect fit, and 
accuracy in every detail are guaranteed. Innumerable unsolicited 
appreciations have been received from satisfied officers. Patterns, 
abridged Price List of Service Kit, and If desired a simple self-measure¬ 
ment form, post free on application to Messrs. Harry Hall, 207, Oxford- 
street, W., or 149, Oheapelde, B.C. ’Phones: Museum 820 and City 2086. 
Telegrams: “ Hallzone,”London, and “ Arriarle,”London. 
IMPORT ANT. —Visitors to London can order and be fitted the Bame day 

1 Ol 1 ^ h.p. Seabrook R.M.C., fitted 

I \ / I JL fj with English built Coupe body ; dickey ; 1916 model ; 


«ew; electric self-starter and light ing 
Doctor’s Car. Immediate delivery, £325 
•circus, W.C. 


set; detachable rims. Ideal 
—Seabrook Bros., Cambridge- 


“THE MOTORISTS MECCA.” ^ 

BARGAINS In TYRB8 and ACCESSORIES. We save yon from 
^0% to 60£. Write or call for our Lists of Tyres, Tubes, Lamps, 
Homs, Lighting Seta, Magnetos, Carburettors, and every con¬ 
ceivable Accessory. New, Soiled, or Second-hand Csrs purchased 
or Exchanged. Bodies of all types stocked. Agents for all Makes 
of Cars. Tyres Re-treaded from 10s. each. 

The Cheapest House for Doctors. 

The 8T. MARTIN’S MOTOR WORKS. 12. Upper St. Martin’s Lane. 

London, W.C. i 

Phone : Regent 5070 (2 lines)_Tele.: “ Autos" London, y 


WATERGATE HOUSE, 

York Buildings, Adelphi, W.C. 

Managing Director: J. A. REaSIDB. 

Telegrams: "Tubercle, London.’* Telephone: Gerrard8964. 
THE AGENCY UNDERTAKES the TRANSFER of PRACTICES, 
INTRODUCTION of PARTNERS. INVESTIGATIONS for PUR¬ 
CHASERS, VALUATIONS, NEGOTIATION of TERMS, the SUPPLY 
of LOCUM TENBNS and ASSISTANTS, and 

MEDI CAL ACCOUNTANCY _ 

PEACOCK & HADLEY GS), 

MEDICAL TRANSFER AGENTS f 

19, Craven Street, Strand, W.C. 

Wires: Herbaria. Westrawd—Loxdoh. Telephone: Ceittrai, 1112 

The TRAN3FBR of PRACTICES and PARTNERSHIPS negotiated. 
LOCUM TENBNS, ASSISTANTS, and DISPENSERS provided. 

ALL MEDICAL ACCOUNTANCY work undertaken. 

Particulars of PRACTICES, Ac., for SALE will be forwarded to 
applicants stating their requirements. 

No charge made to Purchasers or for Inquiries. _ 

Mr. J. C. NEEDES, 

MEDICAL PARTNERSHIP AND CONVEYANCING 
AGENCY, 

1, ADiM-STREKT, ADELPHI, W.O. 

Telcgramt: "Acquirement, London." Telephone No.: Gerrard SC, US 

tphis Agency (which has been estab- 

1 llshed and conducted at the above address since 1875) undertakes 
the Sale of Practices, the Introduction of Partners, Valuations, 
Investigations on behalf of Purchasers, the supply of trustworthy 
Locum TenenB and Assistants, and every other description of Medical 
Agency Business. 

W.B.— No charge made to Purchaters. 
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Every Field Ambulance and Base Hospital 
should he equipped with a good supply of 

HORLICK’S RATION 

MALTED MILK TABLETS 

A round airtight tin weighing 7 ozs. and containing 80 highly compressed 
tablets :—this is Horlick's 24-Hour Ration. From 10 to 20 tablets dis¬ 
solved in the mouth as required supply the nourishment given by an 
ordinary meal, and they quickly restore energy and vitality. The con¬ 
tents of one tin are sufficient to maintain strength and vigour for 24 
hours without any other food, and, in addition, the tablets relieve thirst. 

The comfort given by these food tablets to soldiers when wounded has been 
evidenced very largely during the war. They contain all the well-known 
food qualities of Horlick's Malted Milk. The neat tins in Which thev are 
packed may be carried without inconvenience by members of the R.A.M.C. 
and by Red Cross workers, and larger bottles should be always available in 
each ambulance and at all dressing stations. 

Specify “HORLICK’S MALTED MILK TABLETS,” as supplied to the War Offioe, Admiralty, and 
many Red Cross organizations. 

We will send one of these tins post free and complimentary to any member of the 
Medical or Nursing professions serving with any of the Expeditionary Forces. 

HORLICK’S MALTED MILK CO., Slough, Bucks., England. 







Valentine’s Meat-Juica 

For Quieting the Irritable Stomach in 
Pregnancy, for Rapidly Restoring the 
Vital Forces in Hemorrhage, for Sus¬ 
taining and Strengthening in Long and 
Exhausting Labor, Valentine’s Meat* 
Juice is Extensively employed in 

Obstetrical Practice 


Or. M. DeCrlstoforls, Prof. Lecturer on Mid 

urifery and Gynaecology , Milan , Italy: “The preparation, 
Valentine's Meat-Joick, has been successfully used by 
me in a serious case of acute puerperal hemorrhage. The 
patient could take no food or drink. Valentine’s Meat* 
J dice was completely retained and restored very promptly 
the strength and the cardiac impulsion.” 

Dr. E. Duloroy, Physician Accoucher to the Inter- 
national Hospital, Paris, France: "A youngaccouchie, 
in a very weak condition and suffering from stomach 
trouble, could retain no food, bnt was able to assimilate 
Valentine's Meat-Juice given at first in small doses. 
An improvement was quickly visible, the patient reco** 
ered her strength and is today in good health.** 

For Sale by European and American Chemist, and Druggists. 

VALENTINE’S MEAT-JUICE COMPANY, 

RICHMOND. VIRGINIA. U. S- K 

n» 
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SPECIALLY INTRODUCED AT THE REQUEST OF THE 

MEDICAL FACULTY. 

MALTED 

A Combination of Fry’s Pare Cocoa and 
Allen & Hanbnrys’ Extract of Malt. 

CONSTANTLY RECOMMENDED BY THE MEDICAL 
PROFESSION AND PRESS. 



CATALOGUE of SECONDHAND SURGICAL INSTRUMENTS, OSTEOLOGY, 

S MICROSCOPES, POST FREE. 

Students’ Half Sets of Osteology, £2 10s., £3 3s. Articulated Skeletons, £7 10s. and £10 IQ*. 
Secondhand Surgical Instruments, Osteology and Microscopes bought. Articulated Skeletons lent on hire. 
A large selection of Secondhand Microscopes by all the leading makers always in stock. 


MILLIKIN & LAWLEY, 166, STRAND, LONDON. 


Telephone t 
City 1708. 


W. H. BAILEY & SON 

SURGEONS' MIDWIFERY CASE 




N.S. 1637. - SURGEONS’ GLOVES. 
Sterilizable and Roughened. 


WITH SEPARATE COMPARTMENT FOR STERILIZER. 

Neat & Compact Shape. Easily stows away under carriage seat. 

LARGE VARIETY OF SURGEOFS BAGS always in Stock. 

N.S. 1122.—Black or Brown Cowhide, lined with washable leather, and with 
removable washable drill lining. Size 17 x 5 x 93. Price £19 9 

N.S. 1123.—With best nickel-plated, stamped-out Beamless 16-ln. Sterilizer 
(with Lamp and Tray) . ..Price £2 16 6 

N.S. 1124.—Fitted complete with Sterilizer. Female Catheter. Intra¬ 
uterine Tube, Perineum Needle. Chloroform Mask, Soap and Nail 
Brush in Case, four 2-oz. bottles (with indeetructable names), 
Simpson Barnes' Midwifery Forceps (haud forged), and Chloroform 
Drop Bottle .Price £4 9 6 

N.S. 1125.— Extra Deep Cise, sterilizer and Instruments 

as above set, bur, with Neville's Axis Traction A||| 
Forceps (hand forged) . Price £5 12 0 


2-oz. STOPPERED BOTTLES, 

In N.P. Screw Case. Unspillable, 
each 1/6. 

Invaluable for Surgeons' Bags. 



CHLOROFORM MASKS, 2 9 each. 



W H BAILEY St SON Surgical Instruments. 38, OXFORD street, I AkinAM 
• . DaiLCI a t wwll| Hospital Furniture, 1 , RATHBONE PLACE, LONDON. 


Telegrams—" Bayleaf, London." 


Telephone— 2942 Gkrrard; 
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The Cleanest, most convenient, 
most effective—(from a thera¬ 
peutic standpoint) method of 
applying Continuous Moist 
Heat , to an Inflammatory Area, 
is afforded by the original 



~ mopahtos . 

181 M*VI« CHEMICAL MFC- ** 
IONOO* 



Directions Always 
heat in the original 
container by placing 
in hot water. 

Needless exposure to 
the air impairs its 
osmotic properties — 
on which its thera¬ 
peutic action largely 
depends. 




Physicians should WRITE “ Antiphlogistine ” to AVOID “ substitutes." 

“ There's Only One Antiphlogistine." 


THE DENVER CHEMICAL MFG. CO., BOW, LONDON, E. 

























































